UNIVERSITY  OF  CALIFORNIA 
MEDICAL  CENTER  LIBRARY 
SAN  FRANCISCO 


; ■ ■ 


-Y  ■ • 


f , ' 


•i.  W/'  ^ 


■rJ. 


1 ■ 


\ 


f 


Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 

The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund 


https://archive.org/details/journalofarkansa58unse 


p* 


■1 


d 


j 


<)• 


i 

■\ 


rjp  lUNi,  j%i 

i OURNAL 

OF  THE 

ARKANSAS  MEDICAL 

SOCIETY 

U.c.  WIEDIOAL  CENTl:R  UBRARY 

JUN  3 I 

^ol  58  iNo  I FORT  SMITH,  ARKANSAS 

Sin  fr«nci»eo<  22 


1B21^ 


^New  Product  Announcement 


a significant 
achievement  in 
corticosteroid  research 


HAIPRONE 


rivi 


(paramethasone  acetate.  Lilly) 


• predictable  anti-inflammatory  cfTcct 

• low  incidence  of  untoward  reactions 


\vai table  in 

Taljlets  1 laldrone,  1 mg.,  \'ello\v 

bottles  of 

(scored) 

30,  too, 

Tablets  1 laldrone,  2 mg..  Orange 

and  300 

(scored) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6.  INDIANA.  U.  S.  A 


14005) 


With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.'^  To  implement  this  goal, 
many  clinicians  rely  on  Dilantin  for  outstanding 
control  of  grand  mal  and  psychomotor  attacks. 
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0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000. 
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J.  J.  Monfort* 


Members  of  the  Arkansas  Medical  So- 
ciety and  honored  guests,  it  gives  me  great 
pleasure  to  welcome  you  to  the  85th  annual 
session  of  the  Arkansas  Medical  Society 
Meeting  here  in  Little  Rock.  Pulaski  Coun- 
ty, the  Pulaski  County  Medical  Society  and 
your  local  host  committee  headed  by  Dr. 
Joe  Norton  have  arranged  a wonderful  pro- 
gram for  your  entertainment.  The  Ladies 
Committee  headed  by  Mrs.  Mona  Lawson 
has  arranged  a program  for  our  wives  be- 
yond all  expectations. 

I would  like  to  call  attention  to  the  ex- 
cellent scientific  program  which  was  ar- 
ranged by  the  Program  Committee  headed 
by  John  Wood  of  Mena.  They  have  done  a 
superb  job  which  has  taken  many,  many 
hours  of  hard  work  and  I recommend  you 
participate  in  the  program  as  much  as  pos- 
sible. It  will  be  time  well  spent.  In  order 
to  see  that  all  of  you  have  time  to  do  the 
things  you  wish  to  do,  we  have  reduced 
the  number  of  speeches  from  14  to  9 on  the 
scientific  subjects. 

I wish  to  congratulate  the  Woman’s 
Auxiliary  of  the  Arkansas  Medical  Society 
and  its  President,  Mrs.  C.  C.  Long,  who  is 
known  to  most  of  us  as  Esther.  She  has 
done  a wonderful  job  traveling  all  over 
Arkansas  many  times  during  the  “tortured 

*Batesvi]le. 


truth”  concerning  the  Forand  Bill  and  late- 
ly of  course  the  King-Anderson  Bill  with 
the  Social  Security  aspect  attached.  She 
has  done  this  at  Auxiliary  meetings,  PTA 
Associations,  and  other  groups  of  various 
kinds.  When  I addressed  you  last  April  at 
the  Annual  Banquet  in  Pine  Bluff  at  the 
time  of  my  inauguration,  I gave  you  the 
promise  to  do  the  very  best  that  I could 
for  all  the  members  of  the  Society,  as  I was 
representing  all  of  you.  This  I have  done 
although  because  of  limited  time  and  the 
fact  that  I have  been  limited  in  my  travel- 
ing and  my  number  of  hours  because  of  a 
coronary  insufficiency  some  time  ago  I 
have  not  traveled  as  much  as  I would  have 
like  to  have  done. 

The  committees  have  been  very  active. 
The  reports  are  printed  in  a recent  issue  of 
the  Arkansas  Medical  Society  Journal.  I 
recommend  you  study  them,  if  you  have 
not  already  done  so.  May  I call  your  atten- 
tion to  a few  of  them  that  may  have  been 
especially  busy.  If  you  want  to  know  what 
the  Arkansas  Medical  Society  has  done, 
you  should  read  this  published  program  of 
the  Committees.  Most  especially  I want  to 
recommend  the  Special  Fee  Committee 
headed  by  Fount  Richardson  composed  of 
30  members  representing  all  branches  of 
the  practice  of  medicine.  They  have  had 
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many  long  hours  and  many  weary  sessions. 
They  have  had  5 schedules  to  consider: 
Medicare,  home  town  care  for  veterans,  re- 
habilitation, regular  Blue  Shield  and  Blue 
Shield  for  those  over  65  years  of  age.  They 
have  accomplished  much  in  the  past  year 
and  still  have  problems  ahead.  Only  the 
members  of  this  committee  will  ever  realize 
the  effort  they  have  put  forth  to  try  to 
help  save  the  private  practice  of  medicine. 
There  are  many  committees:  the  Rural 
Health  Committee,  the  Committee  on  Ag- 
ing, Committee  on  Insurance,  and  others 
that  I would  like  to  mention  in  special  rela- 
tion to  this  address,  but  there  is  not  time  to 
do  so.  There  are  other  committees  besides 
them  who  have  done  an  excellent  bit  of 
work  and  I wish  to  thank  each  and  every 
one  of  them  for  doing  so. 

There  are  at  least  37  or  more  committees 
to  promote  your  work  for  the  benefit  of  the 
patient  in  Arkansas  and  for  your  benefit. 
Most  of  these  are  men  who  serve  from  1 to 
5 years,  appointed  by  the  Arkansas  Medical 
Society  and/or  by  the  Council  of  the  Ar- 
kansas Medical  Society.  They  all  deserve 
thanks  for  a job  “well  done”.  You  have  all 
practiced  your  profession  under  the  best 
of  circumstances  for  your  patients  and 
yourselves  — and  please  remember  that 


J.  J.  Monfort  makes  his  farewell  speech  as  presi- 
dent of  the  Arkansas  Medical  Society.  President’s 
Banquet,  Tuesday,  April  18th,  Grand  Ballroom, 
Hotel  Marion. 


they  helped  your  patients  and  you  — and 
may  I plead  that  you  gain  interest  in  help- 
ing others  to  maintain  this  ideal  care  of 
the  sick,  the  aged,  the  children,  and  the 
“well”  person  who  wants  to  remain 
“well”? 

Your  President,  Secretary  and  the  Coun- 
cil Chairman  have  represented  you  on  the 
Nominating  Committee  for  a new  Dean  of 
the  Medical  School.  We  believe  that  the 
Ideal  Dean  should  be: 

(1)  Academically  qualified. 

(2)  Able  and  willing  to  help  Mr.  Whaley 
in  talking  to  students,  doctors,  the 
legislature  and  the  public. 

(3)  Re-establish  the  good  will  of  the  doc- 
tors over  the  state  towards  the  Medi- 
cal Center. 

(4)  Establish  a balance  of  equity  between 
research  and  teaching — with  no  preju- 
dice as  regards  either — but  a balance ! 

I am  very  proud  of  my  adopted  state  of 
Arkansas.  There  were  times  when  I could 
have  left  had  I so  desired,  but  you  should 
consider  that  we  have  enjoyed  the  honor 
of  two  distinguished  senators  in  the 
United  States  Senate  both  heading  major 
committees  and  enjoying  enviable  posi- 
tions in  the  world  of  politics.  In  the  House 
of  Congress  no  other  state  in  the  Union 
has  as  many  important  committee  chair- 
man as  does  Arkansas  with  5 major  com- 
mittees being  chairmaned  by  distinguished 
sons.  In  particular  I would  like  to  mention 
the  name  of  the  Honorable  Wilbur  D.  Mills 
who  is  a Congressman  from  my  own  dis- 
trict; he  is  Chairman  of  the  House  Ways 
and  Means  Committee  who  more  or  less 
“single-handed”  preserved  the  private 
practice  of  medicine  last  year.  He  tells  me 
that  he  intends  to  do  so  unless  the  de- 
mands of  the  constituency  in  the  Second 
District  says  otherwise.  There  will  be  more 
about  this  a little  later  in  this  address. 

We  are  well  known  in  the  Arkansas 
Academy  of  General  Practice  which  has 
supplied  two  National  Presidents  in  its 
thirteen  years  of  existence.  Bob  Robins 
and  Fount  Richardson,  and  many  other 
members  who  have  been  very  active  in  this 
association. 

Of  course,  we  have  made  mistakes,  we 
have  left  stones  unturned,  we  would  do 
somethings  differently  if  we  could  do  them 
over  again.  Please  do  not  criticize  us  too 
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severely  but  put  your  shoulder  to  the  wheel 
and  start  pushing  more  of  the  load  than 
you  have  been  doing.  Your  officers  are  all 
ready  and  willing  to  share  with  you  the 
work  as  well  as  the  play. 

I would  like  to  mention  to  you  the  great 
number  of  hours  of  work  and  mental  con- 
sideration of  the  Council  of  the  Arkansas 
Medical  Society.  These  men  are  your 
elected  representatives;  there  are  twenty 
of  them,  and  that  does  not  include  the  past 
presidents  of  whom  there  are  several  and 
whom  you  will  meet  later  tonight.  If  you 
have  ever  seen  a bunch  of  prima  donnas, 
you  would  know  what  I mean  by  the  Coun- 
cil of  the  Arkansas  Medical  Society.  This 
is  not  to  make  a derogatory  comment 
about  them.  They  are  individualists  just 
as  you  and  I are,  as  each  individual  of  the 
Arkansas  Medical  Society,  but  all  in  all  the 
discussion  that  goes  forth  from  the  Coun- 
cil is  for  your  benefit,  but  more  particu- 
larly for  the  benefit  of  your  patients ; rare- 
ly have  I seen  a session  of  the  Council  in 
which  the  consideration  of  the  patient  was 
not  the  most  important  consideration 
which  was  made.  This  includes  the  Fee 
Committee  reports  and  all  other  reports 
from  the  Council.  If  any  group  of  men 
were  ever  considered  as  a charitable  group 
who  were  looking  after  the  welfare  and 
medical  condition  of  others  it  is  your 
Council  of  the  Arkansas  Medical  Society. 
They  are  dedicated  men  who  spend  their 
time  and  money  to  come  here  and  repre- 
sent you.  I hope  that  you  will  congratu- 
late them  in  the  next  24  hours  for  all  the 
work  they  have  done,  for  they  have  done 
more  than  you  realize. 

In  the  recent  weeks  we  have  received 
word  from  that  most  excellent  committee 
chairman,  C.  Randolph  Ellis  who  is  Chair- 
man of  the  Liaison  Committee  with  the 
Welfare  Department  that  Mr.  Carl  Adams 
the  head  of  the  Department  of  Welfare 
stated  recently  that  the  Welfare  Depart- 
ment could  not  set  up  an  account  for  each 
physician  in  the  state.  He  suggested  that 
in  each  town  they  form  a clinic  and  that 
these  recipients  of  the  Welfare  Department 
should  deal  directly  with  the  clinic.  On 
July  1st,  1961  the  clinic  facilities  must  be 
offered  over  the  entire  state  just  as  it  is 
now  at  the  University  of  Arkansas  Medi- 
cal Center  and  two  other  places.  This  is  a 


proposition  which  I consider  we  cannot  ac- 
cept, but  we  cannot  pre-judge  this  plan 
until  Mr.  Adams  presents  it.  It  indicated 
on  face  value  that  the  Welfare  Department 
does  not  wish  to  get  into  the  bookkeeping 
of  dealing  with  individual  recipients.  Con- 
sequently, I called  a friend  of  mine  in  Okla- 
homa where  they  have  had  for  the  past 
three  years  a Welfare  Department  Pro- 
gram, and  they  tell  me  they  have  more  or 
less  unlimited  money  which  we  cannot  say 
in  Arkansas.  The  patients  after  signing  a 
sort  of  emergency  certificate  which  is  al- 
most a life  and  death  affidavit  receive 
three  weeks  hospitalization  which  is  re- 
newable on  request  of  the  physician.  They 
get  good  fees  in  fact  this  particular  doctor 
told  me  they  were  a little  above  average. 
It  includes  house  calls,  nursing  home  care, 
and  some  emergency  office  consideration. 
We  have  the  same  type  of  program 
through  the  Mills-Kerr  Bill  but  we  under- 
stand that  recently  although  the  Legisla- 
ture of  the  State  of  Arkansas  appropriated 
2 million  dollars  to  match  the  three  to  one 
donation  of  the  Fedei'al  Government  and  of 
the  Mills-Kerr  Law,  the  Comptroller  of  the 
state,  stated  that  we  only  had  $600,000 
available  and  accordingly  $1,800,000  is 
what  we  would  get  under  the  existing  cii'- 
cumstances.  Mr.  Adams  has  told  our  sec- 
retary, Dr.  Elvin  Shuffield,  that  this  puts 
up  a problem  considering  that  we  have  to 
deal  with  medical  and  surgical  benefits, 
diagnostic  facilities,  glasses,  dental  care, 
nursing  home  care,  and  other  medical 
care,  so  that  only  approximately  $60,- 
000  to  $80,000  will  be  available  for 
surgical  benefits  OR  diagnostic  facilities. 
This  is  something  that  we  must  see 
about  because  we  need  to  know  the  exact 
situation  as  regards  this  amount  of  money, 
compared  to  what  was  appropriated  by 
the  Legislature.  Furthermore,  I request 
your  urgent  consideration  regarding  re- 
cent information  from  Washington  this 
weekend,  that  in  our  own  Second  Con- 
gressional District  that  the  AFL-CIO 
would  put  several  workers  making  door  to 
door  calls,  introducing  literature  and  ask- 
ing for  letters,  telegrams,  phone  calls  to 
Congressmen  and  Senators  in  favor  of  the 
King-Anderson  Bill  which  is  of  course  the 
Social  Security  aspect  to  the  care  of  the 
aged. 
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If  you  have  read  either  or  both  of  the 
two  brochures  which  we  have  sent  you  in 
many  letters,  “Medical  Aid  for  the  Aged, 
Let’s  Help  Those  Who  Need  Help’’  or  “So- 
cialized Medicine  and  You’’,  you  would 
realize  what  the  arguments  about  these 
consider.  I am  afraid  it  would  be  embar- 
rassing to  ask  how  many  of  you  have  writ- 
ten your  congressman  or  senator  regard- 
ing this.  I will  not  ask  for  a show  of  hands. 
If  you  have  not,  let  me  remind  you  that 
your  silence  indicates  to  your  congressman 
and  senator  that  you  do  not  approve  of  the 
Kerr-Mills  Bill  and  that  you  don’t  care 
what  happens.  If  you  are  so  indifferent, 
that  you  do  not  care  what  happens  then 
all  I can  say  is  that  you  should  consider 
what  is  happening  in  Britain  and  in  Rus- 
sia and  realize  it  is  now  being  forced  bit 
by  bit  upon  you.  It  is  not  being  forced  in 
one  major  bill;  it  is  bit  by  bit  and  you  will 
suffer  in  the  long  run,  but  far  more  impor- 
tant that  what  will  happen  to  you,  is  what 
will  happen  to  your  patients.  Because  when 
you  become  socialized  the  patient  becomes 
socialized.  He  is  merely  a number,  he  is 
no  longer  an  individual;  just  as  you  are 
no  longer  an  individual  doctor  you  are  an 
agent  of  the  government  and  will  have 
only  a modicum  of  control  of  what  is  best 
for  the  patient.  After  the  modicum  con- 
trol over  the  patient,  the  government  will 
soon  affirm  complete  control  which  I am 
sure  you  must  realize  has  happened  in 


other  countries  and  will  happen  to  us  in 
the  very  near  future  unless  we  get  “on  the 
ball’’. 

What  is  the  answer  to  this?  It  means 
that  you  and  your  wife  and  your  friends 
must  get  “hold  of  the  coat  collars’’,  so  to 
speak,  of  the  individual  voter  in  your  area 
regardless  of  where  he  is,  whether  he  is 
in  the  city,  in  the  town  or  in  the  country 
and  present  this  program  with  the  bro- 
chures which  we  have  told  you  about,  and 
which  you  have  received  from  the  state 
office  in  several  instances. 

Again  I repeat  to  you  that  it  has  been 
quite  an  honor  to  serve  you  as  the  head  of 
this  organization  and  I have  enjoyed 
thoroughly  doing  what  I have  done.  In 
closing  I can  only  hope  that  I have  shocked 
you  into  some  action  so  that  you  may  con- 
tinue the  practice  of  medicine  as  it  has 
been  customary  in  this  United  States  and 
which  has  produced  the  best  medical  care 
in  the  world  for  any  people,  but  unless  you 
fight  for  it  all  I can  say  is  that  this  is  cli- 
matic time  and  that  you  can  only  lose 
once.  Once  we  have  lost  then  we  have  lost 
for  good.  We  have  won  this  battle  several 
times  before  and  we  may  have  to  win  it 
several  times  again,  but  unless  you  fight 
this  time  and  other  times  it  is  presented 
then  the  free  practice  of  medicine  is  lost. 

Again  thanking  you,  I am,  sincerely 
yours. 
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Dermatologic  Society  Meeting 

The  Arkansas  Dermatologic  Society  met 
on  April  16th  at  the  University  of  Arkan- 
sas Medical  Center  for  its  annual  clinical 
session  with  Dr.  Roy  Noojin  of  Birming- 
ham, Alabama,  as  special  guest.  A num- 
ber of  interesting  clinical  cases  were 
presented. 

FIRST  MEETING 
HOUSE  OF  DELEGATES 
4:30  p.m.,  April  16,  1961 
Lecture  Hall,  Robinson  Auditorium 

Speaker  C.  Lewis  Hyatt  called  the  meet- 
ing to  order  in  the  Lecture  Hall  of  the 
Robinson  Auditorium  and  requested  Dr. 
Joseph  Norton  of  Little  Rock  to  give  the 
invocation. 

Secretary  Shuffield  called  the  roll  of 
delegates.  The  following  delegates  and 
members  seated  as  delegates  by  action  of 
the  House  were  present: 

ASHLEY,  E.  C.  Gresham;  BAXTER,  Ben  N. 
Saltzman;  BOONE,  Jean  C.  Gladden;  CHICOT, 
H.  W.  Thomas;  CLARK,  J.  W.  Kennedy; 
CRAIGHEAD-POINSETT,  M.  E.  Blanton,  Charles 
G.  Swingle,  J.  H.  McCurry;  CROSS,  K.  E.  Beaton; 
DESHA,  J.  H.  Heliums;  FRANKLIN,  Wm.  C. 
Hensley;  GARLAND,  Lon  Reed,  Ralph  Patterson, 
Frank  Burton;  GRANT,  Miles  F.  Kelly;  GREENE- 
CLAY,  A.  E.  Andrews;  HEMPSTEAD,  James  W. 
Branch;  INDEPENDENCE,  Paul  Gray;  JEFFER- 
SON, Charles  Reid,  Louis  Hundley;  LINCOLN, 
C.  W.  Dixon;  LITTLE  RIVER,  N.  W.  Peacock,  Jr.; 
MILLER,  J.  B.  Kittrell,  Karlton  Kemp;  MISSIS- 
SIPPI, Eldon  Fairley;  NEVADA,  Charles  A. 
Hesterly;  OUACHITA,  L.  E.  Drewery;  POPE- 
YELL,  Roy  Millard;  PULASKI,  Edwin  F.  Gray, 
James  L.  Smith,  Edgar  Easley,  James  Head- 
stream,  Guy  Farris,  Jerome  Levy,  Gordon  Oates, 
Joseph  Norton,  Tom  Johnston,  T.  Duel  Brown,  Joe 
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Shuffield;  RANDOLPH,  W.  E.  Hamil;  SEBAS- 
TIAN, D.  W.  Goldstein,  Art  B.  Martin,  Robert  L. 
Sherman;  UNION,  C.  E.  Tommey,  Frank  J.  Thi- 
bault;  WASHINGTON,  Stanley  Applegate; 
COUNCILORS,  Hugh  Edwards,  J.  L.  Dedman, 
George  Burton,  John  Wood,  H.  King  Wade,  Jr., 
Robert  Jones,  Bill  Dave  Stewart,  Ross  Fowler,  C. 
C.  Long,  L.  A.  Whittaker,  President  J.  J.  Monfort, 
President-elect  Wm.  A.  Snodgrass,  Secretary  El- 
vin  Shuffield,  Speaker  C.  Lewis  Hyatt,  Second 
Vice  President  Kenneth  R.  Duzan,  PAST  PRESI- 
DENTS, H.  King  Wade,  Sr.,  W.  R.  Brooksher, 
Sam  J.  Allbright,  and  0.  J.  T.  Johnston. 

Speaker  Hyatt  called  for  a report  from 
the  Credentials  Committee.  Dr.  Julius 
Heliums,  Chairman  of  the  Credentials 
Committee,  reported  that  credentials  of  the 
delegates  present  had  been  examined, 
found  correct,  and  that  a quorum  was 
present. 

Upon  the  motion  of  J.  J.  Monfort  and 
James  L.  Smith,  the  House  adopted  as  cor- 
rect the  minutes  of  the  84th  Annual  Se.s- 
sion  as  published  in  the  June  1960  issue  of 
the  Journal  of  the  Arkansas  Medical 
Society. 

Upon  the  motion  of  Louis  Hundley  and 
J.  J.  Monfort,  the  House  voted  to  go  into 
Executive  Session  to  hear  Mr.  Aubrey 
Gates,  Director  of  the  Field  Service  Divi- 
sion of  the  American  Medical  Association, 
discuss  legislative  matters. 

By  general  agreement,  the  Executive 
Session  of  the  House  was  recessed  for  rec- 
ognition of  honor  guests  as  follows : 

Mrs.  William  Mackersie,  President  of  the 

Woman’s  Auxiliary  to  the  American 

Medical  Association ; 

Mrs.  Kalford  Howard,  President  of  the 
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Woman’s  Auxiliary  to  the  Southern 
Medical  Association; 

Mrs.  C.  C.  Long,  President  of  the  Woman’s 
Auxiliary  to  the  Arkansas  Medical  So- 
ciety ; 

Mrs.  Hershel  Wilmoth,  President-elect  of 
the  Woman’s  Auxiliary  to  the  Arkansas 
Medical  Society ; 

Mrs.  Paul  Gray,  Past  President  of  the 
Woman’s  Auxiliary  to  the  Arkansas 
Medical  Society. 

Mrs.  Mackersie  and  Mrs.  Howard  spoke 
briefly  bringing  greetings  from  their  re- 
spective organizations. 

Chairman  of  the  Council  Joe  Verser 
moved  adoption  of  the  report  of  the  Coun- 
cil of  the  Arkansas  Medical  Society  as 
published  in  the  March  1961  issue  of  the 
Journal  of  the  Arkansas  Medical  Society. 
Upon  second  by  Kemp,  the  House  voted 
adoption  of  the  report.  Verser  then  pre- 
sented to  the  House  the  following  supple- 
mentary report  of  the  Council  covering  the 
meeting  of  March  26th,  1961 : 


REPORT  OF  THE  COUNCIL 
Joe  Verser,  Chairman 

The  Council  met  on  March  26th  and 
transacted  business  as  follows: 

I.  Approved  Executive  Committee  action  au- 
thorizing a new  fee  schedule  for  the  various 
government  programs  and  suggesting  legis- 
lation to  enable  physicians  in  Arkansas  to 
incorporate  for  the  practice  of  medicine. 

II.  Directed  that  uniformed  guards  be  posted  at 
the  entrance  to  the  Robinson  Auditorium  to 
insure  that  only  persons  wearing  badges  are 
admitted. 

III.  Approved  the  budget  as  submitted  by  the 
Budget  Committee  and  published  in  the 
March  issue  of  the  Journal  of  the  Arkansas 
Medical  Society. 

IV.  Adopted  and  approved  the  annual  report  of 
audit. 

V.  Approved  the  report  of  the  Liaison  Commit- 
tee with  the  Welfare  Department  recom- 
mending that  physicians’  fees  for  the  Old 
Age  Assistance  Program  and  the  Medical 
Aid  for  the  Aged  Program  be  the  same. 

VI.  Approved  the  recomnfendation  of  the  Com- 
mittee on  Fee  Schedules  that; 

A.  The  Society  adopt; 

1.  One  conversion  factor  for  the  Medicare 
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Seated,  left  to  right;  Third  Vice  President  L.  E.  Drewrey;  First  Vice  President  M.  E.  Blanton;  Secre- 
tary Elvin  Shuffield;  Chairman  of  the  Council  Joe  Verser;  President  William  A.  Snodgrass,  Jr.;  Presi- 
dent-elect H.  King  Wade,  Jr.;  Treasurer  Ben  N.  Saltzman;  Speaker  C.  Lewis  Hyatt;  Standing,  second 
row,  left  to  right.  Councilor  Paul  Gray,  Councilor  Eldon  Fairley;  Councilor  George  C.  Burton;  Vice 
Speaker  of  the  House  .1.  P.  Price;  Councilors  Thomas  E.  Townsend,  Bill  Dave  Stewart,  Hugh  R.  Ed- 
wards, Ross  Fowler,  H.  W.  Thomas;  Standing,  back  row,  left  to  right;  Councilor  L.  A.  Whittaker,  Jr.; 
Second  Vice  President  Charles  W.  Reid,  Councilors  Stanley  Applegate,  Karlton  Kemp,  Past  President 
J.  J.  Monfort;  Councilor  John  Wood,  Past  President  James  M.  Kolb,  Sr.;  Councilor  C.  C.  Long; 
Councilor  Fred  B.  Stone. 
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Contract  and  the  Veterans  Adminis- 
tration Contract; 

2.  One  conversion  factor  for  vocational 
rehabilitation;  and 

3.  One  conversion  factor  for  all  welfare 
recipients  (Kerr-Mills  and  Welfare). 

B.  That  the  conversion  factor  for: 

1.  Medicare  and  VA  be  $5  per  unit  value 
for  all  branches  of  medicine; 

2.  Vocational  Rehabilitation  — radiology, 
pathology  and  medicine  use  a $4  con- 
version factor  and  surgery  have  a $3 
factor; 

3.  The  Kerr-Mills  and  Welfare  Programs 
have  a $4  factor  for  surgery  and  a 
$4.50  factor  for  radiology,  pathology, 
and  medicine. 

C.  That,  depending  on  a review  by  the  Coun- 
cil, an  exception  be  made  to  the  Cali- 
fornia Relative  Value  Schedule  in  the  sec- 
tion on  Pathology  and  that  instead  a Rel- 
ative Value  Schedule  recommended  by 
the  American  Society  of  Clinical  Patholo- 
gists, submitted  by  Dr.  Koenig,  be 
adopted. 

D.  The  procedure  number  9102  have  a unit 
value  of  2.0;  number  9103  have  a unit 
value  of  1.0; 

E.  Under  radiology,  that  a unit  value  of  2.0 
be  given  all  of  the  following  procedure 
numbers:  7030,  7260,  7311,  7475,  7476, 
7600,  and  7618.  Items  “B”  through  “E” 
above  were  accepted  with  the  provision 
that  any  specialty  section  can  request 
changes  by  getting  the  approval  of  the 
fee  committee  and  the  Council. 

VII.  Approved  a suggestion  that  the  Journal  of 
the  Arkansas  Medical  Society  be  sent  free  of 
charge  to  approved  interns  and  residents  in 
Arkansas  and  Arkansas  graduates  holding 
residencies  or  internships  outside  of  the 
State. 

VIII.  Approved  the  following  appointments  to  the 
Professional  Relations  Committee: 

Richard  M.  Logue,  Chairman,  Eighth  Coun- 
cilor District 

Clyde  D.  Rodgers,  Member,  Eighth  Councilor 
District 

Carl  Wilson,  Member,  Tenth  Councilor 
District 

IX.  Voted  a special  commendation  for  Dr.  Henry 
Hollenberg,  retiring  chairman  of  the  Eighth 
Councilor  District  Professional  Relations 
Committee  for  his  excellent  work  in  connec- 
tion with  committee  duties  on  the  Medicare 
Program. 

X.  Voted  a commendation  for  Dr.  Art  Martin 
for  his  service  as  chairman  of  the  Profes- 
sional Relations  Committee  of  the  Tenth 
Councilor  District. 

XI.  Referred  to  the  Arkansas  delegates  to  the 
American  Medical  Association  a decision  on 
whether  or  not  to  support  ambulatory  clinic 
treatment  for  narcotic  addiction. 


XII.  Approved  Arkansas  participation  in  an  ex- 
periment on  the  health  care  of  the  aged  to  be 
carried  out  under  the  direction  of  the  State 
Board  of  Health. 

XIII.  Referred  a request  for  reactivation  of  the 
Prairie  County  Medical  Society  to  the  coun- 
cilor from  that  district. 

XIV.  Heard  Mr.  Aubrey  Gates,  Director  of  the 
Field  Service  Division  of  the  American  Medi- 
cal Association,  warn  of  the  danger  of  the 
passage  of  the  King-Anderson  Bill,  H.R. 
4222.  ^ 

XV.  Voted  to  approve  a proposal  by  the  Arkan- 
sas Heart  Association  for  a nurses  workshop 
for  care  of  the  cardiac  patient. 

XVI.  Approved  the  appointment  of  Dr.  Joseph 
Norton  as  chairman  of  the  Senior  Medical 
Committee,  replacing  Dr.  W.  R.  Brooksher, 
resigned,  and  directed  the  Executive  Secre- 
tary to  write  a letter  of  thanks  to  W.  R. 
Brooksher  for  his  excellent  work  in  estab- 
lishing and  conducting  the  Senior  Medical 
Day.  Requested  that  the  letter  be  published 
in  the  Journal  of  the  Arkansas  Medical 
Society. 

XVII.  Approved  a member  of  the  Industrial  Health 
Committee  attending  meetings  in  St.  Louis 
and  Hot  Springs. 

XVIII.  To  improve  the  Society’s  contacts  with  its 
members,  the  Council  voted  to  increase  the 
previously  approved  budget  in  the  following 


categories: 

Travel  and  convention  $2,000 

Stationery  and  Printing  500 

Office  Supplies  and  Expense  500 

Rent  600 

Postage  1,000 


Upon  the  motion  of  Verser  and  Thomas, 
the  House  adopted  the  supplementary 
report. 

Speaker  Hyatt  read  the  list  of  published 
committee  reports  referred  to  either  Refer- 
ence Committee  Number  One  (H.  W. 
Thomas,  Chairman,  L.  E.  Drewrey,  Joseph 
A.  Buchman)  or  to  Reference  Committee 
Number  Two  (Louis  K.  Hundley,  Chair- 
man, J.  W.  Kennedy,  Bill  D.  Stewart)  and 
announced  open  hearings  of  the  commit- 
tees. Supplementary  reports  were  then 
called  for. 

W.  R.  Brooksher,  Chairman  of  the  Com- 
mittee on  Constitutional  Revision,  reported 
that  his  Committee  met  on  Sunday,  April 
16th,  and  wished  to  reverse  its  previous 
recommendation  pertaining  to  the  pro- 
posed amendment  to  Article  IV,  Section  2. 
The  committee  recommended  approval  of 
the  amendment  as  proposed. 

Hayden  H.  Donahue,  Chairman  of  the 
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Sub-Committee  on  Mental  Health,  read  his 
report,  which  had  not  been  published. 

In  the  absence  of  Chairman  Randolph 
Ellis,  Jack  Kennedy  read  a supplementary 
report  from  the  Sub-Committee  on  Indus- 
trial Health. 


Elvin  Shuffield  reported  for  his  Commit- 
tee on  Medical  Legislation.  During  discus- 
sion of  the  report.  Dr.  Monfort  pointed  out 
that  doctors  were  going  to  have  to  spend 
some  time  and  effort  to  defeat  socialized 
medicine  and  that  there  had  been  reports 
that  the  Labor  Unions  were  going  to  put 
two  hundred  paid  workers  in  one  congres- 
sional district  in  Arkansas  to  go  door-to- 
door  to  get  the  people  to  write  their  con- 
gressmen favoring  the  King  Bill. 

Speaker  Hyatt  announced  that  Dr. 
Thomas  M.  Durham,  Chairman  of  the  Pro- 
fessional Relations  Committee,  was  unable 
to  be  present  and  had  requested  that  his 
committee  report  be  read.  Dr.  Hyatt  re- 
quested the  Executive  Secretary  to  read 
the  report.  All  reports  were  referred  to 
Reference  Committees. 

The  Society  attorney,  Mr.  Eugene  War- 
ren, spoke  briefly  concerning  proposed 
amendments  to  the  Constitution  and  By- 
Laws  and  pointed  out  that  there  seem  to 
be  several  conflicting  sections  in  the  pres- 
ent Constitution.  He  suggested  that  the 
Constitution  be  reviewed  and  amended  for 
clarification. 


The  delegate  from  the  E.E.N.T.  Section, 
Dr.  James  L.  Smith,  presented  a proposed 
resolution  calling  for  the  establishment  of 
an  AMA  Commission  on  the  Relation  of 
Medicine  to  Optometry.  The  resolution  was 
leferred  to  Reference  Committee  Number 
Two. 


At  the  request  of  Dr.  L.  E.  Drewrey,  the 
House  heard  Mr.  Lloyd  E.  Lenard,  C.L.U. 
and  Mr.  J.  Merle  Lemley  discuss  an  invest- 
ment and  pension  plan  for  the  Arkansas 
Medical  Society.  Speaker  Hyatt  announced 
that  a vacancy  occurred  on  the  Arkansas 
State  Medical  Board  from  the  Second  Con- 
gressional District  and  indicated  the  time 
and  place  for  a meeting  of  congressional 
district  members  for  election  to  fill  the 
vacancy. 

Speaker  announced  that  the  selection  of 
the  nominating  committee  for  election  of 
Society  officers  would  be  made.  Delegates 
from  the  various  councilor  districts  held 


meetings  on  the  floor  and  selected  the 
nominating  committee  as  follows:  First 
District,  J.  H.  McCurry;  Second  District, 
O.  J.  T.  Johnston;  Third  District,  Vance  J. 
Crain;  Fourth  District,  Louis  K.  Hundley; 
Fifth  District,  George  Burton;  Sixth  Dis- 
trict, John  Wood;  Seventh  District,  Lon 
Reed;  Eighth  District,  Ed  Gray;  Ninth 
District,  Ross  Fowler ; Tenth  District,  A.  S. 
Koenig. 


FIRST  GENERAL  SESSION 
Monday,  April  17th,  1961,  9:00  a.m. 
Lecture  Hall,  Robinson  Auditorium 

The  meeting  was  called  to  order  at  9:00 
a.m.  by  Dr.  Walter  H.  O’Neal  of  Little 
Rock.  The  scientific  program  opened  with 
a showing  of  the  film  “Emergency  Surgery 
of  the  Acutely  Injured”.  Scientific  papers 
were  presented  as  follows:  “Acute  In- 
juries of  the  Hand”,  Dr.  Daniel  Riordan  of 
New  Orleans ; “The  Diagnosis  of  Strabis- 
mus”, Dr.  James  E.  Miller  of  St.  Louis; 
“Medical  Malpractice  — Present  Trends”, 
Dr.  Carl  Wasmuth,  Cleveland,  Ohio.  At 
11:30  a.m.  invocation  was  given  by  Dr. 
Richard  Hardie  of  the  Westover  Hills  Pres- 
byterian Church  in  Little  Rock  and  the 
President’s  Address  was  presented  by  Dr. 
J.  J.  Monfort  of  Batesville  (as  reported  on 
page  one). 

SECOND  GENERAL  SESSION 
Monday,  April  17th,  1961,  2:0  p.m. 

Kenneth  R.  Duzan,  Second  Vice  Presi- 
dent, presided  and  presented  the  following 
scientific  speakers: 

“The  Place  of  Radical  Neck  Dissection  in  the 
Treatment  of  Intra-oral  Carcinomas”,  Dr.  0.  H. 
Beahrs,  Rochester,  Minnesota; 

“Diagnosis  and  Treatment  of  Renal  Hypertension”, 
Dr.  Eugene  F.  Poutasse,  Cleveland,  Ohio; 
“Medical  Complications  of  Pregnancy”,  Dr.  Stew- 
art A.  Fish,  Dallas,  Texas; 

“Common  Sense  in  the  Diagnostic  Use  of  X-Ray”, 
Dr.  J.  E.  Miller,  Dallas,  Texas. 


MONDAY  EVENING,  APRIL  17th 

A cocktail  party  and  buffet  dinner  were 
held  at  the  Marion  Hotel  on  Monday  Eve- 
ning, April  17th,  with  285  attending.  Dr. 
John  McC.  Smith,  president-elect  of  the 
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Pulaski  County  Medical  Society,  was 
master  of  ceremonies.  Entertainment  was 
furnished  by  the  Greater  Little  Rock  Chap- 
ter of  the  Society  for  the  Preservation  and 
Encouragement  of  Barber  Shop  Quartet 
Singing  in  America,  Inc.,  and  by  a visiting 
doctor  who  is  a highly-entertaining  magi- 
cian. 

FIFTY  YEAR  CLUB  BREAKFAST 

The  Fifty  Year  Club  of  the  Arkansas 
Medical  Society  met  for  breakfast  at  7:30 
a.m.  on  Tuesday,  April  18th,  in  the  Hotel 
Marion.  Dr.  H.  W.  Schmidt  of  Rochester, 
Minnesota,  was  guest  speaker.  Other 
guests  present  were  Dr.  Alfred  Suggs  of 
Ada,  Oklahoma,  Dr.  Snodgrass,  Dr.  Mon- 
fort, and  Mr.  Hamilton  Moses.  Dr.  D.  W. 
Goldstein  of  Fort  Smith  is  president  of  the 
club  and  Dr.  J.  G.  Gladden  of  Harrison  is 
president-elect.  Dr.  J.  H.  McCurry  of  Cash 
is  secretary. 

FINAL  GENERAL  SESSION 
Tuesday,  April  18th,  1961,  9:30  a.m. 
Lecture  Hall,  Robinson  Auditorium 

The  Final  General  Session  was  called  to 
order  by  President-elect  William  A.  Snod- 
grass at  9:30  a.m.  Following  a showing  of 
the  film  “Just  Four  Minutes”,  Dr.  H.  W. 
Schmidt  of  Rochester,  Minnesota,  spoke  on 
“Regurgitant  Esophagitis”  and  Dr.  Mar- 
garet H.  D.  Smith  of  New  Orleans  dis- 
cussed “The  Problem  of  Staphylococcal 
Infections”. 

MEMORIAL  SERVICE 

President  J.  J.  Monfort  presided  at  a 
Memorial  Service  honoring  members  who 
had  passed  away  during  the  year.  The  in- 
vocation was  given  by  the  Reverend  Ken- 
neth Shamblin  of  the  Pulaski  Heights 
Methodist  Church  in  Little  Rock.  Mrs.  T. 
Duel  Brown,  Auxiliary  Chaplain,  read  the 
names  of  the  deceased  members  of  the 
Auxiliary : 

Mrs.  S.  J.  McGraw,  El  Dorado 
Mrs.  J.  G.  Mitchell,  El  Dorado 
Mrs.  W.  H.  Moreland,  Tyronza 
Mrs.  R.  E.  Rowland,  Little  Rock 
Mrs.  J.  P.  Runyan,  Little  Rock 
Mrs.  V.  B.  Smith,  Marked  Tree 
Mrs.  Peter  Trinca,  El  Dorado 
Mrs.  James  H.  Fowler,  Harrison 
Mrs.  Wm.  R.  Porter,  Hot  Springs 


Mrs.  C.  T.  Drennen,  Hot  Springs 
Mrs.  Earle  Hunt,  Clarksville 
Mrs.  C.  E.  Kennedy,  Smackover 
Mrs.  J.  H.  Kennerly,  Batesville 
Mrs.  Bertram  Levy,  Little  Rock 
Mrs.  C.  E.  Witt,  Little  Rock 
Mrs.  W.  K.  Smith,  Hot  Springs 
Mrs.  A.  W.  Strauss,  Sr.,  Little  Rock 

President  Monfort  read  the  names  of  the 
deceased  members  of  the  Society. 

Gean  S.  Atkinson,  Blytheville 
John  W.  Brown,  Pocahontas 
C.  A.  Campbell,  Mena 
P.  L.  Evans,  Marshall 
R.  H.  Evans,  Chatfield 
George  B.  Fletcher,  Hot  Springs 
Cad  A.  Henry,  State  Sanatorium 
Homer  A.  Higgins,  Little  Rock 
1.  H.  Jewell,  Paris 


John  .McCollough  Smith  was  master  of  ceremonies 
for  the  Monday  night  buffet  and  party.  April 
17th,  Grand  Ballroom,  Hotel  Marion. 
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James  W.  Leatherman,  Hot  Springs 
Francis  A.  Lee,  Vandervoort 
John  P.  McAlister,  Camden 

G.  F.  Mobley,  Morrilton 
George  E.  Mullins,  Emerson 
John  F.  Rowland,  Hot  Springs 
M.  A.  Shelton,  Wabbaseka 

J.  R.  Sloan,  Garner 
John  F.  Smith,  Paris 
O.  V.  Smith,  Jonesboro 

H.  O.  Walkers,  Newport 
0.  S.  Woods,  Salem 

Homer  K.  Wright,  Hot  Springs 

The  Memorial  Address  was  given  by  Dr. 
Joe  Reid  of  Arkadelphia.  Mrs.  Paul  Gray 
of  Batesville  sang  “The  Lord’s  Prayer” 
by  Malotte.  Benediction  was  pronounced 
by  Reverend  Kenneth  Shamblin. 

SPECIALTY  SECTION  MEETINGS 
Tuesday,  April  18th,  1961 

There  was  no  general  session  on  Tuesday 
afternoon,  April  18th.  Specialty  meetings 
were  held  as  follows: 


The  Eye,  Ear,  Nose  and  Throat  Section  met  in 
the  Court  Room  of  the  Hotel  Marion,  beginning  at 
9:30  a.m.  Speakers  were:  Dr.  M.  E.  Blanton,  Dr. 
James  Miller,  Dr.  Merrill  Grayson,  Dr.  Jack 
Bailey,  Dr.  Houston  L.  Bell,  Dr.  H.  A.  Ted  Bailey, 
and  Dr.  Ronald  Bracken. 

The  Arkansas  Society  of  Internal  Medicine  met 
for  luncheon  and  a business  meeting  in  the  Con- 
tinental Room  of  the  Hotel  Marion.  Following  the 
luncheon,  there  was  an  open  scientific  session  with 
Dr.  H.  W.  Schmidt,  Dr.  Robert  A.  Abernathy  and 
Dr.  Kerrision  Juniper,  Jr.,  as  guest  lecturers. 

The  Section  on  Pediatrics  met  for  luncheon  and 
a scientific  program  in  the  Continental  Private 
Dining’  Room  of  the  Hotel  Marion.  Papers  were 
presented  by  Dr.  Margaret  H.  D.  Smith,  Dr.  W.  T. 
Kniker,  Dr.  Alice  G.  Beard,  and  Dr.  W.  T.  Dungan. 

The  Section  on  Urology  met  in  the  Esquire 
Room  of  the  Grady  Manning  Hotel  for  a lunch- 
eon, business  meeting,  and  scientific  session.  Dr. 
Eugene  F.  Poutasse  spoke  on  “The  Technique  of 
Aortography”  and  a Pyelogram  Session  was  mod- 
erated by  him. 

The  Arkansas  Academy  of  General  Practice  met 
in  the  Banquet  Hall  of  the  Marion  Hotel  for  a 
luncheon  and  scientific  session.  Dr.  Alex  J.  Steig- 
man  was  guest  speaker. 

The  Section  on  Radiology  met  in  the  Rendezvous 
Room  of  the  Hotel  Marion.  Dr.  J.  E.  Miller  dis- 
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cussed  “Recent  Advances  in  Angiology’’  and  a 
film-reading  session  was  moderated  by  Dr.  How- 
ard Barnhard. 

The  Little  Rock  Academy  of  Surgery  met  at  the 
Top  of  the  Rock  Club  in  the  Tower  Building  for  a 
luncheon  and  program.  Dr.  0.  H.  Beahrs  presented 
a scientific  paper. 

The  Obstetrics  and  Gynecology  Section  met  in 
the  West  Room  of  the  Marion  Hotel  for  luncheon 
and  scientific  program  by  Dr.  Stewart  Fish. 

The  Anesthesiologists  met  for  a scientific  ses- 
sion in  the  East  Room  of  the  Marion  Hotel  at 
2:00  p.m.  with  Dr.  Carl  Wasmuth  as  guest 
speaker. 

TUESDAY  AFTERNOON 
April  18th,  1961 

From  2:00  to  4:00  p.m.  on  Tuesday 
afternoon,  April  18th,  members  and  guests 
toured  the  new  Research  Center  of  the 
University  of  Arkansas  Medical  Center. 
Demonstrations  were  included  as  a part  of 
the  tour. 

ANNUAL  BANQUET,  INSTALLATION 
AND  DANCE 

Tuesday  Evening,  April  18th 
7:00  p.m..  Ballroom,  Hotel  Marion 

Dr.  John  William  Smith,  President  of 
the  Pulaski  County  Society,  served  as 
master  of  ceremonies  for  the  annual  ban- 
quet and  president’s  installation.  A three- 


piece  combination  furnished  music  during 
the  meal. 

Dr.  Gordon  Oates  presented  the  golf 
prizes.  Dr.  H.  L.  Wineland  of  Pine  Bluff 
won  the  silver  cup  for  low  handicap;  Dr. 
E.  H.  Wilkes  won  low  net  and  low  gross 
went  to  Wallis  Ross. 

After  being  introduced  by  Dr.  Smith,  Dr. 
J.  J.  Monfort,  president,  presented  a check 


Dr.  O.  H.  Beahrs  (center)  of  the  Mayo  Clinic, 
Rochester,  Minnesota,  a speaker  on  the  scientific 
program,  is  assisted  in  his  entertaining  magical 
act  at  the  Monday  night  party  in  the  Grand  Ball- 
room of  the  Hotel  Marion. 


The  Fifty  Year  Club  Breakfast  Tuesday  morning,  April  18th,  attended  by  several  past  presidents  and 
guests,  was  addressed  by  Mr.  Hamilton  Moses. 
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from  the  American  Medical  Education 
Foundation  to  Mr.  Storm  Whaley,  Vice 
President  for  Health  Sciences,  University 
of  Arkansas  Medical  School,  in  the  amount 
of  $7,852.67. 

Several  numbers  were  sung  by  the  “Ac- 


cidentals”, a quartet  from  the  Greater 
Little  Rock  area. 

Dr.  J.  J.  Monfort  introduced  all  past 
presidents  present  and  administered  the 
oath  of  office  as  president  to  Dr.  William 
A.  Snodgrass  of  Little  Rock.  Dr.  Snod- 


PRESIDENT’S  BANQUET,  TUESDAY,  APRIL  18th,  GRAND  BALLROOM 

HOTEL  MARION 


With  Pulaski  County  President  John  William  Smith  presiding,  the  officers  of  the  Arkansas  Medical  So- 
ciety and  distinguished  guests  were  seated  at  the  head  tables. 


Incoming  President  William  A.  Snodgrass,  Jr.,  is  congratulated  by  President  Monfort  upon  being 
sworn  into  office.  President’s  Banquet,  Tuesday,  April  18th,  Grand  Ballroom,  Hotel  Marion. 
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grass  presented  a plaque  of  appreciation 
from  the  Medical  Society  to  Dr.  Monfort 
for  his  services  to  the  Medical  Profession 
and  the  people  of  Arkansas. 

The  “Accidentals”  again  entertained 
with  several  excellent  vocal  numbers. 

The  President’s  dance  began  at  9:00  p.m. 
and  continued  until  1 :00  a.m. 

PAST  PRESIDENT’S  BREAKFAST 

The  Past  Presidents  of  the  Arkansas 
Medical  Society  met  for  breakfast  at  7 :30 
a.m.  on  Wednesday,  April  19th,  in  the  Ren- 
dezvous Room  of  the  Hotel  Marion. 

FINAL  MEETING, 

HOUSE  OF  DELEGATES 

10:00  a.m,  Wednesday,  April  19th,  1961 
Lecture  Hall,  Robinson  Auditorium 

Speaker  Hyatt  called  the  House  of  Dele- 
gates to  order  at  10:00  a.m.  on  Wednesday, 


April  19th,  in  the  Lecture  Hall  of  the 
Robinson  Auditorium.  He  requested  Dr.  C. 
R.  Ellis  of  Malvern  to  give  the  invocation. 

Secretary  Shuffield  called  the  roll  of 
delegates.  The  following  delegates  and 
members  seated  as  delegates  by  action  of 
the  House  were  present: 

ASHLEY,  E.  C.  Gresham;  BAXTER,  Ben  N. 
Saltzman;  BENTON,  E.  C.  McCollum;  BOONE, 
Jean  C.  Gladden;  BRADLEY,  George  F.  Wynne; 
CHICOT,  H.  W.  Thomas;  CLARK,  J.  W.  Kennedy; 
COLUMBIA,  Paul  Sizemore,  CRAIGHEAD- 
POINSETT,  M.  E.  Blanton,  Charles  G.  Swingle; 
CROSS,  Vance  J.  Crain;  DREW,  J.  P.  Price; 
FRANKLIN,  Wm.  C.  Hensley;  GARLAND,  Lon 
Reed,  Ralph  Patterson,  Euclid  Smith;  GRANT, 
Miles  F.  Kelly;  GREENE-CLAY,  A.  E.  Andrews; 
HOT  SPRING,  C.  Randolph  Ellis;  INDEPEND- 
ENCE, Paul  Gray;  JEFFERSON,  Charles  Reid, 
Louis  Hundley,  JOHNSON,  James  M.  Kolb,  Sr.; 
LAWRENCE,  Wayne  B.  Glenn;  MILLER,  Karl- 
ton  Kemp;  MISSISSIPPI,  Eldon  Fairley;  NE- 
VADA, Charles  A.  Hesterly;  OUACHITA,  L.  E. 
Drewery;  POLK,  Calvin  Austin;  PULASKI,  Ed- 
win F.  Gray,  James  L.  Smith,  Edgar  Easley, 
James  Headstream,  Guy  Farris,  Jerome  Levy, 


PAST  PRESIDENT’S  BREAKFAST 


The  Past  Presidents’  Breakfast  was  held  on  Wednesday,  April  19th.  Front  row,  left  to  right:  H.  Fay 
H.  Jones,  W.  R.  Brooksher,  W.  H.  Mock,  O.  J.  T.  Johnston,  R.  C.  Dickinson;  Back  row,  left  to  right, 
Janies  M.  Kolb,  Joe  Shuffield,  J.  J.  Monfort,  Fount  Ricahrdson,  and  Louis  Hundley. 
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John  Hundley,  Gordon  Oates,  Joe  Norton,  Tom 
Johnston,  T.  D.  Brown;  SEBASTIAN,  Art  B. 
Martin;  UNION,  C.  E.  Tommey,  Frank  J.  Thi- 
bault;  WASHINGTON,  Fount  Richardson,  Stan- 
ley Applegate,  WOODRUFF,  Fred  C.  Inman; 
COUNCILORS  Hugh  R.  Edwards,  J.  L.  Dedman, 
George  C.  Burton,  John  Wood,  H.  King  Wade,  Jr., 
Bill  D.  Stewart,  Ross  Fowler,  C.  C.  Long,  and  L. 
A.  Whittaker;  PAST  PRESIDENTS,  0.  J.  T. 
Johnston,  J.  J.  Monfort,  H.  Fay  H.  Jones,  Presi- 
dent Wm.  A.  Snodgrass,  Speaker  C.  Lewis  Hyatt, 
and  Vice  Speaker  J.  P.  Price. 

Eldon  Fairley,  chairman  of  the  Creden- 
tials Committee,  reported  that  a quorum 
was  present. 

Louis  K.  Hundley,  chairman  of  the 
Nominating  Committee,  presented  the  fol- 
lowing report: 

The  Nominating  Committee  submits  the  follow- 
ing proposes  slate  of  officers: 

FOR  PRESIDENT-ELECT: 

H.  King  Wade,  Jr.,  Hot  Springs 
W.  R.  Brooksher,  Fort  Smith 

FIRST  VICE  PRESIDENT: 

M.  E.  Blanton,  Jonesboro 

SECOND  VICE  PRESIDENT: 

Charles  W.  Reid,  Pine  Bluff 

THIRD  VICE  PRESIDENT: 

L.  E.  Drewrey,  Camden 

TREASURER: 

Ben  N.  Saltzman,  Mountain  Home 


President  J.  J.  Monfort  presents  A.M.E.F.  check 
for  $7,852.67  to  Mr.  Storm  Whaley,  Vice  Presi- 
dent for  Health  Sciences,  University  of  Arkansas 
Medical  Center.  President’s  Banquet,  April  18th, 
Grand  Ballroom,  Hotel  Marion. 


SECRETARY: 

H.  Elvin  Shuffield,  Little  Rock 

SPEAKER  OF  THE  HOUSE  OF  DELEGATES: 
C.  Lewis  Hyatt,  Monticello 

VICE  SPEAKER  OF  THE  HOUSE  OF 
DELEGATES: 

J.  P.  Price,  Jr.,  Monticello 

COUNCILORS— 

First  District:  Eldon  Fairley,  Osceola 
Second  District:  Paul  Gray,  Batesville 
Third  District:  Fred  B.  Stone,  Stuttgart 
Fourth  Dsitrict:  T.  E.  Townsend,  Pine  Bluff 
Fifth  District:  George  C.  Burton,  El  Dorado 
Sixth  District:  Karlton  Kemp,  Texarkana 
Seventh  District:  J.  W.  Kennedy,  Arkadelphia 
Eighth  District:  Bill  Dave  Stewart,  Little  Rock 
Ninth  District:  Stanley  Applegate,  Springdale 
Tenth  District:  C.  C.  Long,  Ozark 

DELEGATE  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION: 

Fount  Richardson,  Fayetteville 

ALTERNATE  DELEGATE  TO  THE  AMERI- 
CAN MEDICAL  ASSOCIATION: 

J.  W.  Kennedy,  Arkadelphia 

COUNCILOR  FROM  SEVENTH  DISTRICT: 
(vacancy  created  by  nomination  of  Dr.  Wade  as 
president-elect ) 

Martin  Eisele,  Hot  Springs 

Upon  the  motion  of  Hundley  and  Ellis, 
the  report  was  adopted  as  read.  Speaker 
Hyatt  announced  that  Dr.  W.  R.  Brooksher 
had  requested  his  name  be  withdrawn  from 
the  slate  as  a nominee  for  president-elect. 
The  Speaker  then  called  for  nominations 
from  the  floor.  Upon  motion  of  Monfort 
and  Kolb,  all  officers  were  elected  by  ac- 
clamation. 

Speaker  Hyatt  then  requested  that  the 
new  president-elect.  Dr.  H.  King  Wade,  Jr., 
be  escorted  to  the  platform.  Dr.  Wade 
briefly  thanked  the  House  of  Delegates  for 
selecting  him  for  the  office. 

Speaker  Hyatt  called  for  reports  from 
the  reference  committees.  The  reports 
were  presented  as  follows: 

REPORT  OF  REFERENCE  COMMITTEE 
NUMBER  ONE 

H.  W.  Thomas,  Chairman 

Reference  Committee  Number  One  met 
in  the  Rendezvous  Room  of  Hotel  Marion, 
Monday,  April  17th,  at  1 p.m.  and  took 
the  following  action: 

1.  Recommended  approval  of  the  Report  of  the 
Cancer  Control  Committee  as  published. 

2.  Recommended  approval  of  the  Report  of  the 
Committee  on  Public  Health  as  published. 
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3.  Recommended  approval  of  the  Committee  on 
Rural  Health  as  published. 

4.  Recommended  approval  of  the  Report  of  the 
Sub-Committee  on  Industrial  Health  as  sub- 
mitted and  as  supplemented  in  the  House  of 
Delegates  on  April  16th. 

5.  Recommended  approval  of  the  Report  of  the 
Sub-Committee  on  Tuberculosis  as  published. 

6.  Recommended  approval  of  the  Report  of  the 
Sub -Committee  on  Liaison  with  the  State 
Board  of  Health  as  published. 

7.  Recommended  approval  of  the  Polio  Advisory 
Sub-Committee  as  published. 

8.  Recommended  approval  of  the  Report  of  the 
Committee  on  Medical  Education  as  published. 

9.  Recommended  approval  of  the  Report  of  the 
Sub-Committee  on  Post-Graduate  Education 
as  published. 

10.  The  Report  of  the  Sub-Committee  on  A.M.E.F. 
was  considered  especially  as  it  pertained  to 
the  recommendation  that  the  Sub-Committee 
on  A.M.E.F.  be  composed  of  the  physician 
members  of  the  board  of  M.E.F.A.  It  is  rec- 
ommended that  this  be  adopted. 

11.  Recommended  approval  of  the  Committee  on 
Hospitals  as  published. 

12.  Recommended  approval  of  the  Report  of  the 
Sub-Committee  on  Liaison  with  Blue  Cross- 
Blue  Shield  as  published. 

13.  Recommended  approval  of  the  Report  of  the 
Committee  on  Public  Relations  as  published. 

14.  Recommended  approval  of  the  Report  of  the 
Sub-Committee  on  State  Health  and  Medical 
Resources  for  Civil  Defense  and  commends 
this  committee  and  its  chairman  for  its  excel- 
lent appraisal  of  its  problems. 

15.  Recommended  approval  of  the  Report  of  the 
Sub-Committee  on  V.A.  Affairs. 

16.  Recommended  approval  of  the  Report  of  the 
Committee  on  Insurance.  The  reference  com- 
mittee feels  that  Dr.  L.  E.  Drewrey  deserves 
special  commendation  in  appreciation  of  his 
outstanding  performance  on  this  committee 
during  the  past  three  years. 

17.  Recommended  approval  of  the  Report  of  the 
State  Medical  Board  as  published. 

18.  Recommended  approval  of  the  Report  of  the 
State  Board  of  Health  as  published. 

19.  The  Report  of  the  Sub-Committee  on  Mental 
Health  as  read  before  the  House  of  Delegates 
on  April  16,  1961  was  considered  in  detail. 
This  committee  should  be  commended  for  the 
study  devoted  to  the  problems  of  Mental 
Health  in  Arkansas.  Inasmuch  as  the  rec- 
ommendations of  this  committee  may  involve 
several  other  agencies  including  The  Chil- 
dren’s Colony,  State  Welfare  Department, 
The  Vocational  Rehabilitation  Program,  Cor- 
rectional Institutions,  The  State  Health  De- 
partment, and  possibly  other  related  agencies, 
it  is  recommended  that  final  action  on  this 
report  be  deferred  until  such  time  as  consul- 
tation with  these  affected  agencies  can  be 
obtained. 


Upon  motion  of  Thomas  and  Kolb,  the 
House  adopted  the  Report  of  Reference 
Committee  Number  One. 

REPORT  OF  REFERENCE  COMMITTEE 
NUMBER  TWO 

Louis  K.  Hundley,  Chairman 

Reference  Committee  Number  Ttvo  met 
April  17th  in  the  Hotel  Marion  and  consid- 
ered the  following  committee  reports: 

1.  Report  of  the  Committee  on  Arrangements 
for  the  Annual  Session.  Approve  the  report 
and  commend  the  committee  on  the  excellent 
program.  Suggest  that  the  Executive  Secre- 
tary of  the  Society  be  instructed  to  call  to  the 
attention  of  all  specialty  sections  chairmen 
the  paragraph  relating  to  selection  of  speak- 
ers at  the  Annual  Session  for  the  next  meet- 
ing of  the  Society. 

2.  Report  of  the  Constitutional  Revisions  Com- 
mittee. Approve  the  report  of  this  committee 
as  amended  and  recommend  no  actions  be 
taken  on  the  amendment  to  Section  2,  Article 
IV,  as  proposed. 

3.  Report  of  the  Budget  Committee. 

Approve  as  amended. 

4.  Report  of  the  Committee  on  the  Senior  Medi- 
cal Day.  Approve  the  report.  Its  retiring 
chairman.  Dr.  W.  R.  Brooksher,  is  commended 
for  the  excellent  way  in  which  this  program 
has  been  carried  out. 

5.  Report  of  the  Traffic  Safety  Committee.  Is 
approved. 

6.  Report  of  the  Special  Committee  on  the  Medi- 
cal Center.  Is  approved  and  it  is  recom- 
mended that  this  committee  be  disbanded. 

7.  Report  of  the  Sub-Committee  on  Physical  Fit- 
ness and  School  Health.  This  report  is  ap- 
proved and  it  is  recommended  that  a member 
of  the  committee  be  sent  to  the  A.M.A.  bien- 
nial conference  of  schools  and  physicians  at 
the  expense  of  the  Society. 

8.  Report  of  the  Committee  on  Liaison  with  the 
State  Welfare  Department  is  approved  and 
the  committee  is  cominended  for  the  excel- 
lent work. 

9.  Report  of  the  Arkansas  State  Advisory  Com- 
mittee to  the  Selective  Service  System  is  ap- 
proved. 

10.  Reports  of  the  various  councilor  district  pro- 
fessional relations  committees  are  approved 
and  the  members  are  commended  for  their 
excellent  work. 

11.  Report  of  the  Council  as  amended  is  approved 
but  attention  of  the  Council  is  directed  to 
Section  5,  Chapter  VII  of  the  By-Laws  of  the 
Arkansas  Medical  Society,  which  calls  for  a 
report  to  the  House  of  Delegates  annually  on 
the  cost  of  publications  and  on  the  amount  of 
property  belonging  to  the  Society  and  under 
its  control.  It  is  apparent  that  this  has  not 
been  complied  with  and  it  is  suggested  that 
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the  necessary  figures,  in  mimeographed  form, 
be  supplied  to  the  House  of  Delegates  at  its 
first  meeting  of  the  next  Annual  Session,  in 
order  to  comply  with  the  above-mentioned 
section. 

12.  The  Executive  Secretary’s  Report  is  approved 
and  the  Executive  Secretary  and  his  staff  are 
commended  for  the  excellent  way  in  which 
they  have  carried  out  their  duties  during  the 
past  year. 

13.  Report  of  the  Legislative  Committee  is  ap- 
proved and  the  attention  of  all  members  is 
directed  to  their  plea  for  cooperation  of  in- 
dividual members  of  the  Society  in  order  that 
a united  stand  may  be  presented  on  all  mat- 
ters relating  to  legislation. 

14.  The  resolution  presented  by  the  Section  on 
Ophthalmology  is  approved  and  it  is  recom- 
mended that  it  be  passed. 

Upon  the  motion  of  Hundley  and  Mon- 
fort, the  House  adopted  the  report  of  Ref- 
erence Committee  Number  Two. 

Hundley  urged  that  members  of  the 
House  of  Delegates  and  other  members  of 
the  Society  participate  fully  and  freely  in 
the  program  of  reference  committee  hear- 
ings for  discussion  of  reports. 

Chairman  Joe  Verser  read  the  following 
Supplemental  Report  of  the  Council: 


REPORT  OF  THE  COUNCIL 
Joe  Verser,  Chairman 

The  Council  met  on  Sunday,  April  16th, 
and  transacted  the  following  business: 

1.  Received  requests  by  the  Arkansas  Society  of 
Anesthesiologists  for  a $5  unit  value  on  all 
government  medical  care  programs  and  voted 
to  suggest  to  the  anesthesiologists  that  a re- 
view of  the  relative  value  schedule  be  made 
with  a view  to  changing  the  unit  value  of  the 
procedures  rather  than  altering  conversion 
factors  pi-eviously  approved. 

2.  Approved  the  modified  Pathology  Relative 
Value  Schedule  submitted  by  the  Arkansas 
Society  of  Pathologists. 

3.  Renominated  Dr.  T.  L.  Adair  and  Dr.  J.  P. 
Williams  to  succeed  themselves  on  the  Arkan- 
sas State  Arbitration  Commission. 

4.  Nominated  Dr.  Frank  Kumpuris  and  Dr.  Ben 
N.  Saltsman  for  the  vacancy  occurring  on  the 
State  Cancer  Commission. 

5.  Nominated  Dr.  A.  S.  Koenig  to  succeed  him- 
self on  the  Board  of  Trustees  of  Blue  Cross- 
Blue  Shield. 

6.  Approved  life  and  affiliate  dues -exempt 
status  for  the  following: 


RESIDENCY  TRAINING 


L.  K.  Williams 
Chester  W.  Peoples 
J.  W.  Hollis 
Charles  Winn 


James  S.  Priddy 
Edith  Irby  Jones 
J.  Harry  Hayes,  Jr, 
R.  L.  Daniels 


RETIREMENT 


George  B.  Alcott 
Paul  Jeffrey 
Howell  W.  Brewer 
Joseph  DeLaney 
Allan  A.  Gilbert 
Jesse  Stevenson 
H.  A.  Murphy 
Edward  Kultgen 
W.  H.  Bruce 
W.  M.  McRae 


Hamilton  K.  Carrington 

Arthur  V.  Adams 

B.  C.  Middleton 

W.  A.  Fowler 

Frank  N.  Gordon 

H.  C.  Dorsey 

J.  D.  Riley 

John  P.  Ferguson 

Shelby  Atkinson 

H.  N.  Miller 


MILITARY  SERVICE 
James  R.  Dickson  Victor  Ferrari 

Morriss  Henry  Wood  C.  Hiatt 

DISABILITY 

Calvin  A.  Churchill  Virgil  L.  Payne 

Herman  L.  Brown  S.  T.  W.  Cull 

Bryce  Cummins  James  D.  Hayes 

Ralph  A.  Law 

LIFE  MEMBERSHIP 
George  L.  Hardgrave  Harold  Phipps 
L.  D.  Reagan 

7.  Referred  a request  from  the  Arkansas  Alumni 
Association  for  a donation  of  funds  for  stu- 
dent loans  to  the  Medical  Education  Commit- 
tee for  study  and  recommendation. 

8.  Appointed  Dr.  John  Walter  Jones  to  the  Pro- 
fessional Relations  Committee  for  the  Sixth 
Councilor  District,  succeeding  Dr.  R.  R.  Kirk- 
patrick, resigned. 

9.  Received  an  expression  of  appreciation  from 
the  Arkansas  State  Medical  Assistants  So- 
ciety for  Medical  Society  help  in  establishing 
a formal  program  of  education  for  the  as- 
sistants. 

10.  Appointed  Dr.  Robert  Jones,  Dr.  L.  A.  Whit- 
taker, and  Dr.  Lewis  Hyatt  a committee  on 
resolutions. 

11.  Voted  to  recommend  to  the  House  of  Dele- 
gates that  the  Executive  Committee  be  in- 
structed to  work  with  the  Blue  Cross-Blue 
Shield  Board  to  investigate  fiscal  affairs  and 
operations  of  the  Arkansas  Blue  Cross-Blue 
Shield  and  report  back  to  the  Council  within 
six  months. 

12.  Approved  a request  by  Dr.  Drewrey  that  a 
representative  of  an  investment  plan  be  al- 
lowed to  speak  to  the  House  of  Delegates. 

13.  Heard  a report  by  Dr.  Monfort  and  Dr.  Elvin 
Shuffield  on  the  status  of  the  Kerr -Mills 
Medical -Care -for -the -Aged  Program  in  Ar- 
kansas. 

The  Council  met  on  Monday,  April  17th, 
and : 

1.  Heard  Dr.  R.  B.  Robbins  discuss  tentative 
A.M.A.  plans  to  form  an  American  Medical 
Political  Action  Committee; 

2.  Heard  Dr.  Easley  report  that  the  Ouachita 
County  Medical  Society  had  agreed  to  par- 
ticipate in  a pilot  survey  on  the  number  of 
older  people  needing  nursing  care; 

3.  Heard  attorney,  Mr.  Eugene  Warren,  explain 
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the  operation  of  the  new  Medical  Corporation 
Act. 

The  Council  met  on  Tuesday,  April  18th, 
and : 

1.  Voted  to  donate  $50  to  the  Arkansas  Council 
on  Children  and  Youth; 

2.  Voted  to  present  the  annual  audit  report  to 
the  House  of  Delegates  in  complete  detail  by 
projector,  with  copies  available  for  individual 
members  requesting;  them. 

The  Council  met  on  Wednesday,  April 
19th,  and: 

1.  Voted  to  require  county  societies  to  submit 
copies  of  their  constitutions  and  by-laws  to 
the  State  Society  Headquarters  within  six 
months. 

2.  Directed  the  Executive  Secretary  to  accept 
for  state  membership  anyone  reported  to  the 
State  Society  Headquarters  Office  as  being  a 
bona-fide  member  of  the  county  medical  so- 
ciety as  of  December  31,  1960. 

Upon  the  motion  of  Verser  and  Kolb,  the 
House  adopted  the  Supplementary  Report 
of  the  Council. 

The  Society  attorney,  Mr.  Eugene  War- 
ren, spoke  briefly  explaining  the  Council’s 
action. 

Upon  motion  of  Thomas  and  Fairley,  the 
Executive  Secretary  was  directed  to  work 
with  Mr.  Warren  in  forming  a model  con- 
stitution and  by-laws  to  be  distributed  to 
the  county  medical  societies. 

Verser  then  stated  that  the  report  of  the 
annual  audit  of  the  Society’s  records  would 
be  presented.  Upon  motion  of  Hundley  and 
Fowler,  the  House  went  into  Executive 
Session  and  Speaker  Hyatt  requested  all 
guests  to  leave  the  room. 

During  the  discussion  regarding  the 
presentation  of  the  audit  report,  the  House 
of  Delegates  expressed  its  confidence  in 
the  Council’s  handling  of  the  Society’s  fi- 
nances. It  was  pointed  out  that  the  Coun- 
cil was  required  to  submit  only  a summari- 
zation of  the  Society’s  activities  to  the 
House  of  Delegates. 

Upon  the  motion  of  Oates  and  Verser, 
the  House  voted: 

1.  To  accept  the  1960  Audit  Report  as  approved 
by  the  Council; 

2.  To  designate  the  Council  as  the  authority  to 
summarize  the  audit  report  to  be  presented 
to  the  House  of  Delegates; 

3.  To  request  that  at  the  next  annual  session  the 
House  be  furnished  with  mimeographed  copies 
of  the  summary  of  the  Society’s  financial  re- 
port; 


4.  That,  in  the  future,  mimeographed  copies  of 
the  complete  audit  report,  consecutively  num- 
bered, be  made  available  to  members  of  the 
House  who  wanted  them.  The  members  are 
to  sign  for  the  copies  received  and  may  keep 
them  as  long  as  desired. 

Upon  motion  of  Saltzman  and  Kolb,  the 
House  voted  to  end  the  Executive  Session 
and  invited  guests  to  return  to  the  meet- 
ing room. 

Speaker  Hyatt  called  reports  from  com- 
mittees. L.  A.  Whittaker,  chairman  of  the 
Resolutions  Committee,  presented  resolu- 
tions expressing  thanks  to  the  officials  of 
the  City  of  Little  Rock,  the  News  Media, 
the  Committee  on  Arrangements,  the 
Marion  Hotel,  The  Woman’s  Auxiliary,  the 
Ministerial  Alliance,  The  Robinson  Audi- 
torium, the  Commercial  and  Scientific  Ex- 
hibitors, Arkansas  Heart  Association,  Ar- 
kansas Tuberculosis  Association,  the  Uni- 
versity of  Arkansas  Medical  Center,  and 
the  Chamber  of  Commerce.  Upon  the  mo- 
tion of  Whittaker  and  Applegate,  the  reso- 
lutions were  unanimously  adopted  as  pre- 
sented. 

Speaker  Hyatt  called  for  new  business. 
Ouachita  County  Delegates,  L.  E.  Drewrey, 
requested  approval  to  present  a proposed 
constitutional  amendment  establishing  a 
committe  on  medical  economics.  Kemp 
moved  that  the  House  allow  Dr.  Drewrey 
to  present  the  proposal,  second  by  Burton. 
Motion  rejected.  Dr.  Drewrey  was  in- 
structed to  present  the  proposal  to  the  Con- 
stitutional Revisons  Committee. 

Dr.  Hyatt  reported  that  Dr.  Hugh  R.  Ed- 
wards had  been  selected  by  members  from 
the  Second  Congressional  District  to  suc- 
ceed himself  as  a member  of  the  State 
Medical  Board.  Upon  the  motion  of  Verser 
and  Thomas,  the  nomination  was  approved 
by  the  House. 

Speaker  Hyatt  requested  motion  and  dis- 
cussion regarding  meeting  place  for  the 
1963  Annual  Session.  Bill  Dave  Stewart, 
speaking  for  the  Pulaski  County  Delega- 
tion, invited  the  Society  to  Little  Rock  for 
the  1963  meeting.  Upon  motion  of  Verser 
and  Monfort,  the  House  unanimously  ac- 
cepted the  invitation. 

Dr.  Hyatt  called  the  attention  of  the 
House  of  Delegates  to  the  diligent  and  ef- 
fective work  of  the  Society  Secretary  and 
Legislative  Committee  Chairman,  Dr.  El- 
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vin  Shuffield,  and  the  Society’s  legal  coun- 
sel, Mr.  Eugene  Warren.  He  also  stated 
that  the  efficient  work  of  the  Executive 
Secretary,  Mr.  Schaefer,  and  his  assistant, 
Miss  Richmond,  should  be  recognized. 

The  House  adjourned  at  12:00  noon. 

REGISTRATION 
85th  ANNUAL  SESSION 
ARKANSAS  MEDICAL  SOCIETY 


Physicians  439 

Auxiliary  members  68 

Medical  Students  77 

Medical  and  X-ray  technicians  42 
Medical  Assistants  22 

Commercial  Exhibitors  131 

Scientific  Exhibitors  32 

News  media  6 

Other  guests  63 


Total  880 


ANNUAL  REPORT  OF  THE 
SUB  COMMITTEE  ON 
MENTAL  HEALTH 

Hayden  H,  Donahue,  Chairman 

During  the  past  fiscal  year,  your  Mental 
Health  Sub-Committee  has  met  officially 
one  time.  However,  the  members  of  this 
Sub-Committee  have  met  informally  and 
by  telephone  from  time  to  time  during  this 
period. 

Your  Sub-Committee,  following  the 
example  of  the  mental  health  chairmen  of 
state  medical  societies  who  met  in  Chi- 
cago in  January,  1961,  has  given  consider- 
able thought  to  the  problems  presented  by 
the  ever-increasing  number  of  mentally  ill 
in  this  state  and  the  nation.  It  has  become 
obvious  to  all  committee  members  that  it 
would  be  impossible  to  care  for  and  treat 
all  of  the  mental  illness  in  Arkansas  in  the 
State  Hospital  and  the  few  psychiatric 
wards  now  available  in  general  hospital 
units. 

From  studies  made  in  other  states,  it 
has  become  apparent  that  psychiatric 
wards  will  become  available  in  community 
general  hospitals  only  when  psychiatrists 
become  available  to  serve  these  areas. 

At  the  present  time,  residency  training 
in  psychiatry  is  going  forward  at  the  state 
hospital,  the  University  of  Arkansas 
School  of  Medicine,  and  the  Veterans  Ad- 


ministration Hospital  in  North  Little  Rock. 
It  is  the  purpose  of  these  residencies  to 
not  only  train  personnel  to  meet  the  needs 
of  these  particular  institutions  but  also 
furnish  psychiatrists  into  the  private  prac- 
tice of  the  specialty.  Obviously,  even 
though  we  are  able  to  train  an  adequate 
number  of  psychiatrists  and  these  psychia- 
trists enter  into  practice  in  the  smaller 
communities  of  this  state,  there  will  still 
be  a need  for  some  type  of  program  to  care 
for  those  who  are  unable  to  avail  them- 
selves of  the  services  of  such  private  prac- 
ticing specialists. 

If  Arkansas  is  to  meet  this  latter  need, 
it  must  not  only  further  develop  its  present 
state  hospital  facilities,  but  expand  psy- 
chiatric diagnosis,  treatment  and  rehabili- 
tation out  into  the  state  as  a whole. 

If  Arkansas  is  to  keep  abreast  of  its 
sister  states,  it  must  establish  day- 
hospitals,  clinics,  and  such  other  facilities 
as  may  be  necessary  to  meet  the  mental 
health  needs  of  its  people. 

If  Arkansas  is  to  develop  and  maintain 
an  efficient  and  effective  mental  health 
program,  which  will  adequately  meet  the 
diagnostic,  treatment  and  rehabilitation 
needs  of  its  people,  at  a price  that  it  can 
afford:  it  must  consider  the  establishment 
of  a single  department  of  mental  health. 

In  view  of  the  foregoing,  it  is  the  rec- 
ommendation of  this  committtee  that  the 
Arkansas  Medical  Society  go  on  record  as 
recommending : 

1.  The  establishment  of  a State  Depart- 
ment of  Mental  Health. 

2.  That  the  head  of  any  such  department 
be  a properly  qualified  physician  who 
has  received  adequate  training  in  psy- 
chiatry and  psychiatric  administration. 

3.  That  because  of  the  size  and  scope  of 
the  mental  health  problem  as  it  relates 
to  the  practice  of  medicine,  that  the 
present  sub -committee  be  given  full 
committee  status. 

4.  That  the  Mental  Health  Committee  as 
presently  constituted,  be  authorized  to 
draw  up  the  basic  plans  for  the  crea- 
tion and  operation  of  a Department  of 
Mental  Health  and  that  these  plans  be 
submitted  to  the  Council  of  the  Society 
no  later  than  its  annual  meeting  in 
1962. 

5.  That  if  these  plans  meet  with  the  ap- 
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proval  of  the  Council  of  the  Arkansas 
Medical  Society,  that  they  be  submitted 
as  an  official  recommendation  to  the 
Arkansas  State  Legislature. 

6.  That  the  Mental  Health  Committee  be 
given  authority  to  call  in  such  advisors 
and  consultant  as  they  deem  necessary 
to  insure  the  proper  development  of  a 
modern  and  effective  mental  health 
plan. 

The  foregoing  recommendations  comply 
with  the  general  tenor  of  the  discussions 
that  were  heard  on  this  subject  at  the 
Seventh  Annual  Conference  of  Mental 
Health  Representatives  of  State  Medical 
Associations. 

SUPPLEMENTARY  REPORT  OF  THE 
SUB  COMMITTEE  ON 
INDUSTRIAL  HEALTH 

C.  R.  Ellis,  Chairman 

Your  Committee  met  in  Little  Rock,  Ar- 
kansas, on  March  26,  1961,  extending  an 
invitation  to  the  new  Chairman  and  newly 
appointed  members.  We  recognize  that, 
although  our  state  is  not  as  industrialized 
as  some  others,  there  are  problems  in  this 
field  demanding  our  consideration.  We 
recommended  to  the  Council  and  received 
their  approval  to  represent  our  society  at 
two  meetings  this  spring: 

(1)  A Regional  Meeting  of  the  President’s 
Committee  on  Employment  of  the 
Physically  Handicapped  in  Hot 
Springs,  Arkansas,  on  April  13  and 
14,  1961,  and 

(2)  A Regional  Meeting  of  the  A.M.A. 
Council  on  Occupational  Health  in  St. 
Louis,  Missouri,  on  May  20,  1961. 

REPORT  OF  THE  PROFESSIONAL 
RELATIONS  COMMITTEE 

Thomas  M.  Durham,  Chairman 

The  activities  of  each  Councilor  District 
of  the  Professional  Relations  Committee 
has  been  published  in  the  March,  1961 
Journal  of  the  Arkansas  Medical  Society, 
pages  431-432. 

There  has  been  no  problem  requiring  ac- 
tion by  the  committee  as  a whole  during 
this  year. 

The  work  of  the  committee  in  each 


Councilor  District  has  been  satisfactory 
in  so  far  as  can  be  determined  and  no 
change  in  the  program  or  in  the  rules  gov- 
erning this  committee  are  suggested  at 
this  time. 

REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  LEGISLATION 

H.  Elvin  Shuffield,  Chairman 

In  spite  of  1960  being  a so  called  “off 
year’’,  your  legislative  committee  was  ex- 
tremely busy,  meeting  with  the  Legislative 
Council  and  the  Legislative  Budget  Com- 
mittee. The  press  releases  concerning 
these  meetings  dealt  in  personalities,  and 
unfortunately  did  not  cover  some  of  the 
highly  technical  and  informative  material 
pertaining  to  the  Medical  Center.  Never- 
theless, following  these  hearings  the  Medi- 
cal Center  has  been  able  to  work  out  some 
of  its  problems  with  the  Welfare  Depart- 
ment, and  thanks  to  Vice  President  Storm 
Whaley,  I believe  our  medical  center  is  in 
the  best  condition  it  has  been  in  for  a num- 
ber of  years. 

However,  it  must  be  recognized  that  this 
institution  is  still  in  great  need  of  addi- 
tional financing  in  order  that  the  hospital 
portion  can  open  up  more  beds  to  give  the 
students  teaching  material. 

The  student  per  bed  ratio  is  extremely 
low. 

In  addition  to  these  meetings,  your  com- 
mittee met  with  the  Welfare  Department 
on  several  occasions,  and  also  had  repre- 
sentation at  a meeting  concerning  the  Vo- 
cational Rehabilitation  Center  at  Hot 
Springs,  Arkansas. 

Then  came  the  legislative  session  in 
1961,  and  gentlemen  I have  never  seen 
anything  quite  like  this  session.  As  you  all 
know,  the  teachers  retirement  and  truck 
tonnage  bills  took  up  the  biggest  portion 
of  four  weeks,  and  this  created  one  of  the 
worst  log-jams  that  has  existed  for  a num- 
ber of  years.  Unfortunately,  due  to  this 
log-jamming,  we  were  unsuccessful  in  get- 
ting House  Bill  483,  a drug  registration 
bill,  called  up  for  a vote.  Also,  for  some 
reason,  the  members  of  our  profession,  did 
not  act  on  the  request  that  we  sent  you, 
asking  you  to  have  your  representatives 
diligently  support  this  bill.  For  the  first 
time,  I had  a number  of  representatives  to 
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ask  what  had  happened  to  the  doctors  in 
their  respective  counties,  and  how  did  they 
feel  about  this  bill,  as  the  representative 
had  not  heard  from  any  doctor  in  his 
county.  Also,  it  will  be  recalled  that  this 
bill  was  discussed  at  length  by  Attorney 
Gene  Warren,  at  the  special  meeting  of  the 
House  of  Delegates  in  December  of  1960, 
and  it  was  with  the  approval  of  this  House 
of  Delegates  that  we  proceeded  to  try  to 
bring  this  bill  into  law.  Much  to  our  dis- 
appointment, in  spite  of  this  information 
to  the  doctors,  the  doctors  in  one  county 
came  out  against  this  bill. 

Gentlemen,  please  let  me  request  that  in 
the  event  you  do  not  understand  any  let- 
ters or  requests  concerning  legislation  that 
you  receive,  please  contact  the  officers  of 
this  society,  or  your  legislative  committee, 
immediately  so  that  we  will  all  be  working 
together,  and  not  against  each  other.  It  is 
only  through  the  utmost  cooperation,  and 
all  out  effort,  are  we  able  to  get  bills 
through  the  legislature. 

We  learned  a lot  during  the  course  of 
the  time  that  this  bill  was  pending  in  the 
House,  and  we  certainly  must  be  on  the 
right  track,  because  we  have  never  seen 
so  many  out-of-state  proprietary  drug 
houses  come  in  to  fight  this  bill.  In  order 
to  keep  the  record  clear,  please  remember 
that  this  bill  will  not  affect  the  individual 
druggist,  or  require  him  to  register  any 
products,  but  it  would  require  the  manu- 
facturer to  register  the  product.  Also,  the 
individual  Raleigh  salesman,  and  Watkins 
product  salesman,  would  not  have  to  regis- 
ter drugs,  but  their  manufacturer  would 
have  to.  These  people  mis-led  a number  of 
the  legislators  into  believing  that  this  bill 
would  have  discriminated  against  them  in- 
dividually, but  I assure  you  it  would  not 
have  caused  them  any  trouble  provided 
their  manufacturer  produced  good  drugs 
and  then  registered  these  drugs  with  the 
State  Health  Officer. 

This  drug  market  needs  to  be  cleaned 
up.  Unfortunately,  our  people  have  been 
spending  millions  of  dollars  on  products 
that  have  very  little  if  any  value,  and  I 
think  it  is  only  fair  that  our  profession 
insist  that  a manufacturer  give  a person 
his  money’s  worth  when  he  buys  a drug 
over  the  counter. 

Early  in  the  session.  House  Bill  69  by 


the  late  Rep.  Clay  Brazil  of  Morrilton, 
would  have  required  any  hospital,  physi- 
cian or  dentist  to  furnish  a certified  copy 
of  the  medical  or  dental  record  on  demand 
of  the  patient,  a.nd  as  you  know,  this  bill 
would  have  caused  considerable  unneces- 
sary work  in  the  preparation  of  records. 
Also,  there  are  instances  where  this  ma- 
terial should  not  be  made  public,  especially 
when  confidential  information  would  not 
have  any  relationship  whatsoever  to  the 
litigation  taking  place.  This  bill  did  not 
make  any  provision  for  exempting  that 
type  of  information.  Innocent  people 
would  have  been  hurt  unnecessarily  had 
this  bill  passed,  but  fortunately  after 
the  bill  was  discussed  thoroughly  with  the 
late  Representative  Brazil,  he  graciously 
withdrew  the  bill  from  consideration  on 
February  3,  1961.  Special  thanks  to  the 
doctors  of  Conway  County. 

It  was  at  one  of  these  discussions  that 
Mr.  Brazil  requested  that  I inform  you 
gentlemen  that  when  a patient  presents 
in  writing  his  authorization  the  doctor  is 
morally  and  legally  responsible  to  furnish 
a report  of  the  patient’s  condition.  He  also 
requested  that  I ask  you  gentlemen  who 
work  in  the  hospitals,  to  discuss  this  prob- 
lem with  your  record  room  personnel,  as 
there  have  been  a number  of  instances  re- 
ported where  an  attorney  could  not  get  a 
medical  report,  even  with  the  authorization 
of  the  patient,  without  resorting  to  a court 
order,  and  most  attorneys  do  not  like  to 
embarrass  the  doctor  and  the  hospital  with 
such  procedure. 

In  the  event  that  some  case  is  particu- 
larly difficult,  or  there  is  information 
which  you  do  not  think  should  be  made 
part  of  a public  record,  please  contact  the 
attorney  and  discuss  the  case  with  him, 
and  then  he  will  be  in  a position  to  help 
you  evaluate,  and  present,  a report  cover- 
ing only  the  needed  facts  and  leave  out  con- 
fidential, embarrassing  information  that 
would  have  no  relationship  to  the  litiga- 
tion being  discussed. 

House  Bill  325,  introduced  by  Repre- 
sentative J.  H.  Cockrill  of  Pulaski  County, 
is  the  so-called  Medical  Corporation  Act, 
and  this  must  not  be  confused  with  cor- 
porate practice  of  medicine.  This  Bill  was 
modeled  after  the  A.M.A.  approved  Bill, 
to  permit  the  doctors  to  form  corporations. 
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and  there  is  some  hope  that  this  Bill  may 
lead  to  encouraging  young  doctors  to  set 
up  gi’oup  practice,  in  areas  where  there 
are  not  sufficient  medical  facilities  at  this 
time.  This  bill  would  permit  them  some 
tax  breaks  in  the  setting  up  of  these  cor- 
porations. 

For  you  gentlemen  who  are  practicing 
in  group  practice,  I suggest  that  you  con- 
sult your  attorney  or  accountant,  in  order 
to  obtain  maximum  benefits  from  this  law, 
as  it  is  highly  technical,  and  it  will  take 
an  experienced  person  to  give  you  all  the 
benefits  of  this  law. 

This  bill  passed  the  House  without  a dis- 
senting vote.  There  was  only  one  vote 
against  it  in  the  Senate.  The  governor 
signed  the  bill  and  it  is  now  Act  No.  192. 

House  Bill  No.  364,  known  as  the  Mas- 
sage Therapy  Act,  was  also  introduced 
in  the  early  stage  of  the  legislature.  This 
Act,  in  its  original  form,  would  have  been 
in  great  conflict  with  the  Medical  Practice 
Act,  and  also  there  were  certain  phases  of 
therapy  in  this  Act  that  were  the  actual 
practice  of  medicine.  The  author  of  the  bill 
was  very  sympathetic  to  our  discussions 
with  him,  and  he  very  cooperatively  modi- 
fied this  Act  to  where  there  would  not  be 
any  conflict.  This  Act  passed  the  House  of 
Representatives,  but  was  defeated  in  the 
closing  days  of  the  Senate. 

House  Bill  290  provided  that  any  person 
has  the  right  to  direct  the  manner  in  which 
eyes,  or  parts  thereof,  shall  be  disposed  of 
after  death.  The  Act  forbids  remunera- 
tion, and  requires  that  the  donation  be  for 
the  purpose  of  advancing  medical  science, 
or  replacing  diseased  eyes,  and  others. 
Provision  is  made  for  a written  instrument 
by  which  the  donor  may  designate  the 
donee  who  may  in  turn  be  an  individual  or 
hospital  maintained  for  the  preservation 
of  human  eyes. 

There  are  other  great  legal  details 
spelled  out  in  the  bill,  adequately  protect- 
ing the  physician  and  the  hospital,  whether 
the  donor  executes  a written  agreement 
prior  to  his  death.  This  bill  passed  both 
Houses  without  any  difficulty,  and  was 
signed  into  law  by  Governor  Faubus,  and  is 
now  Act  90. 

We  cooperated  with  the  Health  Depart- 
ment in  helping  to  pass  four  of  five  so- 
called  narcotic  bills,  and  actually  all  these 


bills  do  is  to  tighten  up  loop-holes  in  exist- 
ing laws. 

House  Bill  403.  This  Bill  amends  Section 
1 of  Act  184  of  1951,  to  prohibit  the  sale 
of  Barbituric  Acid  or  derivatives  and  com- 
pounds thereof,  or  stimulating  amines  or 
compounds  thereof  except  if  intended  for 
nasal  or  other  external  use  and  except  by 
manufacturers  or  chemical  houses  to 
wholesale  drug  houses  to  hospitals  or  retail 
pharmacies  and  by  retail  pharmacies  on 
written  and  signed  prescription  of  a li- 
censed physician,  dentist  or  veterinarian. 
The  Bill  also  requires  the  dispensing  phar- 
macy to  keep  on  file  for  at  least  two  years 
prescriptions  for  drugs  specified  in  1951 
Act,  and  to  require  a separate  written  or 
verbal  prescription  for  each  sale  of  newly 
specified  drugs.  Under  the  1951  Act  the 
drugs  covered  by  this  Bill  could  be  pre- 
scribed by  a person  holding  a license  issued 
by  one  of  the  Medical  Boards  defined  by 
Act  148  of  1935,  or  any  person  legally  qual- 
ified to  practice  dentistry  or  veterinary 
medicine.  House  Bill  403  was  passed  by 
both  Houses  and  signed  into  law. 

House  Bill  404 — This  bill  is  amendatory 
to  Section  82-1014  of  the  Arkansas  stat- 
utes dealing  with  the  disposal  of  narcotic 
drugs,  the  lawful  possession  of  which  is 
not  established  or  the  title  to  which  can- 
not be  ascertained  by  enlarging  the  scope 
of  the  existing  law  to  provide  for  disposal 
of  narcotic  drugs  discarded  by  the  owner 
or  other  person  entitled  to  possession  or 
custody  thereof  by  delivering  the  same  to 
the  State  Health  Officer  whereupon  the 
Health  Officer  shall  give  a receipt  therefor 
and  is  empowered  to  destroy  such  drugs 
provided  he  shall  keep  for  three  years  sub- 
sequent a record  of  the  name  and  address 
of  the  person  delivering  the  drugs,  a de- 
scription thereof,  date  and  place  of  de- 
livery, and  the  date  of  destruction.  Passed 
and  signed  into  law. 

House  Bill  405 — This  bill  amends  Section 
82-1005  (3)  of  Arkansas  statutes  which 
requires  a written  order  for  narcotic  drugs 
in  duplicate  with  one  copy  to  be  retained 
by  each  party  to  the  transaction.  House 
Bill  405  as  now  amended  provides  that  the 
sale  of  narcotic  drugs  by  a manufacturer 
or  wholesaler  shall  be  only  on  official  writ- 
ten orders  in  quadruplicate  and  a copy 
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thereof  sent  to  the  State  Health  Officer 
not  later  than  the  10th  of  the  month  fol- 
lowing the  month  in  which  said  order  was 
made  by  the  purchaser.  Passed  and  signed 
into  law. 

House  Bill  406 — This  bill  amends  Section 
82-1001  (12)  of  the  Arkansas  Statutes  by 
including  in  the  defininition  of  “Opium”, 
paregoric  and  provides  that  preparations 
containing  paregoric  may  be  exempted 
from  provisions  of  the  Uniform  Narcotic 
Drug  Act  by  regulation  of  the  State  Health 
Officer. 

This  bill  was  withdrawn  by  the  author 
because  it  would  have  denied  an  individ- 
ual the  right  of  purchasing  paregoric,  and 
it  was  the  general  consensus  of  opinion  off 
the  record  that  the  rural  people  should  be 
entitled  to  purchase  paregoric  for  their 
personal  needs.  The  members  of  the  House 
realized  that  there  is  a problem  in  the  pur- 
chase of  paregoric  in  the  urban  areas,  but 
they  could  not  see  that  the  problem  was 
severe  enough  to  deny  the  individual  in  the 
rural  areas,  the  purchase  of  paregoric. 

House  Bill  407 — This  bill  amends  Section 
82-1020  of  the  Arkansas  Statutes  wherein 
penalties  are  provided  for  the  violation  of 
the  Uniform  Narcotic  Drug  Act  by  provid- 
ing that  the  imprisonment  provided  there- 
in shall  be  in  the  Arkansas  State  Peni- 
tentiary. Passed  and  signed  into  law. 

House  Bill  408 — This  bill  deals  with  the 
safe-keeping  of  narcotics  by  pharmacists 
and  provides  that  a pharmacist  authorized 
to  possess  narcotic  drugs  as  defined  in  the 
Uniform  Narcotic  Drug  Act  must  keep 
them  in  a safe  or  other  receptacle  equip- 
ped with  a lock  sufficient  to  secure  the 
drugs  against  theft.  Violations  of  the  pro- 
posed bill  would  be  punishable  by  heavy 
fine  up  to  $2,000.00  and  imprisonment 
ranging  from  5 to  20  years.  Passed  and 
signed  into  law. 

House  Bill  372 — This  bill  would  establish 
a division  of  hospitals  and  nursing  homes 
in  the  State  Board  of  Health  which  is  di- 
rected to  inventory  the  existing  and  needed 
hospital  and  medical  facilities ; develop  and 
administer  plans  for  construction  of  pub- 
lic and  other  non-profit  hospitals  and  medi- 
cal facilities;  and  to  inspect  regularly  and 
license  hospitals,  nursing  homes  and  insti- 
tutions. Passed. 


House  Bill  185 — a companion  bill  to  Sen- 
ate 79 — would  authorize  any  municipality 
or  county  to  own,  acquire,  build,  operate, 
lease  or  otherwise  deal  in  or  dispose  of 
land,  buildings  or  facilities  that  can  be  used 
for  nursing  homes  within  or  near  the  mu- 
nicipality or  within  the  county.  The  bill 
would  authorize  the  use  of  any  available 
revenues  to  accomplish  the  purpose  and 
would  also  permit  the  issuance  of  revenue 
bonds  for  financing.  After  passing  the 
House  of  Representatives  on  January  26, 
the  bill  was  amended  in  the  Senate  ex- 
panding the  authority  therein  granted  to 
include  hospitals  and  rest  homes  and  to 
further  authorize  the  use  of  surplus  reve- 
nues from  municipal  or  county  owned  util- 
ities for  the  purpose  of  paying  principal 
and  interest  payments  on  any  bonds  issued 
thereunder.  Passed. 

Senate  Bill  311  and  House  Bill  444  are 
companion  bills  amendatory  to  Section  82- 
612  of  the  Arkansas  Statutes  dealing  with 
recalcitrant  tuberculosis  persons.  The  bills 
enlarge  the  present  authority  of  the  Health 
Officer,  who  under  the  terms  of  the  Bills 
would  be  authorized  to  cause  such  person 
to  be  apprehended  and  detained  for  neces- 
sary tests  and  examination,  including  an 
approved  chest  x-ray,  sputum  examination 
and  other  approved  laboratory  tests  to 
acertain  the  existence  of  tuberculosis.  As 
is  provided  in  the  present  law,  if  active  tu- 
berculosis is  found  to  exist,  it  is  the  Health 
Officer’s  duty  to  determine  whether  the 
environmental  conditions  of  the  person,  or 
the  conduct  of  the  person,  is  suitable  for 
proper  isolation  or  contagious  control  of 
the  case  by  any  type  of  legal  quarantine. 

To  you  faithful  members  of  this  society, 
I would  like  to  express  my  extreme  appre- 
ciation for  your  cooperation  and  efforts  in 
fighting  these  legislative  battles.  Your 
legislative  committee  cannot  be  any  more 
efficient  than  you  are.  It  takes  the  com- 
bined efforts  of  all  of  us,  and  it  is  up  to  us 
to  convince  these  other  members  who  are 
not  present  that  we  have  to  work  together, 
because  if  we  do  not,  then  it  is  only  a mat- 
ter of  time  when  the  politician  is  going  to 
control  the  practice  of  medicine. 

This  brings  us  to  our  national  problems. 
As  you  know,  in  the  last  legislature,  the 
Kerr-Mills  Bill  was  passed,  but  the  me- 
chanics of  operation  have  not  had  suffi- 
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cient  time  to  set  the  wheels  in  motion.  The 
recent  state  legislature  passed  monies  for 
matching  fund  purposes,  but  according  to 
the  comptroller’s  information  of  last  week, 
there  is  not  going  to  be  sufficient  money 
for  this  state  to  get  maximum  matching 
funds.  The  overall  picture  looks  as  if  this 
program  is  going  to  amount  to  only  about 
60%  of  what  was  originally  anticipated. 
The  portion  ear-marked  for  doctor’s  serv- 
ices, is  going  to  be  considerably  less.  In 
the  original  talks,  discussions  and  appro- 
priations, it  was  expected  that  about  two 
million  of  state  monies  would  be  matched 
by  four  million  of  federal  money,  to  give 
approximately  $6,000,000.00  for  this  phase 
of  treatment,  but  according  to  the  comp- 
troller only  a total  of  about  $1,800,000.00 
will  be  available.  It  is  up  to  this  body  to 
study  this  problem  diligently  before  we 
make  any  moves.  As  you  know,  the  Ken- 
nedy administration  is  advocating  House 
Resolution  4222,  known  as  the  King- 
Anderson  Bill,  which  provides  for  the 
medical  care  of  the  aged  under  the  Social 
Security  program.  These  advocates  have 
stated  all  along  that  the  Kerr-Mills  Bill  is 
not  workable. 

There  has  been  considerable  propaganda 
released  in  the  last  thirty  days  concerning 
the  King- Anderson  Bill.  For  example,  they 
are  now  saying  that  under  this  bill  the  in- 
dividual will  have  a free  choice  of  physi- 
cians. We  must  not  be  lulled  into  a false 
sense  of  security.  Even  if  these  people 
should  pass  this  bill,  with  a free  choice  of 
physician,  it  is  only  a question  of  time  to 
where  the  bill  would  be  amended  and  physi- 
cal control  of  medicine  started. 

Also,  let  us  not  forget  the  complications 
of  the  paper  work,  and  the  government 
confusing  interpretations  of  bruised  regu- 
lations concerning  Medicare.  You  gentle- 
men, who  have  handled  these  cases,  realize 
that  the  paper  work  hardly  justifies  the 
treatment  of  these  patients. 

RESOLUTION  — RE : Commission  on 
the  Relation  of  Medicine  to  Optometry. 

Whereas,  in  1959  there  was  introduced 
in  the  House  of  Delegates  Resolution  No. 
31  calling  for  the  establishment  of  a Com- 
mission to  Study  the  Relation  of  Medicine 
to  Optometry,  and  to  report  to  the  House 
of  Delegates;  and 


Whereas,  the  House  of  Delegates  caused 
to  be  established  a Subcommittee  to  Study 
the  Relation  of  Medicine  to  Optometry, 
under  the  then  Joint  Committee  to  Study 
Paramedical  Areas  in  Relation  to  Medi- 
cine; and 

Whereas,  the  original  Joint  Committee 
to  Study  Paramedical  Areas  in  Relation  to 
Medicine  has  been  succeeded  by  the  Com- 
mittee on  Relationships  of  Medicine  with 
Allied  Health  Professions  and  Services; 
and 

Whereas,  optometrists  are  not  ancillary 
to  medicine,  but  are  independent  licensed 
practitioners,  and  therefore  do  not  consti- 
tute an  allied  health  profession ; and 

Whereas,  there  exists  confusion  in  the 
public  mind  as  to  the  distinction  between 
medical  care  for  patients  with  ocular  com- 
plaints and  optometric  services ; and 

Whereas,  the  lack  of  understanding  in 
this  area  is  a threat  to  the  welfare  of  the 
patient ; therefore  be  it 

Resolved,  that  the  House  of  Delegates 
establish  a Commission  on  the  Relation  of 
Medicine  to  Optometry,  to  be  appointed  by 
the  Speaker  of  the  House ; at  least  half  the 
members  of  which  Commission  shall  be 
physicians  practicing  in  the  ophthalmologi- 
cal  branch  of  medicine ; and  be  it  further 

Resolved,  that  it  shall  be  the  specific 
function  of  this  Commission  to  conduct  a 
broad  study,  from  the  standpoint  of  the 
public  interest,  of  the  problems  involved 
in  the  present  relation  of  medicine  to  op- 
tometry, and  to  explore  all  possible  and  de- 
sirable solutions  to  these  problems ; and  be 
it  further 

Resolved,  that  the  Board  of  Trustees  be 
requested  to  provide  adequate  personnel 
and  funds  for  the  proper  performance  of 
the  duty  assigned  to  this  Commission ; and 
be  it  further 

Resolved,  that  this  Commission  shall  re- 
port to  the  House  of  Delegates  not  later 
than  June  1962. 

RESOLUTIONS 
RE:  Appreciation 

A.  Officials  of  the  City  of  Little  Rock 
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Unless  your  practice  is  limited  to 
bacteriology  ...  or  your  patients 
are  all  in  the  upper  income 
brackets . . . you  have  doubtless  re- 
ceived complaints  about  the  cost 
of  the  medication  you  prescribe. 


what  your  patient 


gives . . . and  gets 

Some  of  these  complaints  can  probably  be  dismissed  lighdy  as 
coming  from  cranks,  who  would  complain  about  your  fee  for  a 
midnight  house  call  to  save  the  life  of  a dying  child.  Others,  how- 
ever, are  made  seriously  by  thoughtful  patients  and  deserve  an 
answer  in  kind.  You  know  what  the  patient  gets  from  his  phar- 
macist because  you  have  prescribed  it.  Do  you  also  know  that 
the  average  cost  of  a prescription  is  about  $3.00?  Only  about  one 
in  100  costs  $10.00  or  more,  and  3 out  of  5 of  the  prescriptions 
are  under  $3.00.  These  figures  are  based  on  retail  prices.  They 
include  the  manufacturer’s  research,  development,  and  manu- 
facturing costs  and  all  distribution  costs  of  the  wholesale  and  the 
retail  druggist.  Only  you  and  your  patients  can  judge  whether 
today’s  drugs  at  these  prices  represent  a fair  quid  pro  quo,  an 
equitable  balance  between  what  is  given  and  what  is  received. 

This  message  is  brought  to  you  by  lyS  producers  of  prescription  drugs  as 
a service  to  the  medical  profession  and  in  the  same  spirit,  it  is  carried 
by  this  publication.  For  additional  information,  please  write  Pharmaceu- 
tical Manufacturers  Association,  1411  K Street,  N.W.,  Washington  y,  D.C. 
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WHEREAS,  the  85th  Annual  Session  of 
the  Arkansas  Medical  Society  just  com- 
pleted in  Little  Rock  has  been  an  outstand- 
ing success, 

WHEREAS,  the  officials  of  the  City  of 
Little  Rock  have  added  much  to  the  suc- 
cess of  this  meeting, 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  express  its  thanks  for  the  Medi- 
cal Society  to  the  City  Manager. 

B.  News  Media 

WHEREAS,  the  radio  and  TV  stations 
and  the  local  newspapers  have  made  avail- 
able to  the  Medical  Society  extended  cov- 
erage of  its  meeting, 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  expresss  its  thanks  for  the  Medi- 
cal Society  to  the  News  Media  mentioned 
above. 

C.  Local  Committee  on  Arrangements 

WHEREAS,  the  85th  Annual  Session  of 

the  Arkansas  Medical  Society  just  com- 
pleted in  Little  Rock  has  been  a most  suc- 
cessful meeting, 

WHEREAS,  the  Host  County  Medical 
Society  has  gone  out  of  its  way  to  be  most 
courteous  to  all  of  us  in  attendance  at  this 
meeting, 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  express  its  thanks  for  the  Medi- 
cal Society  to  the  Committee  on  Arrange- 
ments of  the  Pulaski  County  Medical 
Society. 

D.  Woman’s  Auxiliary  to  the  Pulaski 
County  Medical  Society 

WHEREAS,  the  85th  Annual  Session  of 
the  Arkansas  Medical  Society  just  com- 
pleted in  Little  Rock  has  been  an  outstand- 
ing success, 

WHEREAS,  your  group  has  contributed 
immeasurably  to  its  outcome. 


BE  IT  RESOLVED,  that  the  House  of 
Delegates  express  its  thanks  to  the  Wom- 
en’s Auxiliary  of  the  Pulaski  County  Medi- 
cal Society. 

E.  Marion  Hotel 

WHEREAS,  the  management  has  been 
most  successful  in  providing  accommoda- 
tions for  the  numerous  activities  of  the 
meeting, 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  express  its  thanks  for  the  Medi- 
cal Society  to  the  Marion  Hotel. 

F.  Ministerial  Alliance 

WHEREAS,  the  Ministerial  Alliance  of 
Little  Rock  has  been  most  kind  in  aiding 
the  Convention  in  its  various  meeting, 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  express  its  thanks  for  the  Medi- 
cal Society  to  the  Ministerial  Alliance. 

G.  Robinson  Auditorium,  Commercial  Ex- 
hibitors, Scientific  Exhibitors,  Arkansas 
Heart  Association,  Arkansas  Tuberculosis 
Association,  University  of  Arkansas  Medi- 
cal Center,  Greater  Little  Rock  Chamber  of 
Commerce. 

WHEREAS,  as  the  following  were  most 
instrumental  in  making  the  85th  Annual 
Session  a great  success, 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  express  its  thanks  for  the  Medi- 
cal Society  to: 

The  Robinson  Auditorium 
The  Commercial  Exhibitors 
The  Scientific  Exhibitors 
The  Arkansas  Heart  Association 

Arkansas  Tuberculosis  Association 
The  University  of  Arkansas  Medical 
Center 

The  Greater  Little  Rock  Chamber  of 
Commerce 
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OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY  1961-1962 


President  . 

President-elect 

First  Vice  President  

Second  Vice  President  

Third  Vice  President  

Secretary 

Secretary  Emeritus 

Treasurer  

Speaker,  House  of  Delegates  

Vice  Speaker,  House  of  Delegates 

Journal  Editor  

Delegates  to  AMA  

Alternate  Delegates  to  AMA  

Executive  Secretary  


.William  A.  Snodgrass,  Jr.,  Donaghey  Bldg.,  Little  Rock 
.H.  King  Wade,  Jr.,  231  Central,  Hot  Springs 
M.  E.  Blanton,  Jonesboro 
-Charles  W.  Reid,  1113  Cherry,  Pine  Bluff 
-L.  E.  Drewrey,  222  Van  Buren  St.,  N.W.,  Camden 
-H.  Elvin  Shuffield,  Donaghey  Bldg.,  Little  Rock 
-W.  R.  Brooksher,  318  North  Greenwood,  Fort  Smith 
.Ben  N.  Saltzman,  Mountain  Home 
C.  Lewis  Hyatt,  Monticello 
J.  P.  Pi'ice,  Jr.,  Monticello 
Alfred  Kahn,  Jr.,  1300  West  Sixth,  Little  Rock 
J.  M.  Kolb,  Clarksville;  Fount  Richardson,  Fayetteville 
C.  C.  Long,  Ozark;  J.  W.  Kennedy,  Arkadelphia 
Mr.  Paul  C.  Schaefer,  P.O.  Box  1345,  Fort  Smith 


EXECUTIVE  COMMITTEE  OF  THE  COUNCIL 


Chairman  of  the  Council 

President  

President-elect  

Secretary  


Joe  Verser,  Harrisburg 

William  A.  Snodgrass,  Donaghey  Bldg.,  Little  Rock 
H.  King  Wade,  Jr.,  231  Central,  Hot  Springs 
H.  Elvin  Shuffield,  Donaghey  Bldg.,  Little  Rock 


COUNCILORS 


Dis- 

trict 

Councilor 

Term  expires  ’62 

Councilor 

Term  expires  ’63 

Counties  in  District 

1. 

Joe  Verser 
Harrisburg 

Eldon  Fairley 

Osceola 

Clay,  Craighead,  Crittenden,  Fulton,  Greene,  Law- 
rence, Mississippi,  Poinsett,  Randolph,  and  Sharp 

2. 

Hugh  R.  Edwards 
Searcy 

Paul  Gray 

Batesville 

Cleburne,  Conway,  Faulkner,  Independence,  Izard, 
Jackson,  Stone,  and  White 

3. 

K.  E.  Beaton 

Wynne 

Fred  B.  Stone 
Stuttgart 

Arkansas,  Cross,  Lee,  Lonoke,  Monroe,  Phillips, 
Prairie,  St.  Francis,  and  Woodruff 

4. 

H.  W.  Thomas 
Dermott 

T.  E.  Townsend 

1310  Cherry 

Pine  Bluff 

Ashley,  Chicot,  Desha,  Drew,  Jefferson,  and  Lincoln 

5. 

J.  L.  Dedman 

415  Hospital  Dr. 
Camden 

George  C.  Burton 
Med.  Arts  Bldg. 

El  Dorado 

Bradley,  Calhoun,  Cleveland,  Columbia,  Dallas, 
Ouachita,  and  Union 

6. 

John  P.  Wood 

Mena 

Karlton  H.  Kemp 

408  Hazel 

Texarkana 

Hempstead,  Howard,  LaFayette,  Little  River, 
Miller,  Nevada,  Pike,  Polk,  and  Sevier 

7. 

Martin  Eisele 

101  Whittington 

Hot  Springs 

J.  W'.  Kennedy 
Arkadelphia 

Clark,  Garland,  Grant,  Hot  Spring,  Montgomery, 
and  Saline 

8. 

Robert  D.  Jones 
Waldon  Building 
Little  Rock 

Bill  Dave  Stewart 
Waldon  Building 
Little  Rock 

Pulaski 

9. 

Ross  Fowler 
Harrison 

Stanley  Applegate 
Springdale 

Baxter,  Benton,  Boone,  Carroll,  Madison,  Marion, 
Newton,  Searcy,  Van  Buren,  and  Washington 

10. 

L.  A.  Whittaker 

621  South  21st 

Fort  Smith 

C.  C.  Long 

Ozark 

Crawford,  Franklin,  Johnson,  Logan,  Perry,  Pope, 
Scott,  Sebastian,  and  Yell 
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COMMITTEES 
Arkansas  Medical  Society 
1961-1962 

COMMITTEE  ON  CANCER  CONTROL 

Term  Expires 


Masauki  Kara,  Little  Rock  1962 

G.  R.  Siegel,  Clarksville  1962 

Holden  C.  McCraney,  Fort  Smith  1962 

Edward  M.  Cooper,  Jonesboro  1963 

William  B.  Harrell,  Texarkana  1963 

Bill  Dave  Stewart,  Little  Rock  1964 

Chairman — Jean  Gladden,  Harrison  1964 

COMMITTEE  ON  MEDICAL  LEGISLATION 

R.  C.  Dickinson,  Horatio  1962 

J.  Arnold  Henry,  Russellville  1962 

Joe  F.  Rushton,  Magnolia  1962 

Chairman — Elvin  Shuffield,  Little  Rock  1963 
Karlton  Kemp,  Texarkana  1963 

T.  Duel  Brown,  Little  Rock  1964 

W.  D.  Robertson,  Warren  1964 

Charles  G.  Swingle,  Marked  Tree  1964 

COMMITTEE  ON  PUBLIC  HEALTH 
(Rural  Health) 

Donald  E.  Loveless,  Booneville  1962 

J.  P.  Williams,  Brinkley  1962 

Chairman — Ben  N.  Saltzman,  Mtn.  Home  1963 
O.  J.  T.  Johnston,  Batesville  1963 

George  F.  Wynne,  Warren  1964 

Edgar  J.  Easley,  Little  Rock  1964 

SUB-COMMITTEE  ON  MATERNAL  AND 
CHILD  WELFARE 

J.  0.  Porter,  Jr.,  Little  Rock  1962 

Chair. — Charles  P.  Wickard,  Little  Rock  1963 
Thomas  E.  Townsend,  Pine  Bluff  1964 

SUB-COMMITTEE  ON  INDUSTRIAL  HEALTH 
C.  Randolph  Ellis,  Malvern  1962 

Chaney  W.  Taylor,  Batesville  1962 

E.  Frank  Reed,  Jr.,  Pine  Bluff  1963 

Wright  Hawkins,  Fort  Smith  1963 

Chair. — John  G.  Watkins,  Jr.,  Little  Rock  1964 
Jack  W.  Kennedy,  Arkadelphia  1964 

SUB-COMMITTEE  ON  TUBERCULOSIS 
David  P.  Hefner,  Mena  1962 

M.  L.  Godley,  Blytheville  1962 

Harley  C.  Darnall,  Fort  Smith  1963 

Hugh  A.  Browne,  Alexander  1963 

Richard  V.  Ebert,  Little  Rock  1964 

Chair. — Sanford  C.  Monroe,  Pine  Bluff  1964 

SUB-COMMITTEE  ON  MENTAL  HEALTH 

Charles  D.  Yohe,  Hot  Springs  1962 

Dwight  W.  Gray,  Marianna  1962 

Hayden  Donahue,  Little  Rock  1963 

Chair. — William  P.  Kolb,  Little  Rock  1963 
W.  O.  Young,  Little  Rock  1964 

Henry  M.  Sims,  Fort  Smith  1964 


SUB-COMMITTEE  ON  LIAISON  WITH  THE 
STATE  BOARD  OF  HEALTH 

Term  Expires 


W.  R.  Scarborough,  Clarksville  1962 

Chairman — Hugh  R.  Edwards,  Searcy  1963 

Harold  B.  Hawley,  Little  Rock  1964 

POLIO  ADVISORY  SUB-COMMITTEE 

Roger  Bost,  Fort  Smith  1962 

R.  H.  Manley,  Clarksville  1962 

Chairman — B.  P.  Briggs,  Little  Rock  1963 

Thomas  E.  Townsend,  Pine  Bluff  1963 

G.  Max  Thorn,  North  Little  Rock  1964 

Eli  Gary,  Arkadelphia  1964 

COMMITTEE  ON  MEDICAL  EDUCATION 
Guy  R.  Farris,  Little  Rock  1962 

Thomas  H.  Wortham,  Jacksonville  1962 

W.  H.  Calaway,  Batesville  1963 

Euclid  M.  Smith,  Hot  Springs  1963 

Chairman — C.  C.  Long,  Ozark  1964 

Daniel  H.  Autry,  Little  Rock  1964 

SUB-COMMITTEE  ON  POSTGRADUATE 

EDUCATION 

C.  C.  Long,  Ozark  1962 

Willis  E.  Brown,  Little  Rock  1963 

Chairman — C.  Lewis  Hyatt,  Monticello  1964 

COMMITTEE  ON  HOSPITALS 

Chairman — Guy  Shrigley,  Clarksville  1962 

A.  E.  Thorne,  Van  Buren  1962 

Paul  Gray,  Batesville  1963 

William  L.  Davis,  Searcy  1963 

Rodger  Dickinson,  DeQueen  1964 

Amail  Chudy,  North  Little  Rock  1964 

SUB-COMMITTEE  ON  LIAISON  WITH 

BLUE  CROSS-BLUE  SHIELD 
J.  Warren  Murry,  Fayetteville  1962 

Russell  W.  Cobb,  Malvern  1962 

Chairman — A.  S.  Koenig,  Fort  Smith  1963 

Henry  Hearnsberger,  Stephens  1963 

John  Laurens,  Little  Rock  1964 

Thomas  E.  Townsend,  Pine  Bluff  1964 

COMMITTEE  ON  PUBLIC  RELATIONS 
Chair. — Fount  Richardson,  Fayetteville  1962 
R.  B.  Robins,  Camden  1962 

C.  Lewis  Hyatt,  Monticello  1963 

Jimmie  E.  Lytle,  Batesville  1963 

John  McC.  Smith,  Little  Rock  1964 

Albert  R.  Hammon,  Harrison  1964 


SUB-COMMITTEE  ON  STATE  HEALTH  AND 
MEDICAL  RESOURCES  FOR  CIVIL  DEFENSE 


Chairman — M.  D.  McClain,  Little  Rock  1962 
Wm.  C.  Hensley,  Charleston  1963 

Keller  Lieblong,  Conway  1964 

SUB-COMMITTEE  ON  LIAISON  WITH 
AUXILIARY 

Chair. — Wm.  A.  Snodgrass,  Jr.,  L.  R.  1964 
Marion  H.  Wilmoth,  Glenwood  1964 

Louis  K.  Hundley,  Pine  Bluff  1964 
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Term  Expires 


C.  C.  Lonff,  Ozark  19(54 

R.  B.  Robins,  Camden  19(54 

ADVISORY  COMMITTEE  TO  THE 
MEDICAL  ASSISTANTS  SOCIETY 

Chair. — Stanley  Applesate,  Springdale  1962 
James  M.  Kolb,  Clarksville  1963 

Kenneth  R.  Duzan,  El  Dorado  1964 

COMMITTEE  ON  VETERANS 
ADMINISTRATION  AFFAIRS 

John  W.  Dorman,  Springdale  1962 

John  D.  Ashley,  Newport  1963 

Chairman — A.  J.  Forestiere,  Harrisburg,  1964 

COMMITTEE  ON  INSURANCE 

Gilbei't  D.  Jay,  III,  West  Memphis  1962 

A.  S.  Koenig,  Fort  Smith  1962 

L.  E.  Drewrey,  Camden  1963 

Guy  Farris,  Little  Rock  1963 

Chair. — Thomas  Honeycutt,  Little  Rock  1964 
J.  F.  Kelsey,  Fort  Smith  1964 

COMMITTEE  ON  ARRANGEMENTS  FOR 
ANNUAL  SESSION 

John  Wood,  Mena  1962 

Thomas  E.  Townsend,  Pine  Bluff  1962 

Herbert  Wineland,  Pine  Bluff  1962 

Bill  Dave  Stewart,  Little  Rock  1963 

Guy  Farris,  Little  Rock  1963 

Walter  O’Neal,  Little  Rock  1963 

Chairman — Wm.  M.  Eisele,  Hot  Springs  1964 
H.  King  Wade,  Jr.,  Hot  Springs  1964 

D.  C.  Lee,  Hot  Springs  1964 

COMMITTEE  ON  AGING 

Euclid  M.  Smith,  Hot  Springs  1962 

Gordon  P.  Oates,  Little  Rock  1962 

Chairman — James  M.  Kolb,  Clarksville  1963 
L.  E.  Drewrey,  Camden  1963 

John  McC.  Smith,  Little  Rock  1964 

Ben  N.  Saltsman,  Mountain  Home  1964 


COMMITTEE  ON  TRAFFIC  SAFETY 


Permanent  Chairman — 

C.  Lewis  Hyatt,  Monticello 
Hugh  R.  Edwards,  Searcy  1963 

Richard  Logue,  Little  Rock  1963 

James  G.  Stuckey,  Little  Rock  1963 

J.  B.  Wharton,  Jr.,  El  Dorado  1963 

E.  Frank  Reed,  Jr.,  Pine  Bluff  1964 

Henry  V.  Kirby,  Harrison  1964 

W.  R.  Lee,  Hot  Springs  1964 

Archie  Hewett,  Fort  Smith  1964 

SUB-COMMITTEE  ON  PHYSICAL  FITNESS 

AND  SCHOOL  HEALTH 

Chairman — Roger  Bost,  Fort  Smith  1962 

Samuel  B.  Phillips,  Little  Rock  1963 

Earle  D.  McKelvey,  Paragould  1964 


COMMITTEE  ON  CONSTITUTIONAL 
REVISION  (Council  Committee) 

Chairman — Louis  K.  Hundley,  Pine  Bluff 

H.  W.  Thomas,  Dermott 

John  M.  Hundley,  Little  Rock 

W.  J.  Butt,  Fayetteville 

H.  King  Wade,  Jr.,  Hot  Springs 


Term  Expires 

BUDGET  COMMITTEE  (Council  Committee) 
Chairman — W.  R.  Brooksher,  Fort  Smith 
Louis  K.  Hundley,  Pine  Bluff 
Ben  N.  Saltzman,  Mountain  Home 

SENIOR  MEDICAL  DAY  COMMITTEE 
(Council  Committee) 

Chairman — Joseph  A.  Norton,  Little  Rock 
Calvin  R.  Simmons,  Pine  Bluff 
Wayne  R.  Jones,  Berryville 

SPECIAL  FEE  COMMITTEE 
(Council  Committee) 

Chairman — Louis  K.  Hundley,  Pine  Bluff 
James  M.  Kolb,  Clarksville 
J.  J.  Monfort,  Batesville 
Jerome  Levy,  Little  Rock 
Charles  Reid,  Pine  Bluff 

(T.  E.  Townsend,  Pine  Bluff,  temporary 
substitute) 

HOSPITAL-INSURANCE-PHYSICIAN 
COMMITTEE  (Council  Committee) 

L.  E.  Drewrey,  Camden 
Guy  Farris,  Little  Rock 
Thomas  D.  Honeycutt,  Little  Rock 

SUB-COMMITTEE  ON  LIAISON  WITH  THE 
NURSING  PROFESSION  (Council  Committee) 
Chairman — Hoyt  Choate,  Little  Rock 
Hugh  Edwards,  Searcy 
W.  E.  Morris,  Little  Rock 

LIAISON  WITH  STATE  WELFARE 
COMMISSION  (Council  Committee) 

Jerome  Levy,  Little  Rock 
Guy  Farris,  Little  Rock 
C.  C.  Long,  Ozark 
Elvin  Shuffield,  Little  Rock 
T.  Duel  Brown,  Little  Rock 
Rodger  Dickinson  DeQueen 
Jack  Kennedy,  Arkadelphia 

B.  T.  Kolb,  Little  Rock 

Chairman — C.  Randolph  Ellis,  Malvern 
John  McC.  Smith,  Little  Rock 
Charles  F.  Wilkins,  Russellville 
Robert  Jones,  Little  Rock 

LIAISON  COMMITTEE  WITH 
VOCATIONAL  REHABILITATION 
(Council  Committee) 

Chairman — Fount  Richardson,  Fayetteville 

Vice  Chairman — James  W.  Hawley,  Camden 

Elvin  Shuffield,  Little  Rock 

Robert  Watson,  Little  Rock 

J.  J.  Monfort,  Batesville 

Thomas  M.  Durham,  Hot  Springs 

S.  Wright  Hawkins,  Fort  Smith 

C.  C.  Long,  Ozark 

H.  W.  Thomas,  Dermott 
J.  P.  Williams,  Brinkley 
Thomas  D.  Honeycutt,  Little  Rock 

M.  D.  McClain,  Little  Rock 
Joseph  P.  Hickey,  Little  Rock 
J.  P.  Ward,  Little  Rock 
Jerome  Levy,  Little  Rock 


Volume  58,  Number  1 — JUNE,  1961 


27 


Proceedings 


1961  OFFICERS  — COUNTY  MEDICAL 
SOCIETIES  — ARKANSAS  MEDICAL 
SOCIETY 

ARKANSAS— Pres.,  Fred  Stone,  Stuttgart 
Secy.,  T.  S.  Van  Duyn,  Stuttgart 
ASHLEY — Pres.,  R.  L.  Salb,  Crossett 
Secy.,  L.  E.  Edwards,  Crossett 
BAXTER  — Pres.,  Walter  S.  Guinee,  Mountain 
Home 

Secy.,  Ben  N.  Saltzman,  Mountain  Home 
BENTON — Pres.,  Harry  M.  White,  Rogers 
Secy.,  Grier  D.  Warren,  Rogers 
BOONE — Pres.,  Kenneth  Siler,  Harrison 
Secy.,  Rhys  Williams,  Harrison 
BRADLEY — Pres.,  W.  C.  Whaley,  Warren 
Secy.,  W.  D.  Robertson,  Warren 
CARROLL — Pres.,  Ross  Van  Pelt,  Eureka  Springs 
Secy.,  Oliver  Wallace,  Green  Forest 
CHICOT — Pres.,  V.  H.  Marques,  Lake  Village 
Secy.,  A.  G.  Talbot,  Lake  Village 
CLARK — Pres.,  Lewis  B.  Tilley,  Arkadelphia 
Secy.,  J.  W.  Kennedy,  Arkadelphia 
CLEBURNE — Pres.,  C.  G.  Pearce,  Heber  Springs 
Secy.,  W.  M.  Wells,  Heber  Springs 
COLUMBIA — Pres.,  Charles  Weber,  Magnolia 
Secy.,  John  Ruff,  Magnolia 
CONWAY — Pres.,  Gastor  B.  Owens,  Morrilton 
Secy.,  Jack  E.  Mobley,  Morrilton 
CRAIGHEAD-POINSETT  — Pres.,  Edward  M. 
Cooper,  Jonesboro 
Secy.,  Herman  Alston,  Jonesboro 
Treas.,  J.  H.  McCurry,  Cash 
CRAWFORD — Pres.,  A.  E.  Thorne,  Van  Buren 
Secy.,  J.  N.  Thicksten,  Alma 
CRITTENDEN  — Pres.,  Milton  Deneke,  West 
Memphis 

Secy.,  James  Fall,  West  Memphis 
CROSS — Pres.,  Thomas  G.  Price,  Wynne 
Secy.,  Robert  A.  Hayes,  Wynne 
DALLAS — Pres.,  E.  E.  Estes,  Fordyce 
Secy.,  John  H.  Delamore,  Fordyce 
DESHA — Pres.,  Goree  Biscoe,  Dumas 
Secy.,  Guy  U.  Robinson,  Dumas 
DREW — Pres.,  A.  K.  Busby,  Monticello 
Secy.,  J.  B.  Holder,  Monticello 
FAULKNER — Pres.,  C.  A.  Archer,  Jr.,  Conway 
Secy.,  Robert  Taylor,  Conway 
FRANKLIN — Pres.,  Wm.  C.  Hensley,  Charleston 
Secy.,  David  L.  Gibbons,  Ozark 
GARLAND — Pres.,  Cecil  Parkerson,  1421  Central, 
Hot  Springs 

Secy.,  James  H.  French,  101  Whittington,  Hot 
Springs 

GRANT — Pres.,  Jack  M.  Irvin,  Sheridan 
Secy.,  Miles  F.  Kelly,  Sheridan 
GREENE-CLAY  — Pres.,  Hillard  Duckworth, 
Piggott 

Secy.,  Donald  1.  Purcell,  Paragould 
HEMPSTEAD — Pres.,  Forney  G.  Holt,  Hope 
Secy.,  Lynn  Harris,  Hope 
HOT  SPRING — Pres.,  John  D.  Wise,  Malvern 
Secy.,  John  W.  Cole,  Malvern 


HOWARD-PIKE  — Pres.,  Ed  G.  Hopkins,  Jr., 
Nashville 

Secy.,  G.  J.  Floyd,  Jr.,  Murfreesboro 
INDEPENDENCE — Pres.,  Chaney  Taylor,  Bates- 
ville 

Secy.,  Jimmie  E.  Lytle,  Batesville 
JACKSON — Pres.,  John  Wright,  Newport 
Secy.,  John  D.  Ashley,  Newport 
JEFFERSON — Pres.,  Howard  Stern,  1315  Linden, 
Pine  Bluff 

Secy.,  William  Joe  James,  1202  Cherry,  Pine 
Bluff 

JOHNSON — Pres.,  J.  M.  Kolb,  Sr.,  Clarksville 
Secy.,  W.  R.  Scarborough,  Clarksville 
LAFAYETTE — Pres.,  Willie  J.  Lee,  Stamps 
Secy.,  Howard  R.  Harris,  Lewisville 
LAWRENCE — Pres.,  J.  J.  Whittington,  III,  Wal- 
nut Ridge 

Secy.,  J.  B.  Elders,  Walnut  Ridge 
LEE — Pres.,  William  C.  Hays,  Marianna 
Secy.,  Floyd  S.  Dozier,  Marianna 
LINCOLN — Pres.,  James  W.  Freeland,  Star  City 
Secy.,  Richard  C.  Petty,  Star  City 
LITTLE  RIVER  — Pres.,  H.  A.  McPherson,  Jr., 
Ashdown 

Secy.,  N.  W.  Peacock,  Jr.,  Ashdown 
LOGAN — Pres.,  James  T.  Smith,  Paris 
Secy.,  Charles  McD.  Smith,  Paris 
LONOKE — Pres.,  Henry  H.  Good,  England 
Secy.,  B.  E.  Holmes,  Lonoke 
MADISON— Pres., 

Secy.,  Charles  B.  Beeby,  Huntsville 
MILLER  — Pres.,  Frank  P.  Cantrell,  619  Main, 
Texarkana 

Secy.,  Betty  Ann  Lowe,  401  East  5th,  Texarkana 
MISSISSIPPI— Pres.,  C.  R.  Cole,  Blytheville 
Secy.,  Eldon  Fairley,  Osceola 
MONROE — Pres.,  Jere  Long,  Brinkley 
Secy.,  W.  L.  Walker,  Brinkley 
NEVADA — Pres.,  Glenn  G.  Hairston,  Prescott 
Secy.,  Charles  A.  Hesterly,  Prescott 

OUACHITA — Pres.,  W.  H.  Pruitt,  Camden 
Secy.,  R.  B.  Robins,  Camden 

PHILLIPS — Pres.,  Reuben  L.  Chrestman,  Helena 
Secy.,  William  B.  Connolly,  Helena 

POLK — Pres.,  David  P.  Hefner,  Mena 
Secy.,  Henry  N.  Rogers,  Mena 

POPE-YELL — Pres.,  Brooks  Teeter,  Russellville 
Secy.,  Ernest  King,  Russellville 

PULASKI— Pres.,  John  William  Smith,  1415  West 
6th,  Little  Rock 

Recording  Secy.,  Carl  Wenger,  721  West  2nd, 
Little  Rock 

Executive  Secy.,  Gaston  G.  Fulmer,  Donaghey 
Building,  Little  Rock 

RANDOLPH — Pres.,  M.  A.  Baltz,  Pocahontas 
Secy.,  Thomas  B.  DeClerk,  Pocahontas 

SALINE — Pres.,  Curtis  W.  Jones,  Jr.,  Benton 
Secy.,  James  C.  Bethel,  Bauxite 

SCOTT— Pres., 

Secy. 
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SEARCY — Pres.,  John  Williams,  Marshall 
Secy.,  John  A.  Hall,  Clinton 
SEBASTIAN — Pres.,  James  Thompson,  605  Lex- 
ington, Fort  Smith 

Secy.,  Morton  Wilson,  1500  Dodson,  Fort  Smith 
SEVIER — Pres.,  Charles  Jones,  DeQueen 
Secy.,  Rodger  Dickinson,  DeQueen 
ST.  FRANCIS — Pres.,  A.  M.  Bradley,  Forrest  City 
Secy.,  A.  F.  Barr,  Forrest  City 
UNION — Pres.,  Peter  J.  Trinca,  430  S.  W.  Ave- 
nue, El  Dorado 


Secy.,  Berry  L.  Moore,  Jr.,  106 N.  Washing- 
ton, El  Dorado 

WASHINGTON — Pres.,  James  D.  Mashburn,  212 
North  College,  Fayetteville 
Secy.,  Wilbur  G.  Lawson,  212  North  College, 
Fayetteville 

WHITE — Pres.,  Wm.  L.  Davis,  Searcy 
Secy.,  Hugh  R.  Edwards,  Searcy 

WOODRUFF — Pres.,  Fred  C.  Inman,  McCrory 
Secy.,  C.  E.  Dungan,  Augusta 
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37tL 


e AS  ion 


Woman's  Auxiliary 

to  the 

ARKANSAS  MEDICAL  SOCIETY 


Hotel  Marion  Little  Rock 

April  16-19,  1961 


Mrs.  Hershel  Wilmoth 
Glenwood 

President,  Woman's  Auxiliary  to  the  Arkansas 
Medical  Society,  1961-1962 
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PKOC  EEI)IN(iS 

IJTlh  Annual  Session,  Woman’s  Auxiliary 
to  the  Arkansas  Medical  Society 

Auxiliary  members  who  attended  the 
37th  annual  session  of  the  Woman’s  Aux- 
iliary to  the  Arkansas  Medical  Society  in 
Little  Rock  April  16-19  were  guests  of 
President  Mrs.  C.  C.  Long  and  President- 
Elect  Mrs.  Hershel  Wilmoth  at  coffee  Sun- 
day afternoon  from  4 to  5 p.m.  in  the  El 
Toro  Room  of  the  Marion  Hotel,  conven- 
tion headquarters.  Sunday  night’s  pro- 
gram included  a social  hour  and  various 
open  houses  for  both  doctors  and  auxiliary 
members,  hosted  by  members  of  the 
Pulaski  Medical  Society. 

Mrs.  Merlin  J.  Kilbury  of  Pulaski  Coun- 
ty Medical  Auxiliary  was  hostess  for  the 
pre-convention  Board  Meeting  and  Break- 
fast Monday  morning,  April  17,  1961,  also 
in  the  El  Toro  Room  of  the  hotel.  Follow- 
ing this  the  convention  formally  opened  in 
the  Continental  Dining  Room,  when  the 
President,  Esther  Long,  called  the  general 
session  to  order.  Mrs.  T.  D.  Brown,  chap- 
plain,  gave  the  invocation. 

Special  guests  at  the  morning  session 
were : 

Mrs.  M.  H.  Wilmoth,  Glenwood,  President- 
Elect 

Dr.  J.  J.  Monfort,  Batesville,  President  of 
the  Arkansas  Medical  Society 
Mrs.  William  Mackersie,  President  of  the 
Woman’s  Auxiliary  to  the  American 
Medical  Association 

Mrs.  Kalford  Howard,  President  of  South- 
ern Medical  Auxiliary 
Paul  C.  Schaefer  of  Fort  Smith,  Executive 
Secretary  of  the  Arkansas  Medical  So- 
ciety 

Mrs.  Merlin  J.  Kilbury,  President-Elect  of 
Pulaski  County  Medical  Auxiliary,  who 
gave  the  welcome  address 
Mrs.  Frank  Adams,  Hot  Springs,  who  re- 
sponded to  the  welcome 
Mrs.  Mason  G.  Lawson,  Convention  Chair- 
man 

Mrs.  Gordon  P.  Oates,  Co-chairman 

Monday’s  luncheon  honored  Mrs.  Kal- 
ford Howard,  President  of  Southern  Medi- 
cal Auxiliary,  and  officers  and  committee 
chairmen  of  the  Arkansas  Medical  Aux- 
iliary, and  was  held  in  the  Continental 


Room  of  the  Marion.  Aubrey  Gates  of  the 
Field  Service  Division  of  the  AMA  central 
office  in  Chicago,  was  a special  guest  at 
the  luncheon,  and  urged  members  to  par- 
ticipate in  Operation  Coffee  Cup.  These 
are  coffees  held  by  individuals  or  groups 
of  individuals  who  are  auxiliary  members, 
or  friends,  for  the  purpose  of  writing  Con- 
gressmen and  Senators  in  protest  against 
the  socialistic  trend  in  medical  and  other 
legislation.  Stationery  and  stamps,  as  well 
as  doughnuts  and  coffee,  are  provided  for 
the  purpose  of  writing  Senators  and  Con- 
gressmen on  the  spot. 

Monday  evening  auxiliary  members  and 
their  husbands  attended  a cocktail  party 
and  buffet  supper  in  the  Banquet  Hall  and 
the  Ball  Room  of  the  Marion. 

Mrs.  Hoyt  Choate  entertained  past  aux- 
iliary presidents  at  breakfast  at  her  home 
Tuesday  morning  preceding  the  general 
session.  Election  of  officers  and  reports  of 
county  presidents  were  heard  at  Tuesday’s 
general  session,  followed  by  a joint  me- 
morial service  with  the  Medical  Society  at 
Robinson  Auditorium. 

Mrs.  William  Mackersie  was  honor  guest 
at  Tuesday’s  luncheon  at  Riverdale  Coun- 
try Club.  Mrs.  John  M.  Smith,  president  of 
Pulaski  County  Medical  Auxiliary,  pre- 
sided at  the  luncheon.  Tables  were  decor- 
ated with  miniature  spring  bonnets  and 
hat  boxes. 

Mrs.  C.  E.  Kitchens  of  Sevier-Polk 
Medical  Auxiliary  and  a past  president  of 
the  state  auxiliary,  gave  the  invocation, 
followed  by  the  introduction  of  Mrs. 
Mackersie  by  Mrs.  Lawson.  Mrs.  Macker- 
sie’s  address  was  the  highlight  of  the 
luncheon,  and  she  urged  members  to  par- 
ticipate actively  in  their  auxiliary  pro- 
gram. 

Mrs.  Warren  Riley  of  Union  County 
Medical  Auxiliary  introduced  past  auxil- 
ary presidents.  Mrs.  Robert  McCrary, 
president  of  Garland  County  Medical  Aux- 
iliary, introduced  county  auxiliary  presi- 
dents. Mrs.  J.  W.  Branch,  chairman  of 
AMEF,  announced  the  winners  of  AMEF 
awards. 

Mrs.  Long  installed  new  auxiliary  offi- 
cers, who  are:  President,  Mrs.  Hershel 
Wilmoth  of  Glenwood  ; President-Elect, 
Mrs.  Frank  Padberg  of  Little  Rock ; First 
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Vice-President  (Northeast  District),  Mrs. 
Porter  Rodgers  of  Searcy;  Second  Vice- 
President  (Southeast  District),  Mrs.  John 
M.  Smith,  Little  Rock;  Third  Vice- 
President  (Southwest  District),  Mrs.  J. 
Frank  Clark,  El  Dorado;  Fourth  Vice- 
President  (Northwest  District),  Mrs. 
Charles  Wilkins,  Russellville;  Recording 
Secretary,  Mrs.  L.  A.  Whittaker,  Jr.,  Fort 
Smith ; Treasurer,  Mrs.  W.  G.  Cooper,  Lit- 
tle Rock. 


A brief  post  convention  board  meeting 
was  held  by  Mrs.  Wilmoth  immediately 
following  the  luncheon. 

Tuesday  night  a dinner  and  dance  was 
held  at  the  Hotel  with  the  Arkansas  Medi- 
cal Society,  at  which  time  Dr.  William  A. 
Snodgrass  of  Little  Rock  was  installed  as 
President  of  the  Medical  Society  by  Dr.  J. 
J.  Monfort  of  Batesville,  outgoing  presi- 
dent. 
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The  Service  Areas  of  the  Medical  Society 

Alfred  Kahn,  Jr.,  M.D. 


One  of  the  never  ending  hassles  in  poli- 
tics, business,  and  even  medicine  is  the 
sense  of  rivalry  that  exists  between  the 
small  communities  and  the  larger  nearby 
cities.  This  should  never  exist.  The  rela- 
tionship is  symbiotic  and  complementary, 
not  antagonistic. 

The  cities  are  service  areas  for  the 
smaller  communities,  particularly  in  the 
field  of  medicine.  This  is  not  unlike  the 
echelons  of  service  in  the  military  forces. 
Repairs,  even  of  a major  type,  which 
could  be  carried  out  rapidly  in  the  field 
were  performed  there  and  called  first 
echelon  service.  Longer,  more  time  con- 
suming work  was  shipped  progressively  to 
the  rear  echelons,  where  there  was  an  op- 
portunity for  more  time  consuming  re- 
pairs. The  general  physician  is  busy  and 
his  time  is  valuable.  If  a patient’s  illness 
is  time  consuming,  the  patient  can  be  re- 
ferred to  the  service  areas  for  a more 
leisurely  therapeusis  in  a nearby  metro- 
politan area.  There  can  hardly  be  a quar- 
rel that  both  services  are  necessary. 

Yet  at  times  the  city  folk  feel  that  they 
are  neglected  in  the  field  of  organized 
medicine,  and  the  physician  from  the 
smaller  town  feels  that  he  is  overlooked 
in  the  division  of  medical  society  offices. 

Viewing  the  structure  of  organized 
medicine,  one  cannot  help  but  be  im- 
pressed that  it  attempts  to  avoid  this  pit- 
fall.  The  county  medical  societies  give  the 
city  physician  ample  scope  for  their  or- 
ganizational medicine ; they  can  have 
their  own  scientific  programs,  public  rela- 
tions bureaus,  social  functions,  etc.  The 
smaller  community  physician  is  more  de- 
pendent on  the  state  medical  society,  and 
as  his  need  is  greater  should  command 


greater  attention  from  the  state  society 
in  Arkansas.  For  another  reason  the 
small  town  physician  merits  some  addi- 
tional consideration  in  selection  of  offices 
and  organizational  jobs:  the  state  medi- 
cal societies  are  geographic  units  and 
should  be  representative  of  a region,  not 
just  the  bigger  localities. 

The  other  side  of  the  coin  is  that  since 
the  cities  contribute  heavily  financially  to 
the  state  organization  some  recognition  of 
their  special  problems  should  be  accorded. 
A good  example  is  the  need  for  under- 
standing and  mutual  good  will  in  the  rela- 
tionship between  the  Arkansas  Medical 
Society  and  the  University  of  Arkansas 
School  of  Medicine.  Excellent  relation- 
ships have  usually  obtained,  and  this  has 
worked  to  the  benefit  of  both  the  Medical 
School  and  the  Little  Rock  practitioners. 
Also,  in  the  case  of  metropolitan  areas, 
their  central  geographic  location  has  re- 
sulted in  some  activities  being  relegated 
to  this  area;  it  is  no  desire  on  the  part  of 
their  physicians  to  obtain  more  attention, 
but  usually  has  been  arranged  for  the  con- 
venience of  out-in-the-state  members. 
This  is  especially  applicable  to  areas  such 
as  Pine  Bluff,  Fort  Smith,  Texarkana, 
Little  Rock,  etc.,  all  of  which  have  similar 
problems.  By  and  large,  the  city  medical 
societies  have  no  desire  to  control  State 
Medical  Society  installations  that  hap- 
pened to  be  located  in  their  area,  nor 
should  they;  their  County  Medical  Socie- 
ties are  for  local  function. 

Arkansas  seems  to  be  most  fortunate  in 
the  good  relationships  enjoyed  between 
the  metropolitan  area  societies  and  the 
smaller  societies.  This  works  vastly  to  the 
patient’s  benefit,  which  is  the  ultimate 
aim  of  organized  medicine. 
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MEDICINE  IN  THE  NEWS 

From  Washington  Office,  AMA: 

The  Month  in  Washington 

Washington,  D.  C. — The  seriousness  of 
the  national  problem  of  mental  illness  was 
emphasized  on  three  fronts  recently  in  the 
nation’s  capital. 

First,  the  Joint  Commission  on  Mental 
Illness  and  Health  reported  on  a compre- 
hensive five-year  study  of  the  overall 
problem.  Second,  another  special  govern- 
ment advisory  committee  recommended 
smaller  community-sized  mental  institu- 
tions after  a two-year  study  of  facilities 
for  care  of  the  mentally  ill.  Third,  a Sen- 
ate subcommittee  held  hearings  on  the 
constitutional  rights  of  mental  patients. 

The  Joint  Commission  recommended 
sweeping  reforms  in  the  treatment  of 
mental  illness  as  well  as  expanded  and 
improved  facilities.  It  said  some  gains 
had  been  made  in  the  past  10  years  but 
that  the  need  for  adequate  facilities  for 
humane,  healing  treatment  of  the  men- 
tally ill  is  still  largely  unmet. 

More  than  half  of  the  patients  in  state 
mental  hospitals  do  not  receive  any  treat- 
ment, largely  because  of  inadequate  facili- 
ties, the  commission  said. 

The  commission  recommended  that  gov- 
ernment spending  at  all  levels — federal, 
state  and  local — for  public  mental  patient 
services  be  stepped-up  in  the  next  decade 
from  the  present  $1  billion  a year  to  $3 
billion  a year. 

Another  recommendation  was  that 
there  be  a fully-staffed,  full-time  mental 
health  clinic  for  each  50,000  of  population. 

Dr.  Luther  L.  Terry,  Surgeon  General 
of  the  Public  Health  Service,  urged  state 
governors  to  use  the  advisory  committee’s 
recommendations  as  guidelines  for  im- 
proving mental  health  facilities. 

The  Food  and  Drug  Administration 
after  the  government  filed  suit  against 
two  drug  firms  for  counterfeiting,  re- 
ported that  an  extensive  investigation 
showed  that  there  is  still  relatively  little 
counterfeiting  of  drugs. 

Of  2,700  samples  of  drugs  collected  from 
900  drugstores  in  the  first  three  months 


of  this  year,  only  nine  were  found  to  be 
counterfeit. 

FDA  ordered  manufacturers,  effective 
May  27,  to  supply  samples  of  new  drugs 
for  testing  by  the  government  agency 
prior  to  clearance  for  sale. 

In  the  past,  the  FDA  has  relied  largely 
on  scientific  data  supplied  by  the  manu- 
facturers themselves  in  clearing  a new 
drug  as  being  safe  for  sale.  The  FDA 
tested  the  drugs  only  on  a limited  and  oc- 
casional basis  and  after  they  had  been  put 
on  the  market. 

The  government  is  spending  $4.1  billion 
a year  in  the  health  field,  a Senate  Gov- 
ernment Operations  Subcommittee  re- 
ported. In  the  most  detailed  report  of  its 
kind  ever  published  by  a governmental 
group,  the  Subcommittee,  headed  by  Sen. 
Hubert  H.  Humphrey  (D.,  Minn.),  noted 
that  $1.1  billion  of  the  total  cares  for  sick 
members  of  the  armed  forces  and  their 
dependents  in  hospitals.  The  tab  for  Civil 
Service  workers’  sick  leave  totals  $315  mil- 
lion a year.  About  $650  million  a year  is 
spent  on  medical  research,  with  most  of 
this  carried  out  by  the  National  Institutes 
of  Health  and  the  Veterans  Administra- 
tion. 

The  government  ordered  250  physicians 
drafted  this  year  due  to  the  failure  of 
enough  interns  to  sign  up  for  military 
service.  It  is  the  first  physicians  draft  in 
four  years.  All  of  the  draftees  will  be 
assigned  to  the  Air  Force.  A department 
spokesman  said  the  draft  call  would  not 
prevent  individual  physicians  finishing 
internship  this  year  from  volunteering  for 
Air  Force  medical  duty. 

Among  the  15  outstanding  members  of 
medical  school  faculties  who  will  share  in 
the  $250,000  annual  Lederle  Medical  Fac- 
ulty Awards  program  is  Dr.  Jerome  K. 
Sherman,  University  of  Arkansas  Medi- 
cal School.  The  program  is  administered 
by  an  independent  awards  committee  com- 
posed of  seven  leading  medical  educators. 
The  purpose  of  the  awards  is  to  assist 
able  men  and  women  to  achieve  their  ob- 
jective of  full  time  academic  and  research 
careers  and  to  enable  medical  schools  de- 
velop promising  clinical  teachers  and 
scholars. 


34 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Features 


Since  the  prosjram  started  in  1954,  Led- 
erle  has  allocated  more  than  $2  million  to 
120  faculty  members  in  59  United  States 
and  Canadian  medical  schools. 

EXPENDITURES  OF  THE 
FOUR-YEAR  MEDICAL  SCHOOLS 
IN  THE  U.  S.  — 1959 

Figure  1 and  Figure  2 on  the  following 
page  were  constructed  from  the  expendi- 
ture data  reported  by  the  four-year  medi- 
cal schools  in  the  U.  S.  for  the  year  1958- 
59.  Figure  1 shows,  on  the  left  side,  ex- 
penditures for  the  44  private  medical 
schools  from  funds  available  for  basic 
operations,  ranked  in  order  of  dollar 
amounts  of  expenditures,  and  on  the  right 
side,  the  corresponding  dollar  values  of  ex- 
penditures from  funds  designated  for  spon- 
sored research.  (The  percentages  indicate 
the  proportional  relationship  between  the 
amounts  expended  from  funds  designated 
for  research  and  those  available  for  basic 
operations.)  Figure  2 provides  the  same 
information  for  the  37  public  medical 
schools. 

Comparison  of  the  two  figures  reveals 
that  so  far  as  expenditures  from  funds  de- 
signated for  sponsored  research  are  con- 
cerned, the  average  expenditures  for  the 
private  schools  are  greater  than  those  for 
public  schools,  i.e.,  $1.6  versus  $1.2  million. 
The  reverse  is  true  for  expenditures  from 
funds  available  for  basic  operations:  $2.6 
million  for  public  and  $2.4  million  for  priv- 
ate schools. 

It  is  also  very  apparent  that  while  those 
schools  with  high  expenditures  from  funds 
available  for  basic  opei^ations  tend  also  to 
have  large  expenditures  from  funds  de- 
signated for  sponsored  research,  the  ex- 
tremes in  range  for  both  types  of  expendi- 
tures are  great. 

Expenditures  from  funds  available  for 
basic  operations  range  from  less  than  $1 
million  to  approximately  $6.5  million  for 
the  private  schools;  from  $1.1  to  $6.6  mil- 
lion for  public  schools.  Expenditures  from 
funds  designated  for  sponsored  research 
vary  from  $0.2  million  to  $5.5  million  for 
private  schols ; from  $0.1  million  to  $4.3 
million  for  public  schools. 

The  proportional  relationship  of  funds 
designated  for  sponsored  research  to  those 
available  for  basic  operations  varies  widely 
from  school  to  school.  This  variation  ranges 
from  15%  to  120%  for  private  schools 


(Fig.  1)  and  from  8%  to  127%  for  public 
schools  (Fig.  2). 

The  above  noted  discrepancies  between 
the  expenditures  for  private  and  public 
schools,  and  the  complete  dissimilarity  in 
the  amounts  and  proportional  relationships 
between  the  two  types  of  expenditures  sug- 
gest that  medical  schools  may  not  recognize 
any  common  policy  or  objectives  concern- 
ing the  extent  to  which  expenditures  for 
sponsored  research  should  be  related  to 
their  other  responsibilities.  As  our  schools 
undertake  to  review  such  questions,  it  is 
important  in  each  instance  to  appreciate 
the  total  investment  that  is  being  made  in 
research.  It  is  well  known  that  expendi- 
tures from  funds  designated  for  sponsored 
research  represent  but  a portion  of  the  cost 
of  a school’s  total  program  of  research. 
For  one  thing,  the  indirect  costs  of  spon- 
sored research  are  greater  than  the  allow- 
ances provided  for  them  in  the  grants.  The 
average  allowance  for  indirect  costs  on  all 
grants  for  sponsored  research  for  all  schools 
in  1959  was  approximately  12%.  For  the 
year  1958  the  National  Science  Foundation, 
using  the  “Blue  Book  Formula,”  established 
that  the  actual  range  of  such  indirect  costs 
varied  between  schools  from  18%  to  more 
than  50%'  of  the  grants,  with  an  overall 
average  of  25%  for  all  schools.  (See  Data- 
gram Vol.  1,  No.  12,  June  1960.) 

But  more  important  than  this,  early  re- 
turns from  the  Association’s  study  of  pro- 
gram costs  indicate  that  the  total  net  in- 
vestment in  research  per  school,  over  and 
above  the  amounts  from  sponsored  grants 
and  the  overhead  allowances  provided, 
range  from  $133,753  to  $1,405,000.  The  re- 
turns are  not  yet  sufficient  to  ascertain 
whether  there  exists  any  consistent  correla- 
tion between  the  size  of  a school’s  sponsored 
research  program  and  the  net  financial  im- 
pact upon  funds  available  for  its  basic 
operations.  Undoubtedly  in  many  instances 
it  will  be  considerable. 

All  of  this  emphasizes  the  importance  of 
the  Association’s  study  of  medical  college 
program  costs  that  is  presently  under  way. 
While  figures  indicating  the  total  expendi- 
tures (see  Datagram  Vol.  2,  No.  8B,  Feb- 
ruary 1961)  and  expenditures  by  source  of 
income  (see  J.A.M.A.  Vol.  174,  p.  1433, 
Nov.  12,  1960)  are  important,  their  proper 
use  for  re-evaluating  objectives  and  plan- 
ning for  the  future  can  only  be  accom- 
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EXPENDITURES  fROM  FUNDS  AVAILABLE  FOR  BASIC  OPERATIONS 

AND  FROM  FUNDS  DESIGNATED  FOR  SPONSORED  RESEARCH 
POR  EACH  OF  44  FOUR-YEAR  PRIVATE  AND  37  FOUR-YEAR  PUBLIC  MEDICAL  SCHOOLS  - 1959 

BASIC  OPERATIONS*  SPONSORED  RESEARCH 

(A4U.LI0NS  OF  OOLLAtS) 
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GRANTS  GIFTS ORENDOWMCNT  INCOME  RESTRICTED' 

FOR  PURPOSES  OTHER  THAN  RESEARCH  EXCLUSIVE  OF  STUDENT  AID 
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plished  in  lifi'ht  of  the  knowledge  concern- 
ing costs-and  also  the  facts  that  explain 
the  costs-of  each  of  the  many  educational, 
research  and  service  programs  that  chair- 
acterize  the  manifold  responsibilities  of  the 
modern  school  of  medicine. 


ANNOUNCEMENTS 


The  Arthritis  and  Rheumatism  Founda- 
tion offers  predoctoral,  postdoctoral  and 
senior  investigatorship  awards  in  the  fun- 
damental sciences  related  to  arthritis  for 
the  work  beginning  July  1,  1962.  Dead- 
line for  applications  is  October  31,  1961. 
For  further  information  and  application 
forms,  address  the  Medical  Director, 
Arthritis  and  Rheumatism  Foundation, 
10  Columbus  Circle,  New  York  19,  N.  Y. 

The  University  of  Illinois  College  of 
Medicine  Department  of  Otolaryngology 
will  offer  an  intensive  postgraduate  basic 
and  clinical  program  under  the  direction 
of  Doctor  Emanuel  M.  Skolnik  September 
23-30,  1961.  Interested  physicians  should 
write  direct  to  the  Department  of  Oto- 
laryngology, University  of  Illinois  College 
of  Medicine,  1853  West  Polk  Street,  Chi- 
cago 12,  Illinois. 

Dates  to  Remember 

1961  Annual  Meeting  AMA 
New  York,  N.  Y. 

June  26-30,  1961 

Annual  Meeting,  Arkansas  Academy 
of  General  Practice,  Little  Rock 

Oct.  11-12,  1961 

1961  Clinical  Meeting  AMA 
Denver,  Colorado 

Nov.  27-30,  1961 


Proceedings  of  Societies 


Dr.  Edward  M.  Cooper  has  been  in- 
stalled as  president  of  the  Craighead- 
Poinsett  Medical  Society  for  1961  and  Dr. 
H.  D.  Alston  recording  secretary  and  Dr. 
J.  H.  McCurry  of  Cash  was  elected  as  life- 
time secretary. 

Dr.  Robert  Erie  Merrill,  assistant  medi- 
cal director  of  the  Vanderbilt  Respiratoi’y 
and  Rehabilitation  Center,  was  guest 
speaker  at  the  dinner  meeting  of  the 
Bowie-Miller  Medical  Society  in  March. 
Dr.  Merrill  discussed  the  type  diseases  and 
birth  defects  that  are  being  treated  and 
diagnosed  at  the  Vanderbilt  Center.  He 
gave  comprehensive  survey  reports  of 
birth  defects  and  the  rise  and  fall  in  the 
number  of  various  diseases  of  children. 
He  explained  that  a major  portion  of  the 
expense  of  the  research  center  is  paid  by 
the  National  Foundation,  which  is  now 
working  with  all  type  birth  defects  and 
crippling  diseases  in  addition  to  polio. 

A business  meeting  was  held  following 
Dr.  Merrill’s  talk  and  slide  program. 

The  Second  District  Medical  meeting 
was  held  in  Batesville  on  Doctors’  Day, 
March  30th.  Doctors  and  their  wives  were 
present  from  Newport,  Heber  Springs, 
Searcy,  Mountain  View  and  Batesville. 
The  program  was  presented  by  Mr.  John 
Morrow,  a local  historian  and  an  author- 
ity on  General  Nathan  Bedford  Forrest, 
who  gave  a talk  on  the  life  of  Dr.  John 
Wyeth.  Dr.  Wyeth  practiced  in  and 
around  Augusta,  Arkansas  right  after  the 
Civil  War  and  later  returned  to  New  York 
City  after  postgraduate  study  in  Europe. 
There  he  formed  the  New  York  Poly  Clin- 
ic Postgraduate  Hospital  which  was  the 
first  institution  of  its  kind  in  the  U.  S. 
He  later  became  president  of  the  Ameri- 
can Medical  Association.  Mr.  Morrow  had 
researched  the  talk  thoroughly  and  it  was 
a very  fascinating  presentation.  Discus- 
sion of  legislation  involving  the  Ander- 
son-King  Bill  was  conducted  first  by  the 
president  of  the  Auxiliary,  Mrs.  Sai’ah 
Keller  of  Mountain  View  and  by  Dr.  J.  J. 
Monfort,  president  of  the  Arkansas  Medi- 
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cal  Society.  As  Dr.  Monfort  got  up  to 
speak,  Mrs.  Paul  Gray  interrupted  him 
and  presented  a “This  Is  Your  Life”  pro- 
gram on  the  life  of  Dr.  Monfort.  Several 
hundred  pamphlets  of  “Socialized  Medi- 
cine and  You”  and  “Let’s  Help  Those  Who 
Need  to  be  Helped”  were  distributed. 


©bituary 


Dr.  Rowland  Hill  Evans,  65,  physician 
of  Chatfield  (Crittenden  County),  died 
March  13,  1961  in  a Memphis  hospital. 
He  began  his  medical  practice  in  Mc- 
Crory,  where  he  lived  for  12  years  before 
moving  to  Chatfield.  He  was  a member 
of  the  Arkansas,  Southern  and  American 
Medical  Societies  and  the  Phi  Ki  medical 
fraternity.  He  was  a Baptist. 

Survivors  include  his  widow  and  two 
sisters.  Funeral  services  were  conducted 
in  Citizens  Funeral  Chapel  in  West  Mem- 
phis and  burial  was  in  Forrest  Hill  Ceme- 
tery, Memphis. 

Dr.  Homer  A.  Higgins,  aged  75,  of  Win- 
ter Park,  Florida,  died  in  an  Orlando, 
Fla.  hospital.  He  was  a former  dean  of 
surgery  at  the  University  of  Arkansas 
Medical  School.  Funeral  services  and  bur- 
ial were  in  Little  Rock. 

Dr.  Henry  E.  Mobley,  70,  prominent 
Morrilton  physician,  died  April  2 and  fu- 
neral was  conducted  in  the  Presbyterian 
Chiu’ch  with  burial  in  Elmwood  Cemetery, 
Morrilton.  He  was  a native  of  Logan 
County  and  had  practiced  medicine  in 
Morrilton  since  1919.  He  was  a member 
of  the  Conway  County  Medical  Society, 
Arkansas  Medical  Society  and  American 
College  of  Surgeons  and  the  International 
College  of  Surgeons. 

He  is  survived  by  his  widow,  Mrs. 
Emma  Louise  Metzger  Mobley  and  a son. 
Dr.  Jack  Mobley  of  Morrilton,  six  broth- 
ers, two  sisters  and  three  grandchildren. 

Dr.  Gaylord  Floyd  McLeod,  Magnolia 
City  health  officer,  died  March  18,  1961. 
He  was  a native  of  Mississippi  and  had 


practiced  medicine  in  Columbia  County 
from  1913  to  his  retirement  several  years 
ago.  He  was  a member  of  the  First  Pres- 
byterian Church.  He  is  survived  by  his 
widow,  two  sons,  a daughter,  a sister  and 
six  grandchildren.  Burial  was  in  the  Mag- 
nolia Cemetery. 


PERSONAL  AND  NEWS  ITEMS 


Dr.  Anthony  T.  DePalma,  president  of 
the  Northwest  Arkansas  Mental  Health 
Association,  attended  Region  IV  Confer- 
ence of  the  National  Association  for  Men- 
tal Health.  This  region  consists  of  Arkan- 
sas, Iowa,  Kansas,  Louisiana,  Missouri, 
Nebraska,  North  Dakota,  Oklahoma, 
South  Dakota,  and  Texas.  This  was  the 
first  meeting  of  the  group  and  it  was  held 
at  Winrock  April  6,  7,  and  8. 

Dr,  G.  F.  Wynne  has  been  named  presi- 
dent of  the  Warren  Rotary  Club  for 
1961-62.  Dr.  Wynne  has  been  prominent 
in  civic  endeavor  and  in  the  work  of  the 
First  Methodist  Church  of  Warren. 

The  Arkansas  Academy  of  General 
Practice  held  a regional  postgraduate 
seminar  at  Hope  in  March.  Speakers  were 
Dr.  Betty  Lowe  of  Texarkana,  Dr.  Deane 
D.  Wallace  of  Little  Rock,  and  Dr.  Wil- 
liam F.  Guerriero  of  Dallas.  Dr.  Forney 
G.  Holt  was  in  charge  of  arrangements. 

Dr.  Charles  T.  Wallace,  Perryville,  Ar- 
kansas, has  reached  his  92nd  year,  and 
retired  in  1957  after  many  years  practic- 
ing medicine  in  the  hill  country  of  Perry 
County.  He  is  a graduate  of  the  Univer- 
sity of  Arkansas  Medical  School,  and  his 
group  was  the  first  to  receive  their  de- 
grees in  gowns.  Dr.  Wallace  says  that  in 
the  early  days  of  his  practice  doctors  had 
to  go  by  symptoms  since  they  did  not 
have  the  aid  of  X-ray  to  diagnose  ill- 
nesses. 

Drs.  Anderson  and  Tilley  of  Arkadel- 
phia  announce  the  association  of  Dr.  Rob- 
ert W.  Hunter  in  the  general  practice  of 
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medicine  and  surgery  effective  July  1. 
Dr.  Hunter  is  a graduate  of  the  Univer- 
sity of  Arkansas  School  of  Medicine,  and 
is  completing  his  internship  at  St.  Vin- 
cent’s Infirmary  with  special  work  in  Pe- 
diatrics. 

Dr.  Herbert  H.  Hollis  is  a new  physi- 
cian and  surgeon  in  Forrest  City  and  is 
now  associated  with  Dr.  George  T.  Mc- 
Phail.  Dr.  Hollis  came  from  Woodbury, 
Tenn.  where  he  had  practiced  for  some 
time. 

Dr.  W.  E.  Knight,  orthopedic  surgeon 
of  Fort  Smith,  was  the  featured  speaker 
at  the  noon  meeting  of  the  Optimist  club 
of  Little  Rock  in  April. 

Word  has  been  received  of  the  engage- 
ment of  Dr.  Gordon  Newton  of  Camden, 
and  Miss  Annelise  Steinbrenner  of  Riss- 
kov,  Denmark.  After  a May  wedding  at 
the  Risskov  Lutheran  Church  the  couple 
will  make  their  home  in  St.  Louis,  Mis- 
souri, where  Dr.  Newton  will  be  affiliated 
with  Barnes  Hospital. 

Dr.  W.  H.  Bruce,  Jefferson  County 
Health  officer  for  more  than  25  years, 
was  honored  March  23  with  a citation 
signed  by  over  1,000  persons.  The  com- 
mendation was  called  a “Declaration  of 
Appreciation.’’  When  Dr.  Bruce  arrived 
in  Pine  Bluff  more  than  25  years  ago  to 
take  over  the  duties  as  health  officer,  his 
headquarters  was  an  office  in  a second 
story  of  a building  in  downtown  Pine 
Bluff.  He  personally  solicited  funds  and 
headed  a drive  to  build  and  equip  a new 
health  department  office  building.  The 
new  building  was  constructed  in  1939  by 
the  WPA. 

Dr.  Louis  O.  Lambiotte  of  Fort  Smith, 
was  the  moderator  at  a session  of  the  Ar- 
kansas Society  of  Medical  Technologists 
during  its  convention  in  Fort  Smith  in 
April. 

Dr.  G.  L.  Hardgrave  of  Clarksville,  is 
another  physician  who  has  passed  the 
fifty-year  mark  in  service  in  the  field  of 
medicine.  He  was  born  near  Clarksville, 
and  after  graduating  from  the  Arkansas 


University  School  of  Medicine,  began 
practice  in  his  home  county  in  1911. 


New  Members  . . . 


Dr.  Thomas  Moore  Fletcher  is  a new 

member  of  the  Pulaski  County  Medical 
Society.  He  is  a native  of  Nashville,  Ten- 
nessee, and  obtained  his  preliminary  edu- 
cation from  the  Louisiana  State  Univer- 
sity at  Baton  Rouge,  Louisiana.  His  M.D. 
degree  was  obtained  from  the  University 
of  Arkansas  School  of  Medicine  in  1953. 
Dr.  Fletcher  practiced  at  the  St.  Louis 
City  Hospital,  July  1953-July  1956;  Co- 
lumbia-Presbyterian  Medical  Center,  New 
York  City,  July  1956-January  1961.  He 
is  a neurosurgeon  at  the  Medical  Center 
in  Little  Rock. 

Dr.  Anthony  Frank  Isele,  425  West 
Jackson,  Piggott,  Arkansas,  is  a new 
member  of  the  Greene-Clay  County  Medi- 
cal Society.  Dr.  Isele  was  born  in  Memphis, 
Tennessee ; graduated  from  the  University 
of  Tennessee,  Knoxville,  Tennessee,  in 
1957  with  a B.S.  degree.  He  received  his 
medical  education  from  the  University  of 
Tennessee,  in  Memphis,  and  graduated 
from  there  in  1959.  Dr.  Isele  is  a general 
practitioner  and  is  on  the  staff  of  the 
Piggott  Hospital. 

A new  member  of  the  Saline  County 
Medical  Society  is  Dr.  J.  L.  Mart  indale 
of  Emmet,  Arkansas.  Dr.  Martindale 
graduated  from  the  Ouachita  Baptist  Col- 
lege in  Arkadelphia,  in  1953  with  a B.S. 
degree  and  in  1957  was  graduated  from 
the  Arkansas  Medical  School,  in  Little 
Rock.  He  received  two  years  of  training 
in  ENT  while  serving  at  the  U.  S.  Army 
Hospital  in  Fort  Hood,  Texas,  from  1958 
to  1960.  Dr.  Martindale  is  on  the  staff  of 
the  Saline  County  Memorial  Hospital  and 
is  practicing  medicine  at  225  South  Mar- 
ket Street  in  Benton. 

Dr.  John  R.  Stotts,  of  Searcy,  Arkan- 
sas, is  now  doing  general  practice  at  1401 
Main,  North  Little  Rock.  Dr.  Stotts,  a 
new  member  of  the  Pulaski  County  Medi- 
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cal  Society,  received  a M.S.  degree  in 
Pharmacology  from  the  University  of 
Maryland,  Baltimore,  in  1953  and  in  1959, 
he  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine,  Little  Rock. 
He  is  an  associate  staff  member  at  Arkan- 
sas Baptist  Hospital  and  at  St.  Vincent’s 
Hospital. 

A new  member  of  the  Pulaski  County 
Medical  Society  is  Dr.  David  L.  Liberman, 
neuropsychiatrist.  Dr.  Liberman  was  born 
in  Brooklyn,  New  York,  and  received  his 
preliminary  education  at  the  University 
of  Chicago  in  Chicago,  Illinois.  In  1918 
he  graduated  from  the  University  of  Illi- 
nois having  earlier  attended  Yale  Univer- 
sity in  New  Haven,  Connecticut.  Dr.  Lib- 
erman has  opened  his  office  at  409  Wood- 
lane,  Little  Rock,  after  retiring  from  40 
years  of  Government  service. 

An  office  has  been  opened  at  308  Plaza 
in  West  Helena,  by  Dr.  Evan  James  Kurts, 
new  member  of  the  Phillips  County  Medi- 
cal Society.  Dr.  Kurts,  a general  prac- 
titioner, was  born  in  Union,  Mississippi, 
and  received  his  preliminary  education  at 
Millsaps  College  in  Jackson,  Mississippi. 
In  1956,  he  graduated  from  the  University 
of  Tennessee  College  of  Medicine,  Mem- 
phis, Tennessee.  He  is  the  secretary- 
treasurer  on  the  staff  of  the  Helena  Hos- 
pital. 

Lawrence  County  Medical  Society  has 
a new  member  from  Lynn,  Arkansas.  He 
is  Dr.  Wayne  B.  Glenn,  general  practi- 
tioner. Dr.  Glenn  graduated  in  1958  from 
the  University  of  Arkansas  School  of 
Medicine  in  Little  Rock,  having  received 
his  preliminary  education  at  Arkansas 
State  College  in  Jonesboro.  He  is  a mem- 
ber of  Lawrence  Memorial  Hospital  medi- 
cine staff  and  is  practicing  at  101  Poca- 
hontas Road  in  Walnut  Ridge,  Arkansas. 

From  Elgin,  Texas,  comes  Dr.  M.  Wayne 
Reynolds  to  Saline  County  Medical  Soci- 
ety. He  is  now  practicing  at  147  South 
Market  in  Benton,  Arkansas.  In  1951  he 
received  a B.S.  degree  from  Union  College 
in  Lincoln,  Nebraska,  and  in  1958,  Dr. 
Reynolds  graduated  from  the  College  of 


Medical  Evangelists,  Loma  Linda,  Cali- 
fornia. 

A graduate  of  1959  from  the  University 
of  Tennessee  College  of  Medicine — Mem- 
phis— is  Dr.  Daniel  Tonymon,  new  mem- 
ber of  the  Phillips  County  Medical  Soci- 
ety. Born  at  Marvell,  Ai’kansas,  Dr.  Tony- 
mon received  a B.A.  degree  in  1950  from 
the  University  of  Illinois,  Urbana,  Illinois. 
He  is  on  the  staff  of  the  Helena  Hospital 
and  is  practicing  in  Marvell. 

A new  member  of  the  Miller  County 
Medical  Society  is  Dr.  Mitchell  Young.  He 
is  a native  of  Texarkana,  Arkansas,  and 
obtained  his  preliminary  education  at  the 
University  of  Arkansas  at  Fayetteville, 
from  which  he  received  a B.S.  degree.  His 
M.D.  degree  was  obtained  from  the  Uni- 
versity of  Arkansas  School  of  Medicine  in 
1953.  Dr.  Young  practiced  from  1953- 
1955  at  St.  Louis  City  Hospital  and  1958- 
1961  at  Parkland  Memorial  Hospital.  He 
is  a General  Surgeon  with  his  office  at 
322  East  Fifth  in  Texarkana. 

A new  member  of  the  Garland  County 
Medical  Society  is  Dr.  D.  B.  Stough  III. 
He  is  a native  of  Hot  Springs,  Arkansas, 
and  obtained  his  preliminary  education  at 
the  University  of  Arkansas  from  which 
he  received  a B.S.  degree.  His  M.D.  degree 
was  obtained  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1953.  Dr. 
Stough  practiced  one  year  at  Tyler,  Texas, 
and  two  years  at  Miami,  Florida.  He  is  a 
dermatologist  with  his  office  in  the  Medi- 
cal Office  Building  in  Hot  Springs. 

Dr.  James  R.  Mayfield  is  a new  member 
of  the  Craighead-Poinsett  County  Medical 
Society.  He  is  a native  of  Humboldt,  Ten- 
nessee, and  obtained  his  preliminary  edu- 
cation at  the  University  of  Tennessee.  He 
was  graduated  from  the  University  of 
Tennessee  Medical  School  in  1954.  Dr. 
Mayfield  practiced  in  Memphis  from 
1955-1956,  U.  S.  Air  Force  1956-1958,  and 
served  residency  in  Anesthesiology  from 
1958-1960.  Dr.  Mayfield  is  an  anesthesi- 
ologist at  the  St.  Bernard  Hospital  in 
Jonesboro. 
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Dr.  William  B.  Riley,  Jr.  is  a new  mem- 
ber of  the  Pulaski  County  Medical  Society. 
He  is  a native  of  McGehee,  Arkansas,  and 
received  his  preliminary  education  from 
the  Baylor  University  in  Texas.  His  M.D. 
degree  was  obtained  from  the  University 
of  Arkansas  Medical  School  in  1959.  Dr. 
Riley  is  a general  practitioner  with  his 
office  at  2213  South  Tyler  in  Little  Rock. 

Ur.  B.  G.  Parker  has  been  accepted  in 
the  Logan  County  Medical  Society.  A na- 
tive of  Stilwell,  Oklahoma,  Dr.  Parker  re- 
ceived his  preliminary  education  at  the 
University  of  Fayetteville,  and  was  gradu- 
ated from  the  University  of  Arkansas 
School  of  Medicine  in  1959.  He  completed 
his  internship  at  St.  Benedict’s  Hospital, 
Ogden,  Utah,  and  has  opened  his  office 
at  121  E.  3rd  in  Booneville. 

A new  member  of  the  St.  Francis  Coun- 
ty Medical  Society  is  Dr.  Marvin  L.  Puri- 
foy,  1740  Lindauer  Road,  Forrest  City. 
Dr.  Purifoy  was  born  in  Texarkana,  Ar- 
kansas, and  received  his  preliminary  edu- 
cation at  the  University  of  Arkansas  at 
Fayetteville.  His  M.D.  degree  was  re- 
ceived from  the  University  of  Arkansas 
School  of  Medicine  at  Little  Rock  in  1959. 
After  serving  an  internship  at  the  St.  Vin- 
cent Infii’mary,  Little  Rock,  Arkansas, 
Dr.  Purifoy  entered  general  practice  at 
the  above  mentioned  address. 


Dr.  Henry  B.  Rogers  is  a new  member 
of  the  Union  County  Medical  Society.  He 
is  a native  of  El  Dorado,  Arkansas,  and 
received  his  preliminary  education  from 
the  University  of  Arkansas  at  Fayette- 
ville, from  which  he  received  a B.S.  de- 
gree. His  M.D.  degree  was  obtained  from 
the  University  of  Arkansas  School  of 
Medicine  in  1955.  Dr.  Rogers’  served  in 
the  U.  S.  Army  in  France  from  1958  to 
1960.  He  is  a pediatrician  with  his  office 
at  516  W.  Faulkner,  El  Dorado. 
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The  Columbia  County  Medical  Auxil- 
iary has  presented  the  book  “Macmillan 
Medical  Cyclopedia’’  by  William  Thomp- 
son, to  the  Columbia-Lafayette  Regional 
Library,  honoring  all  Columbia  County 
doctors  on  Doctors’  Day. 


The  Greene -Clay  County  Medical  Soci- 
ety Auxiliary  honored  the  doctors  in  that 
county  with  recognition  and  a red  carna- 
tion presented  to  each  doctor  by  Mrs.  Hil- 
lard Duckworth,  president  of  the  Auxil- 
iary. 


A new  member  of  the  Garland  County 
Medical  Society  is  Dr.  Shelby  S.  Gamble. 
Dr.  Gamble  was  born  in  Pollock,  Missouri, 
and  attended  school  in  Omaha,  Nebraska. 
His  M.D.  degree  was  received  from  the 
University  of  Nebraska  College  of  Medi- 
cine in  1937.  Dr.  Gamble  is  a director  of 
Medical  Services,  Hot  Springs  Rehabilita- 
tion Center,  in  Hot  Springs. 

A new  member  of  the  Pulaski  County 
Medical  Society  is  Dr.  Ben  M.  Lincoln. 
Dr.  Lincoln  was  born  in  Paragould,  Ar- 
kansas, and  attended  school  at  the  Uni- 
versity of  Arkansas  at  Fayetteville.  His 
M.D.  degree  was  received  from  the  Uni- 
versity of  Arkansas  School  of  Medicine  in 
1954.  Dr.  Lincoln  is  an  instructor  in  Sur- 
gery at  the  University  of  Arkansas  Medi- 
cal Center. 


The  Mississippi  County  Medical  Auxil- 
iary sponsored  a benefit  luncheon  and 
fashion  show  on  April  7 at  the  Blytheville 
Country  Club.  Proceeds  derived  from  this 
affair  will  go  to  the  Well  Child  Clinic  to 
buy  polio  vaccine. 

The  Auxiliary  honored  the  doctors  of 
Blytheville  and  the  Blytheville  Air  Force 
Base  on  Doctors’  Day  with  a banquet  at 
the  Country  Club. 

A $100  donation  toward  completion  of 
the  chapel  at  the  Arkansas  Children’s 
Colony  was  made  recently  by  the  Wom- 
en’s Auxiliary  to  the  Pulaski  County  Med- 
ical Society.  It  was  in  honor  of  Pulaski 
County  physicians  in  connection  with 
“Doctor’s  Day.’’  Mrs.  W.  J.  Swarz  was 
Doctor’s  Day  chairman. 
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Book  Reviews 


W.  B.  SAUNDERS  COMPANY  features 
the  following  recent  books  in  their  full 
page  advertisement  appearing  elsewhere  in 
this  issue: 

WHITE— CLINICAL  DISTURBANCES 
OF  RENAL  FUNCTION 
Diagnosis  and  treatment  measures  for 
kidney  disorders 

RUBIN— THORACIC  DISEASES 
Covers  both  medical  and  surgical  man- 
agement 

MAYO  CLINIC— DIET  MANUAL 
Recent  advances  in  food,  vitamin  and 
dietary  practice 

THE  CYBERNETICS  OF  NATURAL  SYSTEMS, 
by  D.  and  K.  Stanley-Jones,  pp.  145,  published 
by  the  Pergamon  Press,  New  York,  1960. 

Norbert  Wiener  popularized  the  theory  of  feed- 
back and  called  this  science  Cybernetics.  There 
has  been  discussion  in  the  lay  literature  about 
this.  The  authors  of  this  book  have  used  this 
theory  as  a means  to  explore  certain  biological 
systems.  For  example,  the  authors  have  studied 
decerebrate  animals  and  spinal  animals  to  show 
how  reflexes  fall  into  this  system  of  controls. 
There  is  one  brief  discussion  of  the  relationship 
between  cybernetics  and  acute  and  chronic  polio- 
myelitis. Of  particular  interest  are  the  chapters 
on  control  of  voluntary  and  involuntary  muscles. 
This  book  in  some  ways  bears  resemblance  and 
relationship  to  Sherrington’s  book  on  INTEGRA- 
TION OF  THE  NERVOUS  SYSTEM.  This  book 
consists  of  only  145  pages  and  is  not  recommended 
except  to  those  interested  in  the  wide  field  of  gen- 
eral biology  or  research,  especially  in  the  field 
of  neurology.  AK 

OCCUPATIONAL  DISEASES  AND  INDUS- 
TRIAL MEDICINE  by  Rutherford  T.  Johnstone, 
M.D.,  Consultant  in  Industrial  Medicine,  Clinical 
Professor  of  Preventive  Medicine  and  Public 
Health,  and  Clinical  Professor  of  Medicine,  Uni- 
versity of  California  at  Los  Angeles,  and  Seward 
E.  Miller,  M.D.,  Director,  Institute  of  Industrial 
Health,  Professor  of  Medicine,  Medical  School, 
Professor  of  Industrial  Health,  School  of  Public 
Health,  L-niversity  of  Michigan,  Ann  Arbor,  il- 
lustrated pp.  482,  published  by  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1960. 

Industrial  medicine  is  becoming  more  and  more 
important.  Almost  every  physician  touches  on 
this  interesting  field  in  his  practice.  Johnstone 
and  Miller  have  written  a rather  easy -to -read 


fundamental  textbook  on  industrial  medicine.  It 
is  a rather  brief  book  for  such  a broad  field  and, 
therefore,  would  hardly  qualify  as  a reference 
book,  although  it  is  entirely  suitable  as  a text. 
This  text  has  paid  special  attention  to  chemical 
agents  and  this  is  becoming  more  and  more  a fac- 
tor in  industrial  medicine.  Almost  every  advance 
in  chemistry  brings  the  problem  of  what  will  this 
drug  do  to  a human  being?  Some  of  these  chem- 
ical hazards  are  discussed.  There  is  also  some  dis- 
cussion of  injury  from  physical  agents;  this  is 
rather  short,  however.  This  book  is  recommended 
as  a general  text  or  primer  in  occupational  medi- 
cine. AK 


TUBERCULOSIS  ABSTRACTS 

Sponsored  by 

The  Arkansas  Tuberculosis  Association 


DRUG  RESISTANCE  IS  INCREASING 

James  W.  Raleigh,  M.D.,  Bulletin  of  the  National 
Tuberculosis  Association,  January,  1961. 

Studies  in  the  United  States  and  in  Great 
Britain  show  that  drug-resistant  tubercu- 
losis in  previously  untreated  patients  is  on 
the  increase.  The  public  health  as  well  as 
the  clinical  implications  of  this  problem 
must  be  considered  in  planning  programs 
in  the  future. 

If  tuberculosis  is  to  be  eliminated,  tim- 
ing is  vital.  The  principal  drugs,  strepto- 
mycin, isoniazid,  and  PAS  (para-amino- 
salicylic acid)  must  be  brought  to  bear 
while  their  potential  is  still  at  its  height 
and  before  their  value  goes  swirling  down 
the  drain  with  the  widespread  emergence 
of  drug-resistant  strains  of  tubercle  bacilli. 

The  present  situation  with  respect  to  in- 
fection by  drug-resistant  tubercle  bacilli 
is  by  no  means  entirely  clear. 

In  1952,  the  Veterans  Administration- 
Armed  Forces  Study  Group  reported  on 
the  initial  streptomycin  susceptibility  pat- 
tern of  more  than  2,000  tuberculosis  pa- 
tients admitted  for  treatment  during  the 
previous  year  who  had  no  prior  chemo- 
therapy. Just  over  2.5  per  cent  of  these 
patients  yielded  cultures  showing  “pri- 
mary,” or  pretreatment,  resistance  to 
streptomycin.  It  was  concluded  that 
streptomycin -resistant  tubercle  bacilli, 
however  much  of  a clinical  problem  they 
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might  be,  had  not  yet  become  an  epidemio- 
logic factor  of  importance. 

INCIDENCE  UP 

In  the  Veterans  Administration-Armed 
Forces  1957  study,  the  incidence  of  drug- 
resistant  tubercle  bacilli  in  untreated  pa- 
tients was  up  to  5 per  cent.  The  Medical 
Research  Council  of  Great  Britain  in  a 
similar  survey  of  previously  untreated  pa- 
tients found  primary  drug-resistant  strains 
in  almost  4 per  cent  of  those  tested. 

Later  reports  are  even  more  disquieting. 
In  1958  two  committees  of  the  Interna- 
tional Union  Against  Tuberculosis  studied 
the  occurrence  of  drug-resistant  tubercle 
bacilli  in  patients  admitted  consecutively 
to  72  tuberculosis  treatment  centers  in  17 
different  countries  of  Asia,  Europe,  North 
and  South  America.  Among  1,400  patients 
who  had  had  no  chemotherapy  prior  to  ad- 
mission, the  incidence  of  drug-resistant 
tubercle  bacilli  ranged  from  2.7  per  cent  to 
19  per  cent  and  averaged  6.5  per  cent.  The 
United  States  was  well  above  the  average 
with  8.7  per  cent.  Simultaneous  resistance 
to  two  drug  occurred  in  1.5  per  cent;  re- 
sistance to  all  three  drugs  was  rare,  but 
all  five  cases  reported  were  from  the 
United  States. 

The  incidence  of  bacilli  resistant  to 
streptomycin,  isoniazid,  and  PAS  in  pa- 
tients with  no  history  of  previous  treat- 
ment is,  therefore,  on  the  increase.  If  the 
8.7  per  cent  incidence  is  correct  for  the 
nation  as  a whole,  and  if  we  have  75,000 
new  active  cases  of  tuberculosis  reported 
annually  in  the  United  States  for  the  next 
few  years,  then  each  year  at  least  6,000  of 
the  new  cases  will  yield  bacilli  resistant  to 
one  or  more  of  the  three  major  drugs; 
roughly  2,500  resistant  to  isoniazid,  2,500 
to  streptomycin,  and  the  remainder  to 
PAS. 

The  U.  S.  Public  Health  Service  has  cal- 
culated that  among  the  36  million  individ- 
uals in  this  country  now  infected  by  tu- 
bercle bacilli  but  not  yet  ill,  the  new  active 
case  rate  will  be  approximately  85  per 
100,000  population  per  year  for  the  next 
four  or  five  years.  If  these  relationships 
hold  true,  6,000  new  active  cases  of  tuber- 
culosis with  drug-resistant  bacilli  are  ac- 
tually a reflection  of  more  than  7 million 
individuals  now  infected  by  such  bacilli, 


but  not  yet  manifestly  ill  with  tuberculo- 
sis. If  the  evolution  in  this  gi’oup  fi’om  in- 
fection to  disease  is  more  frecjnent  or  more 
rapid  than  usual,  the  population  infected 
with  resistant  bacilli  may  be  less  than  7 
million ; if,  on  the  other  hand,  this  transi- 
tion in  those  infected  with  resistant  bacilli 
(particularly  isoniazid  resistant)  is  slower 
or  less  frequent,  the  reservoir  of  drug- 
resistant  tuberculous  infection  may  be 
even  greater  than  7 million. 

Thus,  it  seems  inescapable  that  in  the 
drug  resistance  being  discovered  with  in- 
creasing frequency  among  previously  un- 
treated patients,  we  are  seeing  only  that 
small  segment  of  the  iceberg  that  rears 
above  the  surface. 

WHAT  PRICE  RESISTANCE? 

What  can  be  done  about  this  trend  ? The 
first  step,  of  course,  is  to  recognize  that 
the  emergence  of  drug-resistant  tubercle 
bacilli  is  not  merely  a clinical  handicap,  but 
also  an  epidemiologic  fact.  Our  attitude 
toward  drug  resistance  must  be  refocused 
to  recognize  its  broad  public  health  im- 
plication as  well  as  its  disadvantages  to  the 
individual  patient. 

Chesterton,  in  one  of  his  famous  para- 
doxes, is  quoted  as  saying,  “Whatever  is 
worth  doing  is  worth  doing  badly.”  We 
sometimes  seem  to  adopt  this  point  of  view 
in  insisting  that  inadequate  treatment  of 
tuberculosis  is  better  than  no  treatment  at 
all.  Token  treatment  with  isoniazid  alone 
has  been  prescribed  for  patients  all  over 
the  world,  many  of  them  with  far  advanced 
tuberculosis,  extremely  poor  nutrition,  and 
socio-economic  burdens  of  crushing  magni- 
tude. We  will  not  cure  them,  we  have  ar- 
gued, but  a few  months  of  bacteriologic 
remission  and  of  clinical  improvement  is 
justified  on  public  health  grounds. 

We  must  now  begin  to  ask  ourselves 
whether  widespread  infection  by  drug- 
resistant  tubercle  bacilli  isn’t  too  high  a 
price  to  pay  for  such  transitory  benefits. 
What  has  always  been  recognized  as  in- 
ferior treatment  from  a clinical  point  of 
view  seems  now  to  be  losing  its  justifica- 
tion from  the  public  health  point  of  view. 
The  administration  of  isoniazid  to  patients 
who  have  no  real  chance  of  achieving  com- 
plete control  of  their  disease  with  this 
drug  alone  may  be  short-sighted  public 
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health  practice  as  well  as  second-rate  medi- 
cine. 

Even  in  underdeveloped  areas,  the  con- 
tinued use  of  inadeQuate  chemotherapy  as 
a public  health  measure  is  not  being  recog- 
nized for  what  it  is — a two-edged  sword 
which  may  make  the  eventual  control  of 
tuberculosis  in  those  areas  more  rather 
than  less  difficult  than  it  need  be. 

Clinicians,  too,  need  to  sharpen  their 
public  health  perspective  in  prescribing 
treatment.  In  planning  the  treatment  of 
newly -diagnosed  patients,  information 
about  the  drug  susceptibility  of  patients’ 
organisms  is  essential.  With  the  growing 
possibility  of  drug-resistant  infection,  pre- 
treatment drug  susceptibility  studies  are 
essential.  Much  of  the  delay  and  much  of 
the  reluctance  of  clinicians  to  wait  for  this 
information  before  starting  treatment 
could  be  avoided  if  susceptibility  studies 
were  started  routinely  on  the  diagnostic 
sputum  examination. 

If  for  any  reason  one  cannot  await  the 
results  of  pretreatment  susceptibility 
tests,  one  may  initiate  treatment  with  a 
second-time  combination,  such  as  cycloser- 
ine and  viomycin,  or  initiate  treatment 
with  all  three  major  drugs,  each  given 
daily.  In  either  instance,  substantial 
therapeutic  progress  can  be  made  with 
little  risk  and  without  hazarding  the  loss 
of  susceptibility  to  one  of  the  major  drugs. 
Once  the  laboratory  information  is  avail- 
able, the  drug  treatment  can  be  tailored  to 


provide  the  most  effective  combination  for 
the  patient’s  specific  needs. 


Editor  of  the  Journal  of  the 
Arkansas  Medical  Society 
FIFTY  YEAR  CLUB 
BREAKFAST  April  18 

It  is  not  merely  a conventional  matter 
but  a real  pleasure  that  we  offer  the  State 
Society  our  appreciation  and  sincere 
thanks  for  their  thoughtfulness  and  gen- 
erosity for  the  nice  meal  and  the  oppor- 
tunity it  gives  this  club  or  group  to 
assemble  once  each  year  for  a most  en- 
joyable hour. 

Dr.  H.  W.  Schmidt  from  the  Mayo  Clin- 
ic presented  a great  array  of  artificial 
Dry  and  Wet  fly  fishing  tackle  and  quite 
an  elaborate  talk  on  the  mode  of  using 
these.  His  remarks  were  a real  treat  to 
the  Isaac  Walton’s  present. 

Our  good  friend  C.  Hamilton  Moses  hon- 
ored us  with  wonderful  ideas  and  enter- 
taining humor.  We  extend  our  sincere 
thanks  to  each  speaker. 

Dr.  Davis  W.  Goldstein  of  Fort  Smith 
was  installed  as  president  and  Dr.  J.  G. 
Gladden  of  Harrison  named  president- 
elect. I remain  secretary. 

Dr.  J.  H.  McCurry,  of  Cash,  Secretary 
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^New  Product  Announcement 


a significant 
achievement  in 
corticosteroid  research 

HAIDRONE" 

(paramelhasone  acclatc.  Lilly) 


• predictable  anti-inflammatory  effect 

• low  incidence  of  untoward  reactions 


Available  in 

Tablets  Maldronc,  1 mg.,  Yellow 

bottles  of 

(scored) 

• 

30,  100, 

'tablets  Haldrone,  2 mg.,  Orange 

and  500 

(scored) 

LILLY  AND  COf 

APANY  . INDIANAPOLIS  B,  INDIANA,  U.  S.  A. 

140051 


inside  as  well  as  outside  the  hospital . . . 
staphylococci  usually  remain  sensitive  to 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

That  the  sensitivity  patterns  of  “street”  staphylococci  differ  widely  from  those  of 
hospital  staphylococci  is  a well-established  clinical  factd*®  Although  strains  of '' 
staphylococci  encountered  in  general  practice  have  remained  relatively  sensitive  to 
a number  of  antibiotics,®  the  problem  of  antibiotic-resistant  staphylococci  appears 
to  be  a threat  to  all  patients  in  hospitals  today.  It  is  encouraging  to  note,  however,  : 

. . that  a relatively  small  percentage  of  strains  develop  resistance  to  chloram- 
phenicol, despite  the  consumption  of  large  amounts  of  this  antibiotic. 

In  one  hospital,  for  example,  CHLOROMYCETIN  “...was  the  only  widely  used 
antibiotic  to  which  few  of  the  strains  were  resistant.”®  In  another  ho.spital,  despite 
steadily  increasing  use  of  CHLOROMYCETIN  since  1956,  “...the  percentage  of 
chloramphenicol-resistant  strains  has  actually  been  lower  in  subsequent  years.”* 
Elsewhere,  insofar  as  hospital  staphylococci  are  concerned,  it  appears  that  “. . . the 
problem  of  antibiotic  resistance  can  be  regarded  as  minimal  for  chloramphenicol. 

CHLOROMYCETIN  (chloi'amphenicol,  Parke-Davis)  is  available  in  various  forms,  including 
Kapseals^^  of  250  mg.,  in  bottles  of  16  and  100. 

See  package  insert  for  details  of  administration  and  dosage. 

Harninff;  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  ' 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloi'amphenicol.  Blood  dyscrasias  have 
occurred  after  short-term  and  with  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less 
potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influ- 
enza, viral  infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautiovs : It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While 
blood  studies  niay  detect  early  peripheral  blood  changes  such  as  leukopenia  or  granulocytopenia,  before 
they  become  irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to 
development  of  aplastic  anemia. 


IN  VITRO  SENSITIVITY  OF  250  STRAINS  OF  STAPHYLOCOCCI 


TO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS* 


CHLOROMYCETIN  78% 


These  strains  of  coagulase-positive  staphylococci  were  isolated  from  hospitalized  patients  at  a 
large  county  hospital  during  the  year  1969.  Sensitivity  tests  were  done  by  the  disc  method. 

^Adapted  from  Bauor,  Perry,  & Kirby' 


Jle/eye»ees:  (l)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirhy,  W.  M.  M.:  J.A.M.A.  173:475, 1960.  (2)  Fisher,  M.  W.: 
Arch.  Int.  Med.  105:413,  1960.  (3)  Cohen,  S.:  Circulation  20:96,  1959.  (4)  Edwards,  T.  S.:  Am.  J.  Ophth. 
48,  Part  11:19,  1959.  (5)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  The  Year  Book  Publishers,  Inc., 
1958,  p.  148.  (6)  Petersdorf,  R.  G.;  Rose,  M.  C.;  Minchew,  H.  B.;  Keene,  W.  R.,  & Bennett;  I.  L.,  Jr.: 
Arch.  Int.  Med.  105:398,  1960.  (7)  Editorial:  J.A.M.A.  173:544,  1960.  (8)  Finland,  M.;  Jones,  W.  E,  Jr..  & 
Bennett,  I.  L.,  Jr.:  Arch.  Int.  Med.  104:365,  1959.  susi 
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Osteoarthritis  of  the  Hip 

Harry  D.  Morris,  M.D.* ** 


Osteoarthritis,  known  as  degenerative 
arthritis,  or  involving  the  hip  joints,  as 
malum  coxae  senilis,  represents  a rapidly 
increasing  segment  of  current  orthopedic 
practice.  This  is  due  undoubtedly  to  the 
increase  in  life  expectancy  and  the  admir- 
able attem.pts  of  the  entire  medical  pro- 
fession to  increase  the  usefulness  and  de- 
crease the  suffering  of  our  senior  citizens. 

ETIOLOGY 

Osteoarthritis  of  the  hip  results  from 
congenital  or  acquired  deformities  in 
childhood  or  adolescence,  such  as  congeni- 
tal coxa  vara  or  congenital  dislocation  or 
subluxation  of  the  hip  with  associated 
dysplasia  of  the  acetabulum,  and  from 
those  due  to  adolescent  epiphyseal  dis- 
turbances, such  as  coxa  plana  or  slip- 
ping of  the  upper  femoral  epiphysis. 
Among  other  predisposing  causes  are  acute 
pyogenic  infections  of  the  joint  or  compli- 
cations of  infectious  diseases  of  childhood 
leading  to  later  painful  degenerative  ar- 
ticular changes.  Trauma  during  adult  ife, 
such  as  dislocation  of  the  hip  witf  or 
without  fracture  of  the  acetabulum,  and 
intercapsular  fractures  of  the  fe'  )ral 
neck  leading  to  aseptic  necrosis  ol  the 
femoral  head,  account  for  many  of  the 
osteoarthritic  hips  seen  in  adults.  And 
lastly,  the  daily  stresses  constantly  im- 
posed on  a major  weight-bearing  joint, 
particularly  if  the  patient  is  overweight, 
are  frequent  causes  of  deterioration  of  the 
hip  joint. 
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PATHOLOGY 

In  the  early  stage  the  femoral  head 
shows  subchondral  cysts  while  some  mar- 
ginal sclerosis  and  diminution  of  the  ar- 
ticular space.  Later  proliferation  of  new 
bone  about  the  femoral  head  and  margin 
of  the  acetabulum  results  in  marginal  ex- 
ostosis. The  cartilage  becomes  irregular 
and  worn  away  over  the  head,  and  sclero- 
sis is  present  in  the  head  and  adjacent 
acetabulum.  Finally,  severe  deformity  be- 
comes evident,  principally  as  a result  of 
mushrooming  of  the  head  over  the  neck  of 
the  bone,  and  outward  subluxation  of  the 
head  may  be  present. 

CLINICAL  CHANGES 

The  principal  early  complaints  are  pain 
chiefly  on  motion,  relieved  by  rest,  and 
increased  stiffness  of  the  hip.  Pain  may 
extend  down  the  thigh  to  the  knee.  Mus- 
cle spasm  gradually  develops  and  the  hip 
characteristically  assumes  a position  of  ex- 
ternal rotation,  flexion  and  adduction. 
Movement  of  the  hip  joint  is  restricted, 
particularly  in  internal  rotation,  and  pain 
and  limping  become  progressively  worse. 
As  flexion  and  adduction  increase,  the  pa- 
tient assumes  a characteristic  gait  because 
he  must  swing  the  body  to  the  opposite 
side  in  order  to  clear  the  adducted  hip 
from  the  floor  in  walking.  As  a result  the 
patient  may  have  to  use  a cane  or  crutch 
for  relief  of  the  pain  of  weight  bearing  if 
he  is  to  remain  ambulatory. 

TREATMENT 

Treatment  is  preventive,  conservative  or 
operative. 
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Preventive  Measures. 

Ghormley  (1)  enumerated  the  principal 
factors  that  he  believed  would  be  effec- 
tive in  reducing  the  incidence  of  degener- 
ative disease  of  the  hip.  The  first  is  better 
control  of  acute  infections  of  the  hip  in 
infancy  and  childhood  as  the  result  of  the 
availability  of  chemotherapeutic  and  an- 
tibiotic agents.  The  second  is  improved 
care  of  these  patients  because  of  early  rec- 
ognition and  more  satisfactory  treatment. 
The  same  applies  to  the  acquired  epiphy- 
seal conditions  of  adolescence,  such  as 
slipped  femoral  epiphyses ; if  they  can  be 
recognized  and  treated  before  the  slipping 
becomes  severe,  a practically  normal  hip 
can  be  maintained.  Thirdly,  better  initial 
care  of  traumatic  lesions,  particularly 
traumatic  dislocations  of  the  hip  and  acute 
fractures  of  the  head  of  the  femur  and 
acetabulum,  would  certainly  be  effective 
prophylaxis  against  degenerative  changes 
in  later  life  resulting  from  the  ravages  of 
traumatic  arthritis  initiated  by  these 
traumatic  episodes. 

Conservative  Measures. 

The  most  important  consideration,  in 
determining  whether  conservative  or  oper- 
ative treatment  is  indicated  in  an  individ- 
ual case,  is  pain.  The  old  adage  “Don’t 
throw  away  the  cane,”  which  was  recently 
re-emphasized  by  Dr.  Wally  Blount  in  his 
Presidential  Address  before  the  American 
Academy  of  Orthopedic  Surgeons,  is  par- 
ticularly appropriate  in  many  instances, 
since  use  of  mild  support,  weight  reduc- 
tion and  simple  physical  therapy  can  often 
bring  about  remarkable  improvement. 
Older  patients  will  often  settle  for  relief 
of  pain  by  conservative  means,  being  will- 
ing to  use  a cane  or  crutch  indefinitely. 
Younger  persons  with  unstable,  painful 
hips,  if  treated  conservatively,  will  be 
forced  to  pursue  a sedentary  occupation 
and  are  frequently  unhappy  in  this  role. 
The  ability  of  the  orthopedic  surgeon  to 
judge  the  amount  of  pain  and  the  ability 
of  the  patient  to  adjust  to  disability  are 
probably  the  gi'eatest  factors  in  determin- 
ing whether  conservative  or  operative 
measures  are  required. 

In  the  early  stages  of  the  disease  much 
benefit  can  be  obtained  by  limitation  of 
activity,  weight  reduction,  frequent  rest 


periods,  use  of  recumbency  with  traction 
to  overcome  early  deformities,  use  of  cane 
or  crutches  or  complete  bed  rest  during  an 
acute  exacerbation,  and  generous  use  of 
aspirin.  Heat,  massage  and  exercises  are 
of  secondary  importance.  Occasionally,  a 
lumbosacral  corset  will  help  improve  the 
posture  and  hold  the  head  of  the  femur 
snugly  against  an  uninvolved  portion  of 
the  acetabulum. 

Injection  of  procaine  into  the  obturator 
nerve  and  the  posterior  sensory  supply  to 
the  capsule  of  the  hip  joint  has  resulted  in 
only  transient  relief  of  pain.  Injection  of 
hydrocortone  (R)  directly  into  the  hip  joint 
has  met  with  variable  results.  The  hip 
joint  is  deep  and  difficult  to  inject.  We 
have  been  disappointed  with  the  results 
obtained  by  injection  of  hydrocortone,  and 
rarely  attempt  it  any  more.  Most  compe- 
tent radiologists  have  discarded  roent- 
genotherapy. 

Operative  Measures. 

The  principal  indications  for  operative 
treatment  are  increasing  severity  of  de- 
formity and  intolerable  pain.  Denervation 
of  the  hip  joint,  popularized  by  Obletz  and 
associates  (2),  has  proved  unreliable  in 
our  experience.  The  other  surgical  possi- 
bilities are  1)  arthrodesis,  2)  osteotomy, 
and  3)  anthroplasty. 

In  our  experience,  the  surest  way  of  re- 
lieving pain,  which  is  the  primary  reason 
for  surgical  intervention  in  a patient  with 
unilateral  osteoarthritic  involvement,  is 
arthrodesis.  In  a patient  40  years  of  age 
or  younger,  with  unilateral  involvement, 
this  is  the  procedure  of  choice,  since  it 
results  in  a stable,  strong,  painless  lower 
extremity.  This  will  enable  the  patient  to 
live  the  remainder  of  his  life  subject  only 
to  the  restraints  imposed  by  a stiff  hip, 
which  can  be  readily  overcome  if  the 
range  of  motion  in  the  knee  is  normal  or 
nearly  normal.  If  movement  of  the  knee 
on  the  same  side  as  the  hip  is  greatly  re- 
stricted, arthrodesis  should  be  advised  only 
under  the  most  unusual  circumstances,  as 
the  patient  will  be  disappointed  with  his 
inability  to  get  about  actively  after  the 
operation.  In  patients  older  than  40  years, 
with  unilateral  involvement,  we  have  not 
hesitated  to  perform  arthrodesis.  We  have 
many  patients  between  the  ages  of  40  and 
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60  years  on  whom  arthrodesis  was  per- 
foi’med  principally  because  they  wanted  to 
be  assured  that  with  one  operation  they 
would  have  a reasonable  chance  of  perma- 
nent relief  from  the  pain  which  was  their 
primary  purpose  in  seeking  treatment. 
Arthrodesis  has  the  disadvantage  of  plac- 
ing some  additional  strain  upon  the  lum- 
bosacral joint.  We  have  been  particularly 
careful  in  evaluating  low  back  complaints 
among  our  own  patients  with  arthrodeses, 
and,  in  our  hands,  even  in  the  presence  of 
considerable  osteoarthritic  changes  of  the 
lumbar  spine,  low  back  pain  has  not  been 
a troublesome  complication. 

Most  of  the  standard  operative  technics 
for  securing  arthrodesis  of  the  adult  hip 
include  removal  of  the  articular  cartilage 
from  the  head  and  acetabulum,  internal 
fixation  with  some  metallic  device,  usu- 
ally a Smith-Petersen  nail  driven  through 
the  head  and  neck  into  the  thick  portion 
of  the  acetabulum,  or  use  of  heavily 
threaded  multiple  pins  in  the  same  man- 
ner, and  use  of  additional  autogenous  bone 
usually  from  the  ilium,  to  encourage  fu- 
sion. The  accepted  ideal  position  for  ar- 
throdesis is  approximately  30  degrees  of 
flexion,  not  more  than  5 degrees  of  abduc- 
tion and  slight  external  rotation.  A plas- 
ter hip  spica  is  required  for  eight  to  twelve 
weeks  postoperatively,  and  usually  at  least 
six  months  must  elapse  before  fusion  is 
sufficiently  firm  for  the  patient  to  discard 
his  crutches  and  proceed  with  unrestrict- 
ed, unsupported  weight  bearing.  This 
long  convalescence  is,  of  course,  an  addi- 
tional disadvantage  of  this  procedure. 

Osteotomy.  Intertrochanteric  or  dis- 
placement osteotomy,  popularly  known  as 
the  McMurray  osteotomy,  as  originally 
performed,  consisted  of  osteotomy  of  the 
femur  sloped  upward  and  inward  at  an 
angle  of  about  40  degrees,  terminating 
just  above  the  lesser  trochanter.  The  lower 
fragment  was  displaced  inward  so  that  its 
inner  point  lay  below  the  acetabulum, 
which  restricted  adduction.  The  rationale 
of  this  procedure  and  the  reason  why  so 
often  osteotomies  result  in  relief  of  pain, 
apparently  for  many  years,  has  not  been 
satisfactorily  explained.  It  has  been  sug- 
gested that  the  head  of  the  femur  gradu- 
ally rotates  to  the  position  in  which  the 
capsule  is  most  relaxed,  so  that  tension  is 


relieved.  However,  success  also  follows 
internal  fixation  of  the  osteotomy  when 
gradual  rotation  is  prevented.  Again,  it 
has  been  explained  that  the  changed  posi- 
tion of  the  femoral  head  realigns  the 
stresses  within  the  bone,  but  then  the  pain 
should  return  when  the  bone  has  become 
adapted  to  the  changed  conditions.  The 
inner  angle  of  the  lower  fragment  abuts 
against  the  acetabulum  and  prevents  ad- 
duction, but  relief  often  follows  osteotomy 
with  little  or  no  displacement.  Lastly,  in- 
terruption of  the  medullary  blood  supply 
to  the  head  of  the  femur  arrests  or  retards 
progress  of  the  arthritis.  All  of  this  has 
been  pointed  out  most  admirably  by  Wiles 
(3),  who  believed  that,  whatever  the  ex- 
planation, it  can  be  shown  that  at  least 
one-half  the  patients  are  relieved  of  nearly 
all  their  pain  after  osteotomy,  one-third 
much  of  their  pain,  and  the  remainder  are 
apparently  made  no  worse.  By  use  of  in- 
ternal fixation  at  the  time  of  osteotomy, 
frequently  these  patients  can  be  allowed 
to  convalesce  without  use  of  a plaster  cast, 
and  because  of  this  relatively  simple  tech- 
nic and  shortened  period  of  after-care,  this 
procedure  is  becoming  increasingly  more 
popular  with  American  orthopedists,  par- 
ticularly since  they  have  viewed  the  suc- 
cess of  their  British  contemporaries  with 
this  rather  irrational  but  nonetheless 
pain-relieving  operation. 

Arthroplasty  has  the  advantage  of  pre- 
serving or  increasing  motion.  However, 
patients  must  be  carefully  selected.  A def- 
inite indication  is  bilateral  disease,  espe- 
cially if  motion  has  been  obliterated  or  al- 
most obliterated,  since  it  is  most  desirable 
to  secure  a moving  hip  at  least  on  one  side. 
Strength  of  musculature  about  the  joint 
to  move  the  hip  under  weight  bearing  is 
necessary  for  a successful  result.  In  addi- 
tion, the  patient  must  be  willing  to  coop- 
ei’ate  in  a long  program  of  exercise  to 
restore  atrophic  muscles  to  their  normal 
capacity,  and  particularly  overweight  in- 
dividuals must  be  willing  to  demonstrate 
a genuine  desire  to  improve  their  condi- 
tion by  losing  weight  before  the  operation 
is  attempted. 

There  are  two  methods  of  arthroplasty 
in  general  use.  The  mold  arthroplasty, 
using  a vitallium  cup,  was  originated  by 
Smith-Petersen  (4)  in  1939  and  requires 
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a high  degree  of  technical  skill  on  the  part 
of  the  operator  to  reshape  the  head  and 
acetabulum.  The  replacement  type  of  ar- 
throplasty in  which  the  head  of  the  femur 
is  resected  has  been  in  use  only  for  approx- 
imately eight  years.  The  original  acrylic 
replacement  head  of  Judet  and  Judet  (5) 
was  of  the  stem  type.  This  was  later  re- 
placed by  a metallic  stem  type  head  after 
failure  of  the  plastic  material.  The  stem 
type  is  now  rarely  used  but  in  its  place  is 
the  intramedullary  type  of  replacement 
prosthesis  of  which  the  Fred  Thompson 
and  Austin  Moore  products  are  most  popu- 
lar, these  give  a much  better  purchase  in 
the  remaining  femoral  shaft  than  have  any 
other  of  the  previous  types  of  replace- 
ments. 

Arthroplasty  of  any  type  has  the  disad- 
vantage of  occasional  failure  due  to  insta- 
bility and  uncertain  relief  of  pain.  In  the 
younger  age  group,  the  mold  type  arthro- 
plasty preserves  stock,  and  if  the  proce- 
dure fails,  enough  of  the  head  and  neck 
still  remains  to  perform  arthrodesis  with 
not  too  much  difficulty.  The  replacement 
type  is  preferred  for  the  elderly  patient, 
since  the  expectancy  of  life  is  probably  not 
any  greater  than  the  expectancy  of  satis- 
factory performance  of  his  prosthetic  de- 
vice. Comparison  of  the  results  of  the 
various  operations  for  osteoarthritis  of 
the  hip  is  shown  in  table  1 prepared  by 
Wiles  (3).  In  bilateral  involvement,  par- 
ticularly if  the  pain  is  sufficient  to  war- 
rant consideration  of  operation  on  both 


hips,  we  have  performed  arthrodesis  on 
one  side  and  vitallium  cup  arthroplasty  on 
the  opposite  side,  giving  the  patient  one 
stable  painless  hip  and  one  movable  hip. 
This  has  been  found  to  be  a reasonably 
satisfactory  solution  to  a difficult  situ- 
ation. 

In  conclusion,  then,  the  surgeon’s  abil- 
ity to  evaluate  the  patient’s  complaints  as 
well  as  to  estimate  the  patient’s  willing- 
ness to  accept  certain  restrictions  in  activ- 
ity is  of  paramount  importance  in  aban- 
doning conservative  treatment.  It  is 
impossible  to  treat  all  patients  with  os- 
teoarthritis of  the  hip  by  a single  surgical 
procedure,  since  the  ultimate  choice  of  op- 
eration depends  upon,  first,  the  age  of  the 
patient,  whether  involvement  is  bilateral 
or  unilateral,  the  mobility  of  the  hip,  and 
the  basic  temperament  and  occupation  of 
the  patient.  It  is  to  the  best  interest  of 
the  patient  for  the  orthopedic  surgeon  to 
individualize  the  operation  to  fit  the  par- 
ticular case. 
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Table  I 

RESULTS  OF  OPERATIONS  FOR  OSTEOARTHRITIS  OF  HIP 
(Courtesy  of  Wiles  (3)) 


Mold  Arthroplasty 

Osteotomy 

Arthrodesis 

Pain 

Relieved  in  one- 
half,  reduced  in 
one-fourth 

Relieved  in  one- 
half,  reduced 
in  one-third 

Relieved  in 
all 

Deformity 

Usually  corrected 

Often  corrected 

Usually 

corrected 

Stiffness 

Reduced  in  most 

Unchanged  in 
most 

Increased  in 
all 

Function: 

Walking 

Static 

Good  in  one-sixth 
fair  in  one-half 

Good  in  one-half 
fair  in  one-fourth 

Improved  in  those 
with  reduced  pain 

Usually  good 
Much  impaired 

Durability 

Uncertain,  perhaps 

5 to  10  years 

Apparently 

permanent 

Permanent 

Strain  on 

Unchanged  or  reduced 

Unchanged 

Increased 

Spine 
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PRIMARY  MYELOFIBROSIS 

(Normocytic  myelophthisic  anemia ) 
Review  and  Case  Presentation 
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Primary  myelofibrosis  is  uncommon 
and  often  difficult  to  recognize  early.  A 
recent  experience  with  this  condition  in  a 
man  who  dies  of  the  disease  at  the  age  of 
63  years  stimulated  this  review  of  the 
subject. 

HISTORICAL 

Prior  to  1939  it  had  been  recognized 
that  bone  marrow  underwent  changes 
which  impaired  its  ability  to  carry  out  its 
normal  hemopoietic  and  myelopoietic 
functions.  In  certain  instances  tuberculo- 
sis, metastatic  carcinoma  and  leukemia 
(1,  2)  have  been  shown  to  produce  bone 
marrow  changes  which  result  in  an  im- 
pairment of  normal  blood  element  produc- 
tion. It  was  recognized  early  that  there 
were  instances  in  which  there  was  no 
such  explanation  (3). 

In  1939  Huggins  and  Wiege  (4)  inter- 
rupted the  principal  nutrient  arterial  and 
venous  circulation  to  long  bones  in  experi- 
mental animals  to  produce  bone  marrow 
necrosis  with  no  inflammatory  exudate. 
To  their  surprise,  repair  would  be  in  evi- 
dence in  four  days  and  completely  accom- 
plished within  seventy  days  with  an 
absence  of  scarring.  They  concluded  that 
the  problem  of  myelofibrosis  was  not  that 
of  impaired  nutrition  or  circulation  to  the 
bone  marrow.  Erf  and  Herbert  (5)  in 
1944  concluded  from  their  studies  that 
myelofibrosis  could  occur  as  a focalized  or 
generalized  condition,  either  primary  or 
secondary.  They  felt  that  the  etiology  was 
still  unknown,  but  might  have  some  rela- 
tionship to  chronic  fever  or  hormones. 
They  administered  testosterone  with  some 
remission  in  symptoms  in  three  of  four 
cases  or  primary  generalized  myelofibro- 
sis. In  their  opinion  myelofibrosis  was 
unlike  aplastic  anemia  by  having  a fibro- 
tic  marrow  and  extramedullary  hemato- 
poiesis. Grail,  Alt  and  Nadler  (6)  in  1948 
made  a detailed  comparison  between  idio- 
pathic primary  myelofibrosis  and  that 


due  to  tuberculosis.  The  idiopathic  mye- 
lofibrosis differed  from  the  tuberculous 
form  in  these  respects:  (a)  no  fever;  (b) 
greater  splenomegaly;  (c)  less  lympha- 
denopathy;  (d)  greater  leukomoid  reac- 
tion; (e)  erythrocyte  survival  time  usually 
longer;  (f)  less  or  no  fibrosis  of  other 
organs ; and  (g)  occurrence  in  older  age 
group.  In  both  there  was:  (a)  weight 
loss;  (b)  hepatomegaly;  (c)  anemia;  (d) 
reduced  thrombocytes;  and  (e)  sternal 
marrow  with  hypoplasia,  megakaryocytes 
and  fibrosis.  Clinical  and  laboratory  de- 
scriptions of  myelofibrosis  studies  by 
Cook,  et  al  (7),  Korst,  et  al  (8),  and 
Medoff  and  Stickney  (9)  since  then  have 
been  in  general  agreement.  Taylor  and 
Simpson  (10)  in  1950  emphasized  that 
often  aleukemic  myelosis  as  well  as  neo- 
plasms or  chemical  toxins  could  produce 
bone  marrow  fibrosis.  Also  in  1950  Wyatt 
and  Sommers  (11)  reported  a study  of 
thirty  cases  with  chronic  bone  marrow 
failure,  twenty  of  whom  were  subjected  to 
autopsy.  In  their  opinion  necrobiosis  of 
material  in  hemopoietic  cells  was  often  fol- 
lowed by  overgrowth  of  marrow  reticu- 
lum and  ossification.  Frequently  imma- 
ture erythrocytes  and  leukocytes  appeared 
in  the  peripheral  circulation  with  develop- 
ment of  extramedullary  hematopoiesis. 
Their  classification  of  causes  was:  (1) 
exogenous  toxic  material;  (2)  liver  dys- 
function; (3)  endocrine  abnormalities; 

(4)  chronic  blood  loss  or  destruction;  and 

(5)  cardiovascular  disease. 

In  an  excellent  presentation  of  the  find- 
ings in  ten  patients  with  primary  pro- 
liferative marrow  disorders  (chronic  my- 
eloid leukemia,  myelofibrosis,  polycythe- 
mia vera  and  megakaryocytic  myelosis) 
Hutt,  et  al  (12),  believed  that  the  findings 
indicated  these  are  similar  and  related 
processes  and  are  examples  of  prolifera- 
tive or  neoplastic  process  of  multipoten- 
tial primitive  mesenchymal  cells.  They 
also  proposed  that  the  splenic  enlargement 
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in  myelofibrosis  is  a manifestation  of  the 
fundamental  proliferative  process  and  not 
compensatory  for  reduced  marrow  hema- 
topoiesis. Using  a technique  that  would 
evaluate  inadequate  production  and  in- 
creased destruction  of  red  blood  cells  in  a 
given  anemia,  Loeb,  et  al  (13),  interpreted 
their  results  as  showing  that  the  anemia 
in  chronic  bone  marrow  failure  was  due  to 
decreased  red  blood  cell  production  and  at 
times  may  have  some  associated  hemolytic 
component.  ACTH  was  effective  in  stim- 
ulating some  erythropoiesis.  It  was  their 
feeling  that  the  anemia  of  chronic  bone 
marrow  failure  should  not  always  be  con- 
sidered refractory  to  therapy.  Those  that 
seemed  to  respond  to  ACTH  were  felt  to 
be  approachable  by  splenectomy.  The  av- 
erage duration  of  disease  from  the  onset  of 
this  illness  was  10.8  years  in  their  review. 

Management  of  this  illness  has  been  un- 
certain because  of  a lack  of  clearly  defined 
etiology.  When  this  condition  was  first 
recognized,  it  was  felt  that  the  splenome- 
galy and  hepatomegaly  were  attempts  to 
compensate  for  bone  marrow  deficiency. 
For  that  reason  it  was  felt  that  splenec- 
tomy was  contraindicated.  A report  of 
27  splenectomies  for  increased  and  imma- 
ture leukemic  cells  in  the  blood  stream  by 
Hickling,  et  al  (14),  was  suggestive  enough 
that  the  subject  has  been  reviewed  again 
in  an  attempt  to  identify  those  cases  in 
which  this  would  be  a suitable  approach. 
It  had  been  noted  that  the  use  of  hor- 
mones would  help  to  serve  as  a guide  in 
the  selection  of  those  most  likely  to  benefit 
from  the  removal  of  the  spleen.  Since  1950 
two  criteria  have  become  accepted  as  justi- 
fying splenectomy:  (1)  relief  of  mechan- 
ical distress  due  to  the  large  size  of  the 
spleen;  and  (2)  demonstration  of  hemoly- 
sis, especially  in  cases  in  which  hormone 
therapy  produced  some  improvement. 
Some  investigators  have  included  hyper- 
splenism  in  their  criteria  for  surgery  in 
this  condition.  At  the  present  time  the 
reports  of  cases  in  which  the  diagnosis 
has  been  adequately  established  show  a 
survival  time  of  three  years  in  a few  in- 
stances with  considerable  relief  from  their 
symptoms.  Occasionally  there  is  marked 
improvement  in  the  blood  picture. 


CASE  REPORT 

Our  patient  was  a veteran  of  WWI  who 
began  to  notice  weakness  and  shortness  of 
breath  in  March,  1956.  There  had  been  no 
gastric  complaints,  neuritis,  stomatitis, 
glossitis,  or  blood  loss  by  epistaxis,  me- 
lena,  hematemesis  or  hemoptysis.  Bone 
marrow  specimens  taken  and  studied  else- 
where established  the  diagnosis  as  myelo- 
fibrosis with  pancytopenia. 

When  he  was  first  seen  in  this  hospital 
in  October,  1956  his  physical  findings 
were  within  normal  limits  except  for  pallor 
of  the  skin  and  mucous  membranes.  The 
erythrocyte  count  was  3,100,000  ; hemoglo- 
bin 14.4  grams  and  hematocrit  31.  The 
leukocyte  count  was  2,400  with  polys  45 
percent,  lymphocytes  28  percent  and  mo- 
nocytes 27  percent.  The  platelet  count  was 
37,200.  The  corrected  sedimentation  rate 
was  28  mm.  per  hour.  Free  hydrochloric 
acid  was  found  on  gastric  analysis.  Roent- 
gen evaluation  showed  an  enlarged  spleen, 
a duodenal  diverticulum,  small  diverticula 
of  the  colon  and  linear  atelectasis  in  the 
chest  at  the  left  base.  It  was  postulated 
that  the  splenomegaly  was  probably  due  to 
myeloid  metaplasia.  At  that  time  the  man 
received  blood  transfusions  with  consid- 
erable clinical  improvement.  His  dis- 
charge hemogram  showed  3,100,000  ery- 
throcytes. 

On  his  next  admission  in  December, 
1956  approximately  two  weeks  later,  his 
hemogram  showed  a drop  to  an  erythro- 
cyte count  of  2,000,000 ; hemoglobin  5.6 
grams;  hematocrit  13;  sedimentation  rate 
6 mm.  and  leukocyte  count  of  3,200  (neu- 
trophils 32  percent,  lymphocytes  38  per- 
cent and  monocytes  20  percent) . No  no- 
tation was  made  regarding  abnormal 
cells.  The  spleen  was  enlarged  extending 
downward  to  the  level  of  the  umbilicus  and 
it  was  not  tender.  The  remainder  of  the 
findings  showed  no  significant  change. 
He  received  fourteen  blood  transfusions 
and  was  discharged  38  days  after  this  ad- 
mission. 

Two  weeks  later  on  January  18,  1957  his 
blood  count  had  again  dropped  to  a low 
level  with  hemoglobin  3.7  grams  and  he- 
matocrit 10.  Leukocyte  count  still  re- 
mained low  with  increasing  shift  to  lym- 
phocyte resembling  cells.  A prominent 
symptom  during  this  period  of  hospitali- 
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zation  was  episodes  of  epistaxis.  During 
the  next  two  months  he  was  admitted 
twice  for  additional  blood  transfusions 
without  history  or  evidence  of  recurrence 
of  bleeding. 

About  five  months  after  the  original  ad- 
mission a swelling  in  the  neck  appeared 
below  the  right  jaw  and  gradually  in- 
creased in  size  (Fig.  1).  There  was  no 


Figure  1 

Submaxillary  Abscess. 


fever,  dysphagia,  dyspnea,  pain  or  dis- 
tress. The  mass  was  approximately  three 
inches  in  its  greatest  diameter,  quite  firm 
without  tenderness.  Sialograms  showed  no 
evidence  of  calculi  in  the  submaxillary 
gland.  The  mass  proved  to  be  an  abscess 
and  appropriate  antibiotics  and  transfu- 
sions were  given.  At  the  time  of  discharge 
there  was  still  swelling  but  no  drainage. 

The  final  admission  occurred  about 
eight  months  after  our  first  examination. 
Terminally  he  developed  an  area  of  pneu- 
monitis and  atelectasis  which  failed  to  re- 
spond to  supportive  measures  and  antibi- 
otics. He  continued  an  unfavorable  course 
and  expired  nearly  ten  months  after  our 
original  observations  (seventeen  months 
after  his  first  symptoms) . During  this  pe- 
riod he  received  seventy  pints  of  whole 
blood  in  an  attempt  to  maintain  an  ade- 
quate erythrocyte  level. 

At  autopsy  the  major  findings  were  car- 


diac enlargement  with  left  ventricular  hy- 
pertrophy, splenomegaly  with  weight  of 
1480  grams,  hepatomegaly  with  weight  of 
2850  grams.  The  coronary  vessels  were 
moderately  atherosclerotic  with  calcifica- 
tion. Lung  findings  were  of  a neutropenic 
pneumonitis.  The  spleen  (Fig.  2)  showed 


Figure  2 

Spleen — showing  extramedullary  hematopoiesis. 
Note  the  megakaryocytes.  Some  transfusion  he- 
mosiderosis is  present. 

a marked  obliteration  of  its  architecture 
with  only  occasional  areas  of  hypercel- 
lular  red  pulp,  numerous  hemosiderin 
laden  phagocytes,  and  with  scattered 
areas  of  erythropoiesis  and  myelopoiesis. 
There  were  scattered  megakaryocytes  in 
the  red  pulp  with  focal  fibrosis  of  the 
intersinusoidal  connective  tissue.  There 
was  preservation  of  the  lobular  architec- 
ture of  the  liver.  Kupffer’s  cells  were 
laden  with  hemosiderin  pigments.  A large 
amount  of  hemosiderin  was  also  noted  in 
the  other  liver  cell  structures,  but  none 
was  noted  in  the  bile  duct  epithelium. 
This  was  interpreted  as  exogenous  hemo- 
siderosis. Lymph  nodes  showed  a promi- 
nent hemosiderosis  with  focal  areas  of 
erythropoiesis  and  myelopoiesis  and  meg- 
akaryocytes. Bone  marrow  (Fig.  3)  ex- 
amination showed  hypocellularity,  in- 
crease in  the  connective  tissue  and  some 
increase  in  trabeculae  of  spongy  bone.  In 
no  areas  was  the  marrow  completely  nor- 
mal, but  a few  areas  were  nearly  normal. 
Only  a few  foci  of  normoblasts  and  myelo- 
cytes were  seen  with  decrease  in  mega- 
karyocytes. The  impression  was  that  of  a 
myelofibrosis  and  osteopetrosis.  Slight 
hemosiderosis  was  noted  in  the  bony  struc- 
tures. A hydronephrosis  of  one  kidney  was 
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Figure  3 

Bone  marrow  showing  fibrosis  with  some  resid- 
ual hematopoietic  and  adipose  tissue. 


considered  to  be  due  to  bleeding  with  clot 
obstructing  the  ureter. 

DISCUSSION 

In  the  management  of  this  case  the  ques- 
tion of  splenectomy  presented  itself  rather 
early;  however,  the  difficulties  in  con- 
trolling his  anemia  and  inadequate  control 
of  the  various  infections  discouraged 
going  through  with  a splenectomy.  The 
other  features  of  his  illness  were  managed 
in  a symptomatic  manner. 

SUMMARY 

1.  A case  of  primary  myelofibrosis  is 
presented  which  was  apparently  recog- 
nized early  in  the  course  of  his  illness. 

2.  Supportive  care  used  in  his  manage- 
ment is  outlined. 

3.  A more  basic  understanding  of  this 
problem  is  needed  before  more  effective 
treatment  can  be  offered. 
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An  early  report  of  closure  of  ear  drum 
perforations  by  grafting  was  made  in 
1953  by  Howard  House  (1)  wherein  he  de- 
scribed four  cases  of  ear  drum  perfora- 
tions, three  of  which  he  had  successfully 
closed  by  skin  grafting.  Zollner  (2)  and 
Wullstein  (3)  of  Germany  in  1955  and 
1956,  reporting  independently  of  each 
other,  described  their  successful  use  of 
skin  grafting  for  drum  perforations  and 
other  middle  ear  reconstructions  in  a large 
number  of  cases.  The  literature  soon  re- 
flected the  enthusiastic  reception  with 
which  this  technique  was  adopted,  how- 
ever, considerable  controversy  still  exists 
regarding  the  site  and  the  type  and/or 
thickness  of  the  skin  grafts,  indicating 
that  none  of  the  various  types  of  skin 
grafts  have  adequately  met  the  problem  of 
closure  of  tympanic  membrane  perfora- 
tions. 

The  chief  objections  to  all  the  various 
forms  of  skin  grafts  have  been:  (1)  in- 
ability to  see  how  the  skin  graft  is  applied 
to  the  recipient  area,  (2)  early  failure  of 
grafts  to  survive,  (3)  development  of  cho- 
lesteatomas and  inclusion  cysts,  (4)  con- 
tinuous desquamation,  (5)  delayed  slough- 
ing of  grafts  which  initially  appeared 
successful  and  (6)  poor  likeness  of  the 
grafted  area  to  a normal  ear  drum. 

The  dissatisfaction  with  skin  grafting 
resulted  in  the  introduction  of  the  vein 
graft  for  closure  of  drum  perforations  by 
Shea  in  1958  which  he  reported  in  1960 
(4).  He  had  reported  the  use  of  the  vein 
graft  in  middle  ear  surgery  in  1958  (5) 
using  vein  tissue  to  cover  the  fenestra  ova- 
lis  after  total  stapedectomy.  At  the  same 
time  he  used  a polyethylene  strut  from 
the  incus  down  onto  the  newly  applied 
vein  graft  as  a replacement  for  the  Stapes. 
The  tremendous  success  of  vein  grafts  to 
close  the  fenestra  ovalis  suggested  to  him 
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the  possibility  of  using  them  to  close  drum 
perforations  as  well.  Shea  initially  tried 
vein  grafts  simply  to  close  occasional  rents 
or  tears  in  the  drums  which  had  occurred 
during  stapes  surgery.  Their  effectiveness 
here  confirmed  his  conviction  that  vein 
would  be  satisfactory  grafting  material 
for  drum  perforations.  He  subsequently 
reported  the  use  of  veins  for  closure  of 
drum  perforations  in  June  1960. 

The  technique  which  Shea  described  for 
the  use  of  vein  grafts  in  closure  of  drum 
perforations  was  essentially  as  follows: 
A section  of  vein  is  taken  from  the  pa- 
tient’s hand  or  arm  of  sufficient  length  to 
cover  the  perforation.  It  is  trimmed  of  all 
fat  and  connective  tissue  and  slit  open  to 
form  a patch.  The  drum  is  then  incised  at 
the  margin  of  the  perforation  all  the  way 
around  and  the  mucosa  is  separated  from 
the  underlying  surface  of  the  drum  for  a 
distance  of  two  millimeters  away  from  the 
margin  of  the  perforation.  The  vein  is 
then  set  into  position  on  top  of  the  sup- 
porting gelfoam  with  the  adventitia  fac- 
ing upwards.  The  margins  of  the  vein 
are  tucked  under  the  drum  and  pulled  gen- 
tly up  into  contact  with  the  exposed  area 
of  its  fibrous  layer,  being  held  in  this 
position  by  the  underlying  gelfoam.  Sev- 
eral strips  of  the  surface  epithelial  layer 
from  the  margin  of  the  perforation  are 
then  pulled  onto  the  exposed  portion  of 
the  vein  to  act  as  runners  to  facilitate  the 
graft  being  covered  with  an  epithelial 
layer.  He  further  suggested  when  possible 
to  create  a pocket  between  the  mucosal 
and  fibrous  layers  of  the  drum  rather  than 
trying  to  push  away  the  mucosa,  then  fit 
the  vein  into  this  pocket.  This  is  felt  to 
facilitate  nourishment  for  the  graft  and 
help  to  further  secure  the  vein  in  proper 
position.  I have  used  this  technique  on  sev- 
eral cases  but  most  of  the  time  I have 
found  the  mucosa  has  not  been  thick 
enough  to  develop  a pocket.  Furthermore 
separating  the  mucosal  layer  necessitates 
working  on  the  under  surface  of  the  drum 
where  visibility  is  limited. 
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Since  I have  adopted  the  use  of  vein 
grafts  for  closure  of  drum  perforations,  I 
have  noted  very  few  early  failures  and  no 
problems  with  desquamation,  no  choleste- 
atomas or  inclusion  cysts,  and  only  one 
case  of  delayed  sloughing  of  the  graft. 
Furthermore,  I have  found  there  is  easy 
visibility  for  direct  application  of  the 
graft.  Subsequent  follow-up  examina- 
tions have  revealed  a much  more  normal 
appearing  and  hearing  drum  largely  due 
to  the  fact  the  vein  acts  as  a replacement 
for  the  missing  fibrous  layer  of  the  drum. 

Since  the  fall  of  1959,  I have,  with  in- 
creasing frequency,  treated  drum  perfora- 
tions of  various  sizes  by  the  use  of  vein 
grafts.  Both  initial  and  short  term  results 
have  thus  far  been  much  superior  to  those 
acquired  by  skin  grafting.  Out  of  the 
forty-five  cases  treated  with  vein  grafts, 
thirty-eight  (84  percent)  showed  satisfac- 
tory closure.  Of  the  seven  cases  which 
failed  to  survive,  only  two  were  seen  in 
patients  having  drum  perforations  consti- 
tuting 25  percent  to  50  percent  of  the  total 
drum  area.  Three  were  seen  in  cases  hav- 
ing 50  percent  to  75  percent  involvement 
and  two  failures  occurred  where  the  per- 
forations constituted  over  75  percent  of 
the  drum. 

It  is  my  feeling  that  the  very  large  drum 
perforations  (over  75  percent)  are  still 
better  handled  by  split  thickness  skin 
grafting.  I have  arrived  at  this  conclu- 
sion primarily  because  of  the  difficulty  in 
obtaining  a vein  large  enough  to  close  this 
size  perforation  (especially  in  children) 
and  secondarily  because  of  the  greater  de- 
pendence upon  which  a vein  graft  has  on 
the  peripheral  blood  supply,  whereas  with 
the  use  of  skin,  some  blood  supply  can  be 
obtained  from  the  promontory.  Austin 
(6)  feels  that  the  determining  factor  in 
the  survival  of  the  vein  graft  is  the  rapid 
epithelialization  over  the  vein  from  the 
drum  remnant  or  the  skin  of  the  canal 
wall  because  he  feels  this  epithelial  layer 
brings  in  the  essential  blood  supply.  In 
only  two  cases  have  I used  vein  grafts  in 
which  the  size  of  the  perforation  was 
greater  than  75  percent  of  the  drum  area. 
In  both  of  these  the  vein  failed  to  take, 
however,  subsequent  split  thickness  skin 
grafts  were  successful.  The  skin  was 
taken  from  the  inner  aspect  of  the  upper 


arm  and  measured  sixteen  microns  in 
thickness.  When  it  is  deemed  necessary  to 
gain  further  improvement  in  hearing  fol- 
lowing the  use  of  a large  split  thickness 
skin  graft,  the  center  portion  which  is  ad- 
hered to  the  promontory  may  be  excised 
and  closed  by  a vein  graft  which  will  not 
adhere  to  the  promontory. 

For  my  last  eight  cases,  I have  used  the 
following  technique : A small  piece  of  cot- 
ton soaked  in  2 percent  Zylocain  is  placed 
through  the  perforation  to  render  the  mid- 
dle ear  mucosa  insensitive  to  the  prepping 
solutions  consisting  of  Ether,  Septisol  and 
Zephiran.  The  operative  procedure  is  car- 
ried out  under  local  anesthesia,  using  one 
c.c.  of  a mixture  of  2 percent  Zylocain 
and  1:1,000  Adrenalin  in  a ratio  of  5:1. 
This  is  injected  around  the  circumference 
of  the  ear  canal  just  inside  the  opening. 
Surgery  is  then  performed  through  the 
Zeiss  operating  microscope  working  at  ten 
power  magnification  using  a standard  ear 
speculum  held  in  position  by  a speculum 
holder.  A tiny  suction  is  held  in  one  hand 
and  a special  drum  knife  in  the  other. 
(1)  The  initial  incision  is  made  around 
the  margin  of  the  drum  perforation  being 
sure  to  cut  on  the  under  edge.  This  pro- 
motes elevation  of  any  epithelium  which 
has  grown  over  and  under  the  margin  of 
the  perforation.  (2)  The  epithelial  layer 
is  then  lifted  up  and  over  the  edge  of  the 
perforation.  The  epithelial  layer  can  then 
be  easily  elevated  for  a distance  of  three 
millimeters  all  the  way  around  the  perfora- 
tion creating  a pocket  between  the  epi- 
thelial and  fibrous  layers.  Should  the 
perforation  be  marginal,  the  skin  of  the 
canal  is  gently  elevated  in  a retrograde 
fashion  from  the  margin  of  the  exposed 
annulus  for  insertion  of  the  edge  of  the 
vein  between  the  skin  and  bony  canal  wall. 
Naturally  in  both  central  and  marginal  per- 
forations every  necessary  precaution  must 
be  taken  to  prevent  any  epithelium  from 
being  left  in  the  middle  ear  space  before 
closure  by  grafting.  (3)  This  having  been 
done,  small  diced  pieces  of  gelfoam  mixed 
with  the  patient’s  own  blood  are  placed 
through  the  perforation  into  the  middle 
ear  space.  At  this  time  the  vein  is  secured 
from  the  hand  or  arrh  in  the  usual  manner. 
The  fat  and  connective  tissue  are  trimmed 
away,  the  vein  slit  open,  the  edges  rounded 
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off,  and  with  the  adventitial  side  up  the 
vein  is  placed  into  the  ear.  (4)  The  edges 
of  the  vein  are  tucked  under  the  freed 
layer  of  epithelium.  This  is  accomplished 
by  using  a right  angle  hook  in  one  hand 
to  lift  up  the  epithelial  margin  and  with 
the  other  hand  another  right  angle  hook  is 
used  to  tuck  the  edges  of  the  vein  into  the 
newly  created  space.  Some  of  the  epithe- 
lium near  the  margin  of  the  perforation 
is  then  pulled  into  strands  creating  the 
previously  described  runners  to  speed  up 
the  epithelialization  and  consequently  its 
blood  supply.  The  vein  graft  is  then  cov- 
ered with  formed  drops  of  gelfoam  soaked 
in  Cortisporin  Otic  Solution  and  the  en- 
tire canal  filled  with  this  gelfoam.  A 
cotton  plug  is  placed  at  the  mouth  of  the 
ear  canal  and  a routine  head  dressing  is 
applied. 

The  patient  is  kept  in  bed  for  twenty- 
four  hours  with  his  head  to  one  side  keep- 
ing the  operated  ear  up.  At  the  end  of 
this  time,  the  head  dressing  is  removed, 
the  patient  is  allowed  to  be  up  and  around 
and  discharged  at  noon.  Before  the  pa- 
tient leaves  the  hospital  he  is  directed  to 
carry  out  the  following  instructions  for  a 
period  of  three  weeks:  (1)  get  no  water 
in  the  operated  ear,  (2)  if  sneezing  is 
necessary,  have  it  come  out  of  the  mouth, 
(3)  do  not  blow  the  nose,  (4)  do  not  travel 
by  air.  The  patient  is  further  directed  to 
contact  our  office  if  he  develops  fever  or 
has  pain  or  discharge  from  the  operated 
ear.  No  analgesics  or  antibiotics  are  pre- 
scribed except  in  selected  cases. 

If,  upon  the  patient’s  first  post-opera- 
tive visit,  the  vein  is  noted  to  have  moved 
so  that  some  of  the  perforation  is  not  cov- 
ered, I feel  it  is  advisable  to  leave  this 
alone  as  most  likely  the  resulting  gap  will 
spontaneously  close.  The  graft  first  ap- 


pears whitish  or  even  yellow  but  this  turns 
to  a pink  color  in  four  to  six  weeks.  By 
the  end  of  four  to  six  months  the  margin 
of  the  graft  ordinarily  can  no  longer  be 
distinguished  from  the  remainder  of  the 
drum. 

The  ear  is  first  checked  on  the  tenth 
post-operative  day  at  which  time  the  ex- 
ternal canal  is  cleansed  of  all  remaining 
gelfoam  and  the  graft  inspected.  As  a 
rule  the  patient’s  hearing  is  improved  and 
he  has  experienced  no  post-operative  pain 
or  discomfort  at  any  time  following  dis- 
charge from  the  hospital. 

All  of  the  cases  upon  whom  this  repoi’t 
is  based  had  dry  ears  with  no  evidence  of 
other  middle  ear  pathology.  These  pa- 
tients had  careful  pre-operative  audio- 
metric examinations  with  pure  tone  and 
speech  audiometry  and  were  re-examined 
after  application  of  a paper  patch  over  the 
perforation  to  indicate  the  approximate 
amount  of  gain  to  be  anticipated.  Based 
on  the  results  of  postoperative  hearing 
testing  along  with  the  patients’  own  sub- 
jective impressions,  it  is  our  opinion  that 
vein  grafted  drums  yield  sharper  and 
more  normal  hearing  than  is  produced  by 
skin  grafted  drums. 
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Without  question  the  greatest  new  de- 
velopment in  dermatology  has  been  the  in- 
troduction of  griseofulvin,  a systemically 
administered  antibiotic  to  combat  super- 
ficial infections  of  the  skin  due  to  fungi. 
A testimonial  to  the  importance  of  this 
development  was  the  publication  of  the 
May,  1960,  Archives  of  Dermatology,  de- 
voted exclusively  to  the  proceedings  of  a 
symposium  on  griseofulvin  and  the  der- 
matomycoses  held  in  October,  1959,  at 
Miami,  Florida.  The  original  enthusiasm 
concerning  the  effectiveness  of  griseoful- 
vin has  been  partially  tempered  by  time 
and  experience.  The  indications  for  this 
drug,  as  well  as  the  effect  one  might  ex- 
pect from  its  administration  seems  clearly 
delineated  at  present.  In  addition,  re- 
markably few  toxic  reactions  have  been 
attributed  to  griseofulvin. 

It  is  probably  well  to  reiterate  that  not 
all  superficial  fungus  infections  respond 
to  this  agent.  Both  tinea  versicolor  and 
Candida  albicans  infections  (moniliasis) 
are  not  improved  by  its  systemic  admin- 
istration. In  addition  to  its  erroneous  use 
in  these  diseases,  the  next  greatest  prob- 
lem is  the  widespread  prescribing  of  the 
drug  for  skin  conditions,  especially  those 
of  the  feet  and  hands,  that  are  mistakenly 
called  a fungus  infection.  Many  people 
with  chronic  eczematous  eruptions  involv- 
ing the  hands,  feet  and  nails  not  caused 
by  a superficial  fungus  are  receiving 
griseofulvin  for  long  periods  of  time  in 
vain.  The  need  for  prolonged  administra- 
tion and  the  semi-precious  cost  of  griseo- 
fulvin underscore  the  necessity  for  an  ac- 
curate diagnosis  of  the  infection  before 
the  drug  is  administered.  In  most  in- 
stances, laboratory  procedures  such  as  the 
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direct  potassium  hydroxide  preparation 
of  collected  scale  and  fungus  cultures 
must  be  done  before  treatment  can  be  or- 
dered. As  the  therapeutic  specificity  for  a 
disease  increases,  the  need  for  more  ac- 
curate diagnosis  increases  in  a like  ratio. 

After  the  diagnosis  has  been  estab- 
lished, the  following  treatment  schedules 
are  generally  effective. 

SCALP  INFECTIONS 

Ringworm  infection  of  the  scalp  re- 
sponds more  quickly  and  the  percentage  of 
cure  is  greater,  than  in  any  of  the  other 
superficial  fungus  infections.  The  salu- 
tory  effect  in  this  infection  alone  is 
enough  to  justify  the  great  enthusiasm 
surrounding  the  introduction  of  griseo- 
fulvin. Any  agent  that  abrogated  the  need 
for  x-ray  epilation  of  the  infected  scalp 
is  welcome  indeed ! The  administration  of 
1/2  to  1 gram  of  griseofulvin  daily,  depend- 
ing upon  the  size  of  the  child,  for  a period 
of  three  or  four  weeks  is  curative  in  most 
instances.  In  cases  of  epidemic  ringworm 
of  the  scalp,  it  has  been  found  that  a sin- 
gle 3 gram  dose  of  griseofulvin  is  cura- 
tive in  80  percent  of  the  patients  so 
treated.  It  is  no  longer  necessary  to  shave 
the  head  of  children  with  ringworm  infec- 
tion of  the  scalp  during  this  treatment 
program.  However,  following  termina- 
tion of  the  treatment,  it  is  well  to  reex- 
amine the  child  carefully  to  insure  that 
all  infected  portions  of  the  hair  have  been 
removed.  If  the  infection  is  of  a fluo- 
rescent type,  examination  under  a Wood 
light  will  detect  any  remaining  infected 
hair.  Since  the  antibiotic  is  fungistatic 
and  merely  prevents  the  fungus  from 
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growing  into  the  hair  shaft,  a sharp  line 
of  demarcation  is  seen  between  the  fluo- 
rescent infected  hair  and  nonflurorescent 
normal  hair  growth  which  has  occurred 
since  the  inauguration  of  treatment. 
Therefore,  it  is  simple  to  cut  off  the  hair 
proximal  to  the  resistent  barrier  formed 
by  the  griseofulvin  deposited  in  the  hair. 

HANDS,  FEET  AND  NAILS 

Persistent  fungus  infections  of  the 
nails  on  the  hands  and  feet  especially 
those  due  to  Trichophyton  rubrum  infec- 
tion have  long  been  considered  to  be  in- 
curable by  most  dermatologists.  Long- 
standing deformity  of  the  nails  with  sub- 
sequent destruction  and  discoloration  can 
be  a severe  cosmetic  disability.  Again,  it 
was  apparent  that  griseofulvin  is  a 
more  effective  therapeutic  agent  than  any 
previously  developed.  Unfortunately,  some 
unrelated  skin  diseases  such  as  psoriasis 
can  produce  comparable  nail  changes.  Di- 
rect examination  and  culture  are  para- 
mount to  the  intelligent  use  of  this  agent 
for  nail  disease.  The  effect  of  griseoful- 
vin seems  predicated  on  the  fact  that  kera- 
tinizing structures  of  the  body  are  sites 
of  predilection  for  the  deposition  of  the 
orally  ingested  drug.  Since  nail  growth 
is  slow,  especially  on  the  feet,  it  was  logi- 
cal to  assume  that  the  treatment  schedule 
would  have  to  be  long  for  any  agent  that 
was  fungistatic  rather  than  fungicidal. 
This  has  proved  to  be  true.  Ordinarily,  1 
gram  of  griseofulvin  must  be  given  daily 
for  a minimum  of  three  to  six  months  to 
effectively  treat  fingernail  infections. 
Even  then,  some  relapses  are  to  be  ex- 
pected. In  toenail  infections  the  response 
is  more  discouraging  and  a minimum  of 
treatment  for  a period  of  seven  or  eight 
months  must  be  expected.  Such  prolonged 
therapy  is  hardly  justified  in  most  pa- 
tients. Frequently,  all  nails  except  one 
will  respond  to  treatment  and  in  spite  of 
continuing  treatment,  this  stubborn  nail 
will  fail  to  respond. 

Just  as  the  diagnosis  of  fungus  infec- 
tion of  the  nails  can  be  confused  with 
other  conditions  that  produce  similar  dis- 
coloration or  deformity,  chronic  eczema- 
tous scaling  patches  on  the  hands  and  feet 
pose  a problem  of  differential  diagnosis. 
As  mentioned  previously,  the  importance 


of  proper  diagnostic  techniques  including 
direct  examination  of  the  scale  and  subse- 
quent culture  cannot  be  overemphasized  as 
a requisite  in  treating  these  areas.  Again, 
the  most  common  infecting  fungus  is  Tri- 
chophyton rubrum  and  many  of  the  state- 
ments made  concerning  the  dosage  re- 
quirements of  nail  infections  can  be  re- 
peated here.  A gram  a day  continued  for 
one  to  several  months  is  required.  Unfor- 
tunately, infections  of  the  feet  particu- 
larly those  between  the  third,  fourth  and 
fifth  toes  are  most  resistent  and  it  is  dis- 
appointing to  see  positive  isolations  of  the 
infection  on  direct  examination  and  cul- 
ture at  the  termination  of  treatment.  The 
incorporation  of  appropriate  topical 
treatment  particularly  those  with  kera- 
tolytic  agents  during  the  course  of  oral 
therapy  is  helpful  and  in  order.  One  may 
have  to  satisfy  himself  with  clinical  im- 
provement of  these  infections  without  a 
cure.  However,  griseofulvin  can  be  most 
helpful  during  the  warm  summer  months 
at  which  time  some  patients  have  not  been 
able  to  find  effective  relief,  prior  to  the 
introduction  of  this  antibiotic. 

TRUNK  AND  INGUINAL  INFECTIONS 

Fungus  infections  in  these  areas  usu- 
ally respond  promptly  to  treatment  to  the 
same  dosage  schedule  of  one  gram  a day. 
The  relapse  rate  is  lower  than  instances 
of  infection  involving  the  hands,  feet  or 
toenails.  In  general,  a patient  will  note 
gratifying  relief  of  symptoms  within 
three  to  ten  days.  However,  the  drug 
should  be  continued  for  about  one  month. 
Although  topical  agents  may  be  helpful 
adjuncts  to  systemic  treatment,  it  should 
be  noted  that  the  stronger  antifungal 
preparation  frequently  produce  more  irri- 
tation and  maceration  in  the  inguinal  area 
than  the  benefit  from  their  use  warrants. 
It  perhaps  is  better  to  use  mild  astringent 
compresses  or  drying  powders  during  the 
acute  phase  of  the  infection  in  the  groin 
than  a stronger  antifungal  agent. 

TOXICITY 

Since  almost  all  of  the  outlined  treat- 
ment schedules  require  weeks  to  months 
of  administration  of  griseofulvin,  the 
problem  of  toxicity  to  this  ti'eatment  be- 
comes important.  Hitherto,  experience  in- 
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dicates  that  the  drug  is  remarkably  free 
from  side  effects.  Blood  dyscrasias  have 
not  been  reported.  Originally,  cross  reac- 
tions in  patients  allergic  to  penicillin  were 
feared,  but  in  reality  they  have  occurred 
only  infrequently.  A few  examples  of  ur- 
ticarial reaction  have  been  reported.  Some 
patients  have  complained  of  gastro-intes- 
tinal  discomfort,  nervousness,  insomnia 
and  a necessity  to  concentrate  for  motor 
actions  previously  done  by  habit,  such  as, 
driving  a car  or  flying  an  airplane.  In 
addition,  a few  investigators  have  ob- 


served, maculopapular,  hemorrhagic  or 
vesicular  eruptions. 

CONCLUSION 

Griseofulvin  is  a milestone  in  our 
search  for  the  perfect  antifungal  agent. 
Ringworm  infections  of  the  beard  or  scalp 
can  easily  be  cured  by  its  oral  adminis- 
tration. Although  the  remaining  derma- 
tomy coses  (excluding  tinea  versicolor  and 
moniliasis),  respond  to  therapy,  the  inci- 
dence of  cure  is  not  so  promising.  Toenail 
and  pedal  infections  in  particular,  tend  to 
relapse  after  apparent  clearing  has  oc- 
curred. 
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Staphylococcic  pneumonia,  as  a distinct 
entity,  was  first  described  by  Chickering 
and  Park  (3)  in  1919  in  association  with 
an  influenza  epidemic  in  an  army  camp. 
They  were  impressed  by  the  extreme  viru- 
lence of  the  disease.  Of  312  fatal  cases  of 
influenza  in  which  post-mortem  cultures 
were  performed,  half  showed  staphylococ- 
cus aureus  as  a superimposed  infecting 
organism. 

Since  the  World  War  I epidemic  numer- 
ous reports  have  appeared.  The  mortality 
rate  of  the  disease  remained  high,  particu- 
larly among  infants  and  children,  until 
the  advent  of  sulfonamides  and  penicillin. 
Now  a new  era  is  upon  us;  antibiotic  re- 
sistant organisms  have  developed  and  the 
management  of  the  disease  has  become  in- 
creasingly difficult. 

Moreover,  since  1956  there  has  been  a 
striking  increase  in  the  actual  incidence 
of  the  disease.  For  instance,  at  the  Uni- 
versity of  Arkansas  Medical  Center  be- 
tween the  years  1940  and  1955  a total  of 
nine  cases  were  diagnosed.  From  January 
1956  through  December  1960  a total  of  42 
cases  were  diagnosed.  The  cause  of  this 
sudden  increase  is  not  known,  though  it  is 
undoubtedly  due,  in  part,  to  increased  ef- 
forts toward  arriving  at  a positive  diag- 
nosis. 

PATHOLOGY 

Pneumonias,  in  general,  are  of  two 
main  types  pathologically;  primary  al- 
veolar and  secondary  interstitial.  In  the 
primary  alveolar  type  the  involvement  is 
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mainly  in  the  alveolar  spaces.  Consolida- 
tion results,  which  disables  the  patient  be- 
cause of  reduction  of  the  vital  capacity. 
In  the  secondary  interstitial  type  there  is 
involvement  of  the  bronchial  wall,  peri- 
bronchial tissue  and  the  interstitial  struc- 
tures as  well  as  the  alveoli.  Thus  the 
suffocating  effects  of  bronchial  edema 
and  parenchymal  necrosis  are  added  to 
the  effects  of  consolidation. 

Staphylococcic  pneumonias  are  of  the 
secondary  interstitial  or  suppurative 
type.  The  infection  descends  the  bronchial 
tree  and  spreads  peripherally  by  lymphat- 
ics and  interstitial  tissues  into  the  lung 
parenchyma.  The  extension  by  way  of  the 
bronchi  accounts  for  the  more  or  less  seg- 
mental distribution  and  gives  rise  to  rath- 
er “cone-shaped”  areas  of  parenchymal 
infiltration.  The  base  of  the  “cone”  is  on 
a large  pleural  surface  and  accounts  for 
the  high  incidence  of  empyema.  Multiple 
small  abscesses  in  the  lung  periphery  lead 
to  the  formation  of  bronchopleural  fistu- 
las and  pneumothorax. 

CLINICAL  APPEARANCE 

The  clinical  appearance  is  that  of  any 
other  suppurative  pneumonia.  In  children 
antecedent  upper  respiratory  infections 
are  usually  present.  The  onset  is  usually 
abrupt  with  high  fever,  coughing,  rapid 
respirations,  and  occasional  cyanosis.  Ab- 
dominal distention  is  often  marked  and 
diarrhea  is  frequently  present  (4). 

The  bacteriologic  diagnosis  of  the  dis- 
ease can  be  made  only  on  culture  of  sta- 
phylococcus aureus  from  the  lungs  or 
pleural  cavity.  Positive  nose  and  thi'oat 
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cultures  are  not  considered  evidence  of 
the  disease  as  the  carrier  rate  in  the  gen- 
eral population  is  quite  high. 

ROENTGENOGRAPHIC  FEATURES 

Because  of  the  difficulty  in  obtaining 
satisfactory  material  for  culture,  partic- 
ularly in  infants,  the  roentgenographic 
diagnosis  of  the  disease  is  extremely  im- 
portant. The  roentgenographic  features, 
particularly  in  children,  are  fairly  dis- 
tinctive and  often  suggest  the  diagnosis 
quite  early  in  the  disease.  Campbell,  Gas- 
tineau,  and  Velios  (2)  have  given  an  ex- 
cellent description  and  correlation  of  the 
pathologic  process  and  the  roentgeno- 
graphic appearance. 

The  character  of  the  infiltrate  may 
vary  considerably.  Since  the  spread  is 
bronchial,  the  distribution  often  tends  to 
correspond  with  lobes  or  segments.  The 
involved  areas  often  present  a combina- 
tion of  consolidation  and  atelectasis,  the 
atelectasis  being  secondary  to  bronchial 
occlusion  due  to  inflammation.  The  proc- 
ess may  develop  with  varying  speeds  in 
different  portions  of  the  lung  so  that  in- 
volvement may  begin  in  one  area  as  reso- 
lution takes  place  in  another. 

There  is  often  a conspicuous  lack  of 
correlation  between  the  roentgenologic  ap- 
pearance and  the  clinical  condition  of  the 
patient.  The  roentgenologic  pattern  may 
show  rapid  progression  from  a small  area 
of  infiltrate  to  consolidation  of  the  entire 
lung  while  the  clinical  condition  remains 
unchanged.  Conversely,  during  the  early 
phases  of  the  disease  while  there  is  over- 
whelming toxicity  there  may  roentgeno- 
logically  be  only  minimal  pneumonic  in- 
filtrate. Later,  after  marked  clinical  im- 
provement, the  involvement  may  be  much 
more  extensive. 

Segmental  emphysema  may  appear 
with  the  inflammatory  bronchial  occlu- 
sions and  is  usually  associated  with 
areas  of  atelectasis.  Occasionally  a dif- 
fuse obstructive  emphysema  may  occur  in 
the  early  stages  associated  with  an  ex- 
tremely fulminating  variety  of  the  disease 
with  very  widespread  involvement.  Often 
the  infiltrative  process  may  be  obscured 
by  the  diffuse  emphysema.  Campbell 
states,  “The  paradoxical  observations  of 
clear  lung  fields  (often  interpreted  as 


normal)  in  a dyspneic  infant  with  clinical 
signs  of  severe  bronchopneumonia  spell  an 
ominous  prognosis  to  the  pediatrician.” 
Interstitial  emphysema  is  not  usually 
seen  except  in  the  form  of  pneumatoceles. 

Pneumatoceles  represent  a special  form 
of  emphysematous  interstitial  cavity  and 
are  almost  universally  present  at  some 
stage  of  the  disease.  As  the  infection  de- 
scends the  bronchial  tree,  small  peribron- 
chial abscesses  are  formed  once  the  bac- 
teria penetrate  the  bronchial  wall.  The 
abscess  ruptures  into  the  bronchus  leav- 
ing an  air-filled  cavity  in  the  substance  of 
the  lung.  A check-valve  mechanism 
forms  whereby  air  may  enter  the  cavity 
on  inspiration  but  is  trapped  during  ex- 
piration. The  cavity  rapidly  expands  and 
presents  a radiolucent  cavity  surrounded 
by  varying  amounts  of  reaction  (2).  Dur- 
ing this  early  phase  the  pneumatocele  is 
lined  by  a thin,  loosely  organized  layer  of 
granulation  tissue.  The  wall  becomes  even 
thinner  as  the  cavity  fills  with  air.  When 
the  inflammatory  process  resolves,  the 
typical  thin  wall  cyst  remains.  At  times, 
fluid  levels  may  appear  in  pneumatoceles 
due  to  exudate  within  them. 

As  the  inflammatory  reaction  subsides, 
the  check-valve  mechanism  is  lost.  The 
cavity  then  collapses  and  the  surrounding 
lung  immediately  re-expands.  The  pneu- 
matocele may  occasionally  persist  for 
many  weeks,  however,  before  the  valve 
mechanism  is  lost  and  re-expansion  oc- 
curs. Nonetheless,  surgical  intervention 
is  usually  not  indicated  for  removal  of 
the  pneumatocele  (1). 

Pneumothorax  is  a frequent  complica- 
tion of  staphyloccic  pneumonia,  particu- 
larly in  infants.  Pneumothorax  may  re- 
sult from  the  rupture  of  a pneumatocele 
or  of  tiny  subpleural  abscesses  into  the 
pleural  space.  Rupture  of  a pneumatocele 
may  rapidly  produce  alarming  degrees  of 
tension  pneumothorax  because  the  check- 
valve  mechanism  allows  rapid  entrance  of 
air  directly  from  bronchus  to  pleural 
space.  This  type  is  most  frequent  in  very 
young  infants. 

Empyema  is  fairly  common  in  staphy- 
lococcic pneumonia  though  not  a frequent 
complication  of  the  usual  pneumonias  of 
childhood.  Forbes  (4)  found  that  in  in- 
fants under  six  months  of  age  who  develop 
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empyema,  the  infecting  organism  was  sta- 
phylococcus in  91  percent  of  the  cases. 

The  empyema  may  be  localized  or  dif- 
fuse. In  the  localized  form  the  process  is 
limited  by  pleural  adhesions  mainly  to  the 
area  overlying  the  involved  lung.  If  an 
associated  pneumothorax  is  present,  it 
will  also  be  encapsulated  by  the  adhesions. 
In  the  diffuse  form  there  is  usually  an 
associated  tension  pneumothorax  which 
occurs  so  rapidly  that  adhesions  have  no 
time  to  form. 

Not  all  of  the  features  of  the  disease 
described  above  are  necessarily  present  in 
any  one  patient,  nor  do  they  necessarily 
occur  in  any  given  order.  However,  it  will 
be  found  that  in  many  cases  the  roent- 
genographic  picture  is  distinctive 
enough  to  strongly  suggest  the  diagnosis 
of  staphylococcic  pneumonia. 
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2- 20-59 — Patchy  pneumonitis  in  the  right 

base  with  small  pneumatocele  in 
the  lateral  portion. 

3-  2-59 — Dev  elopment  of  right  pyopneumo- 

thorax with  several  large  pneu- 
matoceles and  pleural  loculations. 

6-59 — Persistent  tension  pneumothorax 
and  multiple  pneumatoceles. 

3-13-59 — Pneumothorax  gone.  Right  lung 
re-expanded  except  for  pneuma- 
toceles. 

3-23-59 — Residual  pneumatocele  amidst  an 
over-expanded  right  lung. 
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CASE  II 

A.  10-  3-57 — Diffuse  infiltrate. 

B.  10-10-57 — Partial  clearing  of  infiltrate.  Bilateral  empyema. 

C.  10-17-57 — Decrease  in  empyema.  Further  clearing  of  infiltrate.  Pneumatoceles  in 

left  base. 

D.  2-  4-58 — Complete  resolution  except  for  some  minor  fibrotic  changes  and  pleural 

thickening. 
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of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
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enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
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Arkansas  Public  Health  at  a Glance 


Deaths  From  Accidental  Drowning 

In  Arkansas 


Arkansas  is  blessed  with  thousands  of 
square  miles  of  lakes,  hundreds  of  miles 
of  streams,  and  thousands  of  acres  of 
ponds,  reservoirs,  and  bayous,  most  of 
which  are  open,  free,  and  inviting  to  the 
potential  swimmer,  angler,  boater,  skier, 
and  picnicker.  In  addition,  there  are  hun- 
dreds of  swimming  pools  and  beaches, 
public  and  private,  which  offer  entertain- 
ment, relaxation,  and  physical  exertion  to 
thousands  of  Arkansans  and  tourists  each 
summer. 

As  incomes  have  risen  and  working 
hours  have  been  shortened,  the  numbers 
of  people  using  the  various  recreational 
areas  and  facilities  have  risen  sharply 
during  the  past  several  years.  Records 
of  the  State  Publicity  and  Parks  Commis- 
sion show  that  an  estimated  205,000  per- 
sons visited  the  various  state  parks  in 
1947.  The  estimate  for  the  number  of 
park  visitors  in  1959  was  2,031,000.  Of 
course  this  does  not  include  the  hundreds 
of  thousands  who  participated  in  water 
sports  and  recreational  activities  outside 
the  state  parks. 

It  is,  therefore,  surprising  that  the 
number  of  drowning  victims  each  year 
has  remained  relatively  constant  during 
the  past  ten  years.  A total  of  960  deaths 
by  drowning  was  reported  from  1950 
through  1959.  Of  that  number,  230  vic- 
tims were  reported  as  having  been  occu- 
pants of  small  boats. 

The  following  table  shows  the  number 
of  drownings  reported  during  the  ten-year 
period : 

* Reported  Deaths  from  Accidental 
Drowning  and  Submersion,  (Including 

Occupants  of  Small  Boats)  Arkansas, 

1950-1959 


Year  Number 

1950  112 

1951  101 

1952  88 

1953  107 

1954  88 

1955  92 


1956  . 89 

1957  81 

1958  103 

1959  . 99 


Total  960 

Boats  of  varying  types  and  sizes  are 
visible  in  virtually  every  community  in 
the  state  now.  William  M.  Apple,  a Little 
Rock  businessman,  and  a member  of  the 
Advisory  Committee  of  the  Outboard 
Boating  Club  of  America,  estimates  that 
there  are  at  least  50,000  small  boats  in 
Arkansas  today,  whereas  in  1950  there 
were  an  estimated  20,000  small  boats  in 
the  state.  With  this  phenomenal  increase 
in  the  number  of  boats  in  use,  it  is  almost 
miraculous  that  the  number  of  drowning 
victims  among  boat  users  has  not  in- 
creased accordingly.  The  following  table 
shows  the  number  of  drownings  of  occu- 
pants of  small  boats  reported  during  the 
ten-year  period,  1950-1959. 

^Reported  Deaths  from  Accidental 
Submersion  of  Occupants  of  Small 


Boats,  Arkansas,  1950-1959 
Year  Number 

1950  38 

1951  17 

1952  17 

1953  33 

1954  16 

1955  27 

1956  15 

1957  12 

1958  . 26 

1959  . 29 


Total  230 

The  deaths  of  the  70  drowning  victims 
in  1959  (not  including  29  occupants  of 
small  boats)  occurred  in  various  places.  It 
is  interesting  to  note  that  only  two  of 
the  deaths  occurred  in  places  for  organ- 
ized recreation  and  sport.  The  following 
table  shows  the  places  in  which  the  drown- 
ings occurred  in  1959.  (Other  Specified 
Places  includes  lakes,  rivers,  streams. 
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ponds,  etc.  which  are  not  given  specific 
place  code  numbers.) 

^Reported  Deaths  from  Accidental 
Drowning  by  Place  of  Occurrence, 
Arkansas,  1959 


Place  Number 

Home 4 

Farm  12 

Industrial  Place  or  Premises 1 

Place  for  Organized  Recreation 

and  Sport 2 

Other  Specified  Places 31 

Place  Not  Specified  20 

A study  of  the  age,  sex,  and  color  of 


drowning  victims  (not  including  those  who 
were  occupants  of  small  boats)  reveals 
that  white  males  account  for  the  largest 
number  of  accidental  drownings.  A total 
of  70  drowning  deaths  was  reported  in 
1959,  of  which  45  (64  percent)  were 
white  males.  Negro  males  accounted  for  14 
(20  percent)  of  the  deaths.  Forty  of  the 
deaths  (57  percent)  were  reported  in  the 
age  groups  under  twenty  years  of  age. 

*Reported  Deaths  From  Accidental 
Drowning  by  Age,  Sex,  and  Color, 
Arkansas,  1959 


Age  Gi'oup 

White 

White 

Negro 

Negro 

(years) 

Male 

Female 

Male 

Female 

Under  1 year 

■ 1 

0 

0 

0 

1-4 

3 

3 

0 

0 

5-9 

5 

2 

2 

0 

10-14 

5 

1 

7 

1 

15-19 

6 

2 

2 

0 

Total 

1 

6 

9 

14 

10 


20-29 

30-39 

40-49 

50-59 

60-69 

70-79 

80/ 


3 0 
9 0 
6 1 
3 0 
2 0 
2 0 
0 0 


1 0 4 
1 0 10 
0 0 7 
0 14 
0 0 2 
10  3 
0 0 0 


Total  45  9 14  2 70 

The  fact  that  deaths  by  drowning  have 
remained  relatively  constant,  while  the 
number  of  persons  participating  in  water 
sports  and  related  activities  has  risen  tre- 
mendously in  the  past  several  years,  re- 
flects credit  on  those  groups  and  organi- 
zations engaged  in  water  safety  education 
and  training.  Such  groups  include  the 
American  Red  Cross,  Boy  and  Girl  Scouts, 
Y.M.C.A.  and  Y.W.C.A.,  boys  clubs, 
schools  and  colleges,  and  various  munici- 
pal recreation  programs  over  the  state. 

Swimming  and  water  safety  instruction 
for  young  children  is  one  of  the  best  ways 
of  preventing  future  deaths  by  drowning. 
Every  community,  urban  and  rural,  can 
arrange  for  some  sort  of  swimming  in- 
struction for  the  children  of  the  commu- 
nity. Requests  for  suggestions  and  assist- 
ance can  be  made  through  the  county  chap- 
ter of  the  Red  Cross,  the  County  Health 
Department,  or  the  State  Health  Depart- 
ment. 


♦Information  obtained  from  Bureau  of  Vital  Statistics,  Ar- 
kansas State  Board  of  Health. 
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Guest  Editorial 


Open  Heart  Surgery 

Sam  J.  Kuykendall,  M.D.  M.Sc.,  F.A.C.S. 


Extracorporeal  circulation  now  has  be- 
come a well-established  method  which  has 
greatly  enhanced  the  surgery  of  heart  dis- 
ease and  permits  correction  of  intracar- 
diac defects  which  less  than  a decade  ago 
were  hopeless.  Dramatic  though  the  sur- 
gery may  seem,  the  definitive  operative 
procedure  itself  plays  only  one  part  in 
achieving  the  ultimate  result.  The  surgeon 
must  give  much  of  the  credit  for  success  to 
the  proper  pre-operative  diagnosis,  the 
technical  operation  of  the  cardiac  by-pass 
system,  and  the  meticulous  post-operative 
care  of  the  patient.  A successful  outcome 
depends  upon  a group  effort  of  the  sur- 
geons, the  physiologists,  the  cardiologists, 
the  operating  team,  the  anesthesiologists, 
the  constant  nursing  care,  and  the  trained 
technical  supervision  of  intricate  mechan- 
ical apparatus. 

The  technique  of  hypothermia  first  made 
intracardiac  surgery  possible  and  is  still 
useful  in  certain  situations,  such  as  in  con- 
genital aortic  stenosis  in  children  and  in 
pulmonary  valvular  stenosis.  In  order  to 
facilitate  more  extended  periods  of  time 
for  surgery  under  direct  vision  within  the 
heart  whole-body  perfusion  by  means  of  a 
pump-oxygenator  apparatus  had  to  be  de- 
veloped. Extensive  laboratory  research 
has  resulted  in  the  development  of  estab- 
lished methods  of  cardiac  by-pass.  There 
is  no  “standard  method.”  Different  tech- 
niques are  applicable  to  different  anatom- 
ic defects  and  are  dependent  upon  the 
preference  and  experience  of  the  individ- 
ual surgeon.  Several  different  types  of  ox- 
ygenators are  now  in  use,  e.g.  screen,  bub- 
ble, and  membrane  oxygenator  systems. 
Modifications  of  equipment  and  techniques 
are  continuously  being  made.  A number 
of  surgeons  have  achieved  comparable  re- 
sults with  the  various  types  of  “heart-lung 
machines.”  The  preference  of  equipment 
and  methods  employed  is  determined  by 
the  experience  obtained  by  a particular 


*Donaghey  Building.  Little  Rock.  Arkansas. 


group  through  extensive  laboratory  trials 
prior  to  actual  clinical  use. 

Tremendous  strides  have  been  made  in 
the  past  decade  in  the  field  of  intracardiac 
surgery,  and  further  advances  continue  to 
be  made.  At  the  present  time,  the  best 
results  achieved  in  surgically  remedial 
heart  diseases  continues  to  be  with  un- 
complicated atrial  septal  defects  and  ven- 
tricular septal  defects  and  with  acquired 
mitral  stenosis.  The  mortality  rate  of  sur- 
gical correction  in  these  conditions  has 
now  been  lowered  to  ten  percent,  or  less,  in 
the  larger  reported  series.  Correction  of 
the  tetralogy  of  Fallot  still  carries  a higher 
mortality  rate.  The  results  in  repairing 
other  conditions  are  not  nearly  so  encour- 
aging. Other  congenital  defects  now  con- 
sidered operable  include  aortic  and  subaor- 
tic stenosis,  pulmonic  valvular  and  infun- 
dibular stenosis,  anomalous  pulmonary 
venous  drainage,  transposition  of  the 
great  vessels,  and  aortico-pulmonary  sep- 
tal defects.  Other  acquired  lesions  con- 
sidered operable  with  hopes  of  improve- 
ment include  calcific  aortic  stenosis,  aortic 
insufficiency,  mitral  insufficiency,  aneur- 
ysm of  the  left  ventricle  and  ventricular 
septal  defect  secondary  to  myocardial  in- 
farction, sinus  of  Valsalva  fistula,  atrial 
myxoma,  and  traumatic  cardiac  defects. 
Presently,  much  experimental  work  is 
being  directed  toward  the  development  of 
functional  prosthetic  replacements  for  dis- 
eased mitral  and  aortic  valves. 

Now  that  we  thoracic  siu'geons  have  be- 
come more  adept  at  the  repair  of  intracar- 
diac defects  it  behooves  us  to  encourage 
the  development  of  more  efficient  diagno- 
sis and  evaluation  of  patients  for  surgery 
and  better  facilities  for  the  care  of  such 
patients  post-operatively  from  the  stand- 
point of  nursing  care,  monitoring  equip- 
ment, and  necessary  laboratory  proce- 
dures. 

In  the  past  six  years,  in  no  field  of  medi- 
cine has  such  dramatic  and  encouraging 
progress  been  made  as  in  the  development 
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of  open  cardiac  surgery.  With  continuing 
modification  and  simplification  of  equip- 
ment and  techniques  and  better  diagnostic 
facilities  for  proper  selection  of  patient  it 
is  hoped  that  it  will  become  more  feasible 


and  practical  for  well-trained  thoracic 
surgeons  in  private  hospitals  to  obtain  re- 
sults comparable  to  those  now  being 
achieved  in  the  larger  institutions. 
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MEDICINE  IN  THE  NEWS 


The  Month  in  Washington 

From  Washington  Office  AMA: 

Washington,  D.  C.  — The  American 
Medical  Association  branded  as  untrue 
certain  statements  by  Abraham  Ribicoff, 
Secretary  of  Health,  Education  and  Wel- 
fare, concerning  the  Administration’s  leg- 
islative proposal  to  provide  medical  care 
for  the  aged  under  Social  Security. 

Dr.  Edward  R.  Annis,  Miami  surgeon 
representing  the  AMA,  accused  Ribicoff 
of  misrepresenting  the  role  of  doctors 
under  the  administration  proposal.  Dr. 
Annis  answered  Ribicoff  on  a radio-tele- 
vision program  with  Sen.  Kenneth  B. 
Keating  (R.,  N.  Y.)  which  was  taped  in 
Washington.  Ribicoff  had  made  the  mis- 
representation on  an  earlier  Keating  Pro- 
gram. 

Dr.  Blasingame  said  Ribicoff’s  state- 
ment before  the  editors  that  physicians 
are  not  included  in  the  administration  pro- 
posal, the  King  bill,  “simply  is  not  true.’’ 
The  AMA  official  pointed  out  that  the 
bill  includes  interns  and  residents  in  teach- 
ing hospitals  as  well  as  pathologists,  radi- 
ologists, psychiatrists  and  anesthesiolo- 
gists working  in  hospitals  or  serving 
hospitals’  outpatient  clinics. 

Dr.  Blasingame  also  disputed  Ribicoff’s 
contention  that  the  King  bill  is  not  social- 
ized medicine. 

“By  common  definition,  any  scheme 
which  calls  for  a system  of  compulsory 
health  care  which  is  administered,  fi- 
nanced, and  controlled  by  the  federal  gov- 
ernment is  socialized  medicine  for  that 
segment  of  the  population  it  serves.’’ 

“It  seems  strange  to  us  that  Mr.  Ribi- 
coff continues  to  lobby  for  the  King  bill 
while  completely  ignoring  the  Kerr-Mills 
law,  passed  by  Congress  last  year  with 
strong  support  by  the  nation’s  physicians. 


Krebiozen  Evaluation 

The  Department  of  Health,  Education 
and  Welfare  has  agreed  to  make  an  impar- 
tial evaluation  of  the  controversial  cancer 
drug  Krebiozen. 

U.  S.  District  Judge  Julius  H.  Miner  of 


Chicago  requested  the  evaluation  before 
proceeding  with  a $300,000  libel  suit  filed 
by  Andrew  C.  Ivy,  M.D.,  a leading  endors- 
er of  the  drug,  against  George  D.  Stod- 
dard, Ph.D.,  chancellor  of  New  York  Uni- 
versity and  foi’mer  president  of  the 
University  of  Illinois. 

In  a Letter  to  HEW  Secretary  Ribicoff, 
Miner  said: 

“In  my  humble  judgment,  Krebiozen 
has  too  long  been  a controversial  subject 
and  the  American  public  deserves  that  it 
be  examined  under  neutral  supervision 
and  by  the  most  competent  experts  in 
whom  the  people  have  implicit  confi- 
dence.’’ 

Ribicoff  said  the  National  Cancer  In- 
stitute would  evaluate  the  drug  when  its 
sponsors  presented  the  necessary  data. 
But,  he  said,  “any  decision  to  undertake  a 
study  with  human  cancer  patients  must 
await,  and  depend  on,  the  results  of  the 
evaluation  of  the  existing  clinical  data.” 


Physicians’  Retirement 

A new  bill  to  encourage  physicians  and 
other  self-employed  persons  to  set  up  their 
own  retirement  plans  started  through  Con- 
gress with  approval  of  the  House  Ways 
and  Means  Committee. 

Bearing  the  same  number,  H.R.  10,  as  a 
similar  bill  which  died  in  Congress  last 
year,  the  new  measure  would  permit  a 
self-employed  person  to  defer  taxes  on  in- 
come placed  in  a private  retirement  pro- 
gram. The  special  treatment  would  be 
limited  to  $2,500  or  10  per  cent  of  income 
each  year,  whichever  is  smaller. 

Such  income  could  be  invested  in  quali- 
fied pension  trusts,  annuity  programs, 
profit-sharing  plans  or  a new  type  of  non- 
transferable  government  bonds  redeema- 
ble when  the  individual  reaches  retirement 
age  or  suffers  disability. 

An  individual  could  start  drawing  bene- 
fits at  age  59 or  earlier  in  the  case  of 
disability.  A self-employed  person  would 
have  to  start  drawing  benefits  by  age 
701/2. 

If  a self-employed  individual  had  more 
than  three  employes,  he  would  be  required 
to  set  up  pension  plans  for  them  before  he 
could  benefit  himself. 
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Report  of  Second  Institute  on 
Clinical  Teaching  Now  Available 

“Is  American  medical  education  so 
bound  by  convention  and  restricted  by  its 
past  that  it  can  neither  experiment  nor 
change?  Is  some  of  our  failure  to  experi- 
ment related  to  restrictions  imposed  upon 
us  by  our  examining  boards?  Are  univer- 
sities too  poor,  too  fainthearted,  or  too 
complacent  and  preoccupied  to  provide  dy- 
namic leadership  in  rehabilitating  our 
worn-out  and  antiquated  processes  in 
medical  education?  How  much  longer  can 
we  afford  to  produce  pill-pushing  doctors 
rather  than  physicians  scientifically  ori- 
ented in  the  care  of  sick  people?” 

Readers  of  the  Report  of  the  Second  In- 
stitute on  Clinical  Teaching,  recently  pub- 
lished as  Part  2 of  the  April  issue  of  The 
Journal  of  Medical  Education,  will  find 
these  challenging  questions  in  the  book’s 
introductory  remarks  by  Dr.  Charles  G. 
Child  III,  chairman  of  the  Institute. 

Looking  in  retrospect  at  the  1958  and 
1959  Institutes,  Dr.  Child  concludes  that 
medical  education  is  in  fact  in  transition 
from  trade  school  to  university,  that  more 
and  more  clinical  faculties  are  composed 
of  full-time  scientists  deeply  concerned 
with  clinical  science  in  patient  care,  and 
that  this  metamorphosis  is  desirable. 

The  pros  and  cons  of  these  matters, 
which  were  the  concern  of  the  planning 
committee  who  organized  the  program  for 
the  Institute,  are  revealed  in  the  ensuing 
chapters.  The  book  is  organized  much  as 
the  Institute  itself,  with  the  basic  division 
into  three  topics.  All  the  formal  papers 
are  presented  in  their  entirety,  and  two 
chapters  are  devoted  to  tables  and  text 
reporting  the  results  of  pre-institute  opin- 
ion surveys  on  the  internship  and  the 
physicians-patient  relationship. 

Edited  by  Helen  Hofer  Gee  and  Dr. 
Child,  the  book  reporting  the  1959  Teach- 
ing Institute  is  a companion  volume  to 
the  1958  Institute  report  and  thus  com- 
pletes the  set  documenting  the  two  Insti- 
tutes on  clinical  teaching.  Twenty-nine 
authors  have  made  significant  contribu- 
tions to  the  report. 

Single  copies  may  be  purchased  from 
the  AAMC’s  Division  of  Basic  Research 
at  $2.00  per  copy.  Clothbound  copies  are 
$3.00. 


Sources  of  Financial  Aid 
To  Medical  Students 

Each  year  the  Association  of  American 
Medical  Colleges  and  its  member  schools 
receive  a great  many  requests  for  infor- 
mation on  financial  aid  available  to  medi- 
cal students.  As  a part  of  the  Association’s 
intensive  action-program  dealing  with  the 
problem  of  medical  student  finances,  a 
brochure  entitled  Sources  of  Financial  Aid 
to  Medical  Students  will  be  published  in 
the  next  few  weeks.  This  brochure  is  de- 
signed to  help  medical  students  and  pros- 
pective applicants  to  medical  school  get 
in  touch  with  the  individuals  in  each  State 
in  the  U.  S.  who  can  provide  concrete  in- 
formation and  help  on  the  problem  of  fi- 
nancing the  cost  of  a medical  education. 

The  brochure  will  provide  a list  of 
names  and  addresses  of  persons  in  medical 
schools,  county  medical  societies,  founda- 
tions, government  agencies,  service  clubs 
and  other  groups  who  can  provide  specific 
information  on  scholarship  and  loan  funds 
for  which  medical  students  are  eligible. 
These  names  and  addresses  will  be  grouped 
by  states  from  Alabama  to  Wyoming  as 
many  sources  of  financial  assistance  to 
medical  students  have  specific  require- 
ments of  residence  in  a given  state.  Na- 
tional programs  of  private  agencies  will 
be  listed  separately.  Finally,  a brief  resu- 
me of  Federal  government  programs  will 
be  provided  with  the  address  of  the  par- 
ticular Federal  agency  to  be  contacted. 

Every  effort  has  been  made  to  make  the 
listing  of  sources  of  financial  aid  as  cur- 
rent as  available  information  permits. 
The  Association  would  appreciate  it  if 
readers  of  the  brochure  would  supply 
names  and  addresses  of  any  agencies  or 
organizations  which  should  be  added  to 
the  list.  The  brochure  will  be  given  wide 
distribution  to  universities,  colleges,  and 
other  organizations  interested  in  the  prob- 
lem of  medical  students’  finances. 

Copies  may  be  obtained  by  writing  to 
Dr.  Ward  Darley,  Executive  Director, 
AAMC,  2530  Ridge  Ave.,  Evanston,  Illi- 
nois. 

^ ^ ^ 

Dr.  Fount  Richardson,  head  physician 
at  the  University  Infirmary  and  past  pres- 
ident of  the  American  Academy  of  Gen- 
eral Practice  was  awarded  the  highest 
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award  the  University  of  Arkansas  and  its 
Alumni  Association  can  bestow  upon  an 
alumnus  at  the  Spring  Commencement 
Ceremony  which  was  held  on  the  Fay- 
etteville campus  June  2 and  3. 

Dr.  Richardson,  a native  of  Ben  Frank- 
lin, Texas,  has  treated  university  students 
since  1937  when  he  joined  the  school’s 
staff.  He  is  a charter  member  of  the  Ar- 
kansas Academy  of  General  Practice  and 
has  also  served  as  president  of  the  Wash- 
ington County  Medical  Society  and  the  Ar- 
kansas Medical  Society. 


DR.  SHOREY  APPOINTED 

NEW  DEAN  OF  MEDICAL  SCHOOL 

Dr.  Winston  K.  Shorey,  who  is  the  newly- 
appointed  Dean  of  the  School  of  Medicine 
at  the  University  of  Arkansas  Medical 
Center  in  Little  Rock,  will  assume  duties 
August  1. 

Dr.  Shorey,  who  presently  is  Associate 
Dean  of  the  University  of  Miami,  has  a 
background  of  private  practice  as  well  as 
academic  work  and  training.  He  also  is  ac- 
tive in  numerous  professional  organiza- 
tions, including  the  Dade  County  Medical 
Association,  which  is  a local  unit  of  the 
Florida  Medical  Association. 

The  new  Dean  was  chosen  on  recommen- 
dations of  a selection  committee  made  up 
of  Medical  Center  faculty  and  officials  of 
the  Arkansas  Medical  Society,  and  headed 
by  Storm  Whaley,  Vice  President  for 
Health  Sciences  at  the  University.  The  ap- 
pointment was  announced  last  May  by  Dr. 
David  W.  Mullins,  President  of  the  Univer- 
sity of  Arkansas  at  Fayetteville. 

Dr.  Shorey,  commenting  for  news  arti- 
cles which  accompanied  his  appointment, 
said  he  is  hopeful  of  getting  acquainted  as 
quickly  as  possible  with  Arkansas  physi- 
cians and  the  work  of  the  state  Medical 
Society. 

“My  plans  are  to  get  acquainted  with  as 
many  of  the  practicing  physicians  in  Ar- 
kansas as  possible.  I also  hope  to  attend 
medical  meetings  within  the  state  wher- 
ever and  whenever  possible,”  he  said. 

Mr.  Whaley  said  several  factors  influ- 
enced the  selections  committee  in  arriving 
at  its  recommendations  on  Dr.  Shorey. 
One,  that  at  Miami,  Dr.  Shorey  has  been 
associated  with  a medical  school  similar  in 
size  and  scope  to  that  of  Arkansas’,  and  de- 
riving a substantial  portion  of  its  support 


from  the  state.  Second,  that  he  possesses  a 
well-rounded  background  of  experience  in 
medical  education,  including  administra- 
tion and  instruction  in  the  clinical  areas. 
And  third,  the  fact  that  he  also  has  en- 
gaged in  the  private  practice  of  medicine. 

“I  am  looking  forward  to  working  close- 
ly with  him  in  our  mutual  objective  of  the 
continuing  development  of  the  School  of 
Medicine,”  said  Mr.  Whaley. 

Dr.  Shorey  was  born  at  Wheelock,  Ver- 
mont, in  1919.  His  wife,  also  a doctor,  is 
from  Richmond,  Va.  He  received  his  M.D. 
Degree  at  the  University  of  Pennsylvania 
in  1943,  where  he  took  his  intern  and  resi- 
dency training  and  where  he  later  joined 
the  staff  as  an  assistant  instructor.  While 
teaching  at  Pennsylvania,  he  was  in  part- 
time  practice  for  some  six  years  with  an- 
other physician  in  Philadelphia.  He  held  a 
Thompson-Hawly  Fellowship  in  gastro- 
enterology while  on  the  Pennsylvania  staff. 

He  moved  to  Miami  in  1955  as  an  assist- 
ant professor,  and  in  1957  was  promoted 
to  associate  dean  under  Dr.  Homer  F. 
Marsh,  who  just  recently  was  named  Vice 
President  in  charge  of  the  University  of 
Tennessee’s  medical  units  at  Memphis. 

Dr.  Shorey  is  on  the  attending  staff  at 
Jackson  Memorial  Hospital  in  Miami,  is  a 
member  of  the  Dade  County  Hospital  Ad- 
visory Board  and  of  the  Board  of  Directors 
of  the  Dade  County  Welfare  Planning 
Council.  His  memberships  include  the 
Amercan  College  of  Physicians  and  the 
American  Association  for  the  Advance- 
ment of  Science. 


From  Association  of  American  Medical  Col- 
leges Relationship  of  Expenditures  From 
Federal  Funds  Available  for  Basic  Opera- 
tions and  From  Funds  Designated  for  Spon- 
sored Research  for  Each  of  44  Private  and 
37  Public  Four-Year  Medical  Schools — 
1958-59 

Federal  Funds  as  sources  of  expenditure 
for  U.S.  medical  schools  have  now  achieved 
the  place  of  first  importance  in  their  over- 
all financing.  For  the  academic  year  1958- 
59,  the  total  expenditure  from  Federal 
funds  amounted  to  35%  of  the  total  ex- 
penditure from  all  funds. 

Figures  1 and  2,  on  the  following  page, 
for  the  44  private  and  37  public  four-year 
schools  respectively,  show  the  relationships 
of  expenditures  from  Federal  and  non-Fed- 
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RELATIONSHIP  OF  FEDERAL  FUNDS  TO  FUNDS  AVAILABLE  FOR  BASIC  OPERATIONS 

AND  TO  FUNDS  DESIGNATED  FOR  SPONSORED  RESEARCH 
FOR  EACH  OF  44  FOUR-YEAR  PRIVATE  AND  37  FOUR-YEAR  PUBLIC  MEDICAL  SCHOOLS  — 1959 

BASIC  OPERATIONS  ' SPONSORED  RESEARCH 
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eral  funds  available  for  basic  operations  on 
the  left  side  and  from  Federal  and  non- 
Federal  funds  desiprnated  for  sponsored  re- 
search on  the  right.  The  schools  are  ar- 
rayed in  the  order  of  their  expenditures  for 
basic  operations.  The  lack  of  any  consistent 
relationship  between  the  two  categories  of 
expenditure  is  readily  apparent. 

The  percentage  figures  at  the  ends  of  the 
bars  indicate  for  each  school  the  propor- 
tion of  Federal  funds  involved  in  each  cate- 
gory of  expenditure. 

As  far  as  expenditures  for  sponsored  re- 
search are  concerned,  the  ratio  of  Federal 
participation  to  the  total  for  all  four-year 
schools  was  65%,  with  a per  school  varia- 
tion fi’om  90  to  28%.  Federal  participa- 
tion in  expenditures  for  sponsored  re- 
search was  considerably  greater  in  the  case 
of  the  private  than  the  public  schools — an 
average  of  $1,054,000  for  the  former  and 
$762,000  for  the  latter.  For  the  private 
schools  as  a group.  Federal  participation 
amounted  to  65  7^^  ; for  the  public  group, 
66%. 

As  far  as  expenditures  for  basic  opera- 
tions are  concerned,  for  all  schools  the  ra- 
tio of  Federal  participation  to  the  total 
was  17%  with  a per  school  variation  of 
from  46  to  4%.  The  average  expenditure 
from  Federal  funds  available  for  general 
operations  was  greater  for  the  private  than 
for  the  public  schools  — $476,000  for  the 
former  and  $393,000  for  the  latter.  The 
percentage  of  Federal  participation  for  the 
private  schools  was  also  higher — 20%  as 
opposed  to  15%. 

Federal  funds  available  for  basic  opera- 
tions come  essentially  from  three  sources ; 
1.  overhead  from  grants  for  sponsored  re- 
search, 2.  categorical  teaching  grants 
(oncology,  cardio-vascular  disease  and  psy- 
chiatry), and  3.  grants  for  research  train- 
ing. While  these  are  all  funds  designated 
for  specific  purposes,  they  can  be  counted 
as  available  for  general  operations  because 
their  use  is  generally  in  line  with  the 
schools’  basic  academic  purposes.  Of  the 
above  three  sources,  funds  available  from 
research  overhead  vary  in  direct  propor- 
tion to  expenditures  for  sponsored  re- 
search. Federal  funds  available  for  cate- 
gorical teaching  have  now  stabilized  at  be- 
tween 6 1/2  fo  7 million  dollars  per  year. 
Grants  for  research  training  have  in- 


creased from  a little  over  % million  dol- 
lars in  1949  to  almost  13  million  dollars  in 
1958.  Between  1958  and  1960  these  grants 
increased  to  over  30  million  dollars. 

Since  the  overhead  allowances  (8%)  for 
research  training  grants  fall  short  of  meet- 
ing the  full  cost,  the  time  may  be  at  hand 
when  the  impact  of  such  grants,  particu- 
larly in  the  high  expenditure  schools,  may 
be  calling  for  the  expenditiu'e  of  general 
operating  funds  disproportionate  to  the 
needs  for  meeting  other  responsibilities. 


ANNOUNCEMENTS 


Pelham  McGehee,  M.D.  of  Lake  Village, 
Arkansas  is  retiring  from  active  practice 
of  medicine  at  the  end  of  this  year.  Due 
to  his  retirement  Dr.  McGehee  wishes  to 
sell  the  inventory  of  his  office  and  prac- 
tice at  Lake  Village  to  one  or  two  young 
doctors.  His  office  is  in  a very  desirable 
location,  very  near  the  Lake  Village  Infir- 
mary which  has  a resident  staff  of  three 
doctors.  There  is  only  one  other  doctor 
in  practice  in  this  location. 

All  persons  interested  either  write  Dr. 
McGehee  or  visit  his  office  by  appoint- 
ment. 

1961  SCIENTIFIC  SESSION 
American  Cancer  Society 
Biltmore  Hotel 
New  York  City,  New  York 
October  23-24-,  1961 

TOPIC:  THE  PHYSICIAN  AND  THE 
TOTAL  CARE  OF  THE  CANCER  PA- 
TIENT 

For  further  information  write: 

Professional  Education  Section 
American  Cancer  Society 
521  West  57  Street 
New  York  19,  N.  Y. 

DATES  TO  REMEMBER 

Annual  meeting,  Arkansas  Academy  of 
General  Practice,  Little  Rock,  Arkan- 
sas   Oct.  11-12-,  1961 

1961  Clinical  Meeting  AMA,  Denver,  Col- 
orado   Nov.  27-30,  1961 
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Dr.  Albert  Reuel  Sparks  of  Little  Rock 
died  of  pneumonia  in  a hospital  April  29 
after  a short  illness.  He  was  an  honor 
graduate  of  Little  Rock  High  School  in 
1928  and  the  University  of  Arkansas, 
where  he  was  the  first  student  in  Arkansas 
to  be  initiated  into  Phi  Beta  Kappa.  He 
received  his  doctor’s  degree  in  1937. 

He  was  a member  of  the  Pulaski  County 
Medical  Society,  the  Arkansas  Medical  So- 
ciety, the  American  Medical  Association, 
Southern  Medical  Association  and  the 
American  Academy  of  General  Practi- 
tioners. 

Dr.  Sparks  was  a member  of  the  West- 
over  Hills  Presbyterian  Church. 

Survivors  include  his  widow,  Mrs.  Ruth 
Jane  Criglow  Sparks;  three  daughters, 
Mrs.  Caroline  Sparks  Hockersmith;  Miss 
Judie  Sparks  and  Miss  Janyth  Sparks;  a 
son,  Timothy  Reuel  Sparks,  all  of  Little 
Rock;  three  brothers,  and  a sister. 


PERSONAL  AND  NEWS  ITEMS 


Dr.  James  Callaway,  husband  of  the  for- 
mer Miss  Jane  Kolb  of  Clarksville,  was 
recently  one  of  20  to  receive  a $1,000  fel- 
lowship for  second  year  general  practice 
residency  in  an  approved  medical  school. 

Dr.  James  M.  Kolb  of  Clarksville  was 
one  of  the  Arkansas  delegates  to  the  an- 
nual session  of  the  American  Academy  of 
General  Practice  held  in  Miami  Beach, 
Florida,  April  14-21.  He  also  served  as 
assistant  sergeant-at-arms  in  the  congress 
of  delegates. 

Dr.  W.  F.  Barrier,  Malvern  physician, 
has  joined  the  staff  at  the  Benton  unit  of 
the  State  Hospital  as  part-time  physician. 
He  will  continue  his  private  practice  in 
Malvern  in  the  afternoons  and  on  week- 
ends. 


Dr.  A.  B.  Robertson  of  Rison,  retired 
physician,  was  recently  honored  on  his 
50th  year  as  a Mason  by  the  Masonic 
Lodge  of  Rison. 

A new  clinic  in  Wilmot  is  nearing  com- 
pletion as  a result  of  hard  work  of  all  the 
people  in  that  area.  Dr.  James  Sims  of 
Bonita,  La.,  with  his  family,  moved  to 
Wilmot  last  year  and  will  have  his  office 
in  the  new  clinic.  When  completed,  the 
cross-shaped  Center  will  provide  a wing 
to  be  used  as  a rest  home  for  elderly  peo- 
ple. The  hospital’s  other  three  wings  will 
include  an  operating  room,  delivery  room, 
kitchen  and  dining  room,  in  addition  to 
bedrooms  and  storage  rooms. 

Dr.  George  L.  Hardgrave  of  Clarksville 
was  honored  recently  for  50  years  of  prac- 
tice in  Johnson  County  by  the  Johnson 
County  Medical  Society.  Dr.  and  Mrs. 
Hardgrave  were  presented  with  a sterling 
silver  serving  tray  by  Dr.  G.  Reginald 
Siegel  in  behalf  of  the  Medical  Society. 
Others  present  for  the  dinner  included  Dr. 
and  Mrs.  James  M.  Kolb,  Dr.  and  Mrs.  Guy 
Shrigley,  Dr.  and  Mrs.  W.  R.  Scarborough, 
Dr.  and  Mrs.  R.  H.  Manley. 

Dr.  John  H.  Wilson,  Magnolia,  member 
of  the  Board  of  Trustees  of  Southern  State 
College  for  the  past  16  years,  has  been 
elevated  to  position  of  chairman.  Dr.  Wil- 
son has  practiced  in  Columbia  County  for 
22  years.  He  is  an  assistant  professor  of 
surgery  at  the  University  Medical  School. 

Dr.  Hayden  H.  Donahue,  assistant  su- 
perintendent of  Arkansas  State  Hospital, 
was  the  speaker  at  the  annual  Bosses 
Night  dinner  of  the  Texarkana  Business 
and  Professional  Women’s  Club. 

Dr.  James  R.  Callaway,  a graduate  of 
the  University  of  Arkansas  Medical 
School,  has  been  awarded  a $1,000  grant 
for  residency  training  at  the  Medical  Cen- 
ter. The  grant  came  from  the  American 
Academy  of  General  Practice  and  Mead 
Johnson  Laboratories  of  Evansville,  Ind. 

At  the  annual  meeting  of  the  Arkansas 
Association  for  Mental  Health  at  Winrock 
May  5-6,  Dr.  Anthony  T.  DePalma  of  Fay- 
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etteville  was  elected  regional  vice  presi- 
dent and  a member  of  the  board  of  direc- 
tors. 

Dr.  Anthony  T.  DePalma  of  Fayette- 
ville attended  a meeting  of  the  Texas  So- 
ciety of  Plastic  Surgeons  in  Houston  on 
April  22nd. 

Dr.  H.  A.  Ted  Bailey  spoke  at  the  Na- 
tional Mexican  Society  of  Ear,  Nose  and 
Throat  at  their  annual  meeting  this  year  in 
Acapulco.  Dr.  Bailey  spoke  on  Recent  Tech- 
niques in  Ear  Surgery  and  showed  a 
colored  movie  which  he  made  in  conjunction 
with  the  Medical  School  which  depicted  one 
of  the  surgical  procedures  which  he  de- 
scribed. The  Meeting  ran  from  May  1 to 
May  4 and  following  this  Dr.  Bailey 
returned  to  Mexico  City  and  operated  at  one 
of  the  local  hospitals  with  Dr.  Ruebin  Min- 
gramm  who  is  President  of  the  Society. 


Contributors  to  the  American  Medical 
Education  Foundation  from  the  State  of 
Arkansas  during  March  1961: 

Dr.  Frank  Adams,  Hot  Springs  5.00 


Mrs.  F.  C.  Atkinson,  Hot  Springs-  7.50 

Mrs.  J.  C.  Baber,  Little  Rock  64.20 

Dr.  Curry  B.  Bradburn,  Jr.,  L.  R.  10.00 

Ark.  Med.  Soc.  Woman’s  Aux.  265.90 

Boone  County  Woman’s  Auxiliary  15.00 

Bowie-Miller  County  Auxiliary 25.00 

Dr.  Wm.  H.  Breit,  Harrison  4.00 

Dr.  George  Burton,  El  Dorado  5.00 

Mrs.  J.  H.  Chesnutt,  Hot  Springs  20.00 

Dr.  LeMon  Clark,  Fayetteville  25.00 

Clark  County  Woman’s  Auxiliary..  160.00 

Dr.  E.  M.  Cooper,  Jonesboro  25.00 

Craighead-Poinsett  County  Aux...  5.00 

Dr.  Austin  Doren,  Smackover  64.87 

Dr.  Milton  Deneke,  W.  Memphis 50.00 

Dr.  Thomas  Durham,  Hot  Springs  12.50 
Dr.  Kenneth  Duzan,  El  Dorado  26.25 

Dr.  Hugh  R.  Edwards,  Searcy  50.00 

Dr.  Eldon  Fairley,  Osceola  50.00 

Dr.  Julian  Fairley,  Osceola  50.00 

Mrs.  Guy  Farris,  Little  Rock 28.00 

Dr.  L.  G.  Fincher,  Sr.,  El  Dorado..  8.00 

James  D.  Finfrock,  Fayetteville  10.00 

Mrs.  A.  J.  Forestiere,  Harrisburg..  10.00 
Garland  County  Woman’s  Aux.  ....  39.00 

Joe  E.  Gill,  Texarkana  25.00 


Dr.  Jean  C.  Gladden,  Harrison  50.00 
Dr.  Anthony  Grasse,  Calico  Rock  25.00 
Dr.  Elisha  M.  Gray,  Mtn.  Home  ....  50.00 

Dr.  Edwin  F.  Gray,  Little  Rock  ....  100.00 

Dr.  John  T.  Gray,  Jonesboro 10.00 

Mrs.  Paul  Gray,  Batesville  70.00 

Greene-Clay  County  Woman’s  Aux.  5.00 
Dr.  Walter  S.  Guinee,  Mtn.  Home..  2.00 
Dr.  C.  D.  Gunter,  Siloam  Springs.  25.00 

Dr.  C.  L.  Harris,  Hope  15.00 

Dr.  Alfred  H.  Hathcock,  Batesville  20.00 

Mrs.  M.  C.  Hawkins,  Jr.,  Searcy 7.50 

Dr.  Robert  A.  Hayes,  Wynne 10.00 

Dr.  Julius  Heliums,  Dumas  10.00 

Hempstead  County  Med.  Aux. 8.00 

Howard-Pike  Co.  Woman’s  Aux.  .___  5.00 

Dr.  J.  D.  Huskins,  Siloam  Springs..  25.00 

Dr.  C.  Lewis  Hyatt,  Monticello  25.00 

Independence  Co.  Woman’s  Aux — 18.00 

Dr.  R.  A.  Irwin,  Jr.,  Pine  Bluff  ....  50.00 

Dr.  M.  A.  Jackson,  Little  Rock 50.00 

Jefferson  County  Woman’s  Aux 10.00 

Dr.  0.  J.  Johnston,  Batesville 10.00 

Mrs.  J.  M.  Kolb,  Clarksville 1.88 

Dr.  J.  F.  Kelsey,  Fort  Smith 100.00 

Mrs.  Mason  Lawson,  Little  Rock 7.50 

Dr.  Ruth  E.  Lesh,  Fayetteville 25.00 

M.  B.  Livesay,  Hot  Springs 3.75 

Dr.  C.  C.  Long,  Ozark 10.00 

Dr.  D.  H.  Lowrey,  Russellville 15.00 

Dr.  Stuart  B.  McConkie,  Hot  Spr.  12.50 
Dr.  Robert  McCrary,  Hot  Springs  10.00 

Dr.  J.  H.  McCurry,  Cash  50.00 

Dr.  Randolph  Murphy,  El  Dorado..  10.00 

Mrs.  W.  L.  Newton,  Smackover 2.62 

Dr.  Joseph  A.  Norton,  Little  Rock.,  50.00 
Mrs.  Frank  Padberg,  Little  Rock  6.75 
Dr.  C.  W.  Parkerson,  Hot  Springs  20.00 
Dr.  Carl  Parkerson,  Hot  Springs ....  5.00 

Phillips  County  Woman’s  Aux 5.00 

Dr.  B.  J.  Puckett,  Siloam  Springs..  25.00 

Pulaski  County  Woman’s  Aux 205.00 

Mrs.  W.  S.  Rainwater,  El  Dorado  ...  3.75 

Dr.  Fount  Richardson,  Fayetteville  100.00 

Dr.  Warren  S.  Riley,  El  Dorado 33.50 

A.  W.  Roberts,  Texarkana  25.00 

Dr.  Guy  U.  Robinson,  Dumas 150.00 

Sebastian  County  Woman’s  Aux — 75.00 

Sevier-Polk  County  Woman’s  Aux.  12.00 
Dr.  Friedman  Sisco,  Springdale....  5.00 
Dr.  Floyd  A.  Smith,  Jr.,  Trumann  10.00 
Dr.  Wm.  A.  Snodgrass,  Jr.,  L.  R. . _ 10.00 

Dr.  Robert  M.  Stainton,  L.  R 13.50 

Dr.  Ewell  Thompson,  Little  Rock..  10.00 
Mrs.  C.  E.  Tommy,  El  Dorado 10.00 
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Mrs.  Peter  Trinca,  El  Dorado 7.50 

Union  County  Woman’s  Auxiliary^  57.00 

Dr.  H.  King  Wade,  Jr.,  Hot  Spr 30.00 

Dr.  H.  King  Wade,  Sr.,  Hot  Spr 25.00 

Mrs.  H.  W.  Ward,  Fayetteville 1.88 

Washington  Co.  Woman’s  Aux 10.00 

Dr.  V.  T.  Webb,  Little  Rock 10.00 

Dr.  Charles  L.  Weber,  Magnolia.___  10.00 

White  County  Woman’s  Aux 5.00 

Dr.  Carl  L.  Wilson,  Ft.  Smith 50.00 

Mrs.  Jack  Wright,  Hot  Springs 7.50 

Mrs.  David  M.  Yocum,  El  Dorado  40.00 
Columbia  County  Woman’s  Aux.._  5.00 
Dr.  Milton  Deneke,  W.  Memphis____  25.00 
Franklin-Logan  Co.  Woman’s  Aux.  6.00 
Dr.  Edwin  F.  Gray,  Little  Rock  _ 100.00 

Jefferson  County  Woman’s  Aux 20.00 

Johnson  County  Woman’s  Aux 3.00 

Dr.  Jim  McKenzie,  Hope 5.00 

Dr.  Berry  Moore,  El  Dorado 2.50 


$3,103.85 


Proceedings  of  Societies 


The  Craighead-Poinsett  Medical  Society 
met  May  5 at  the  Hotel  Noble  in  Jones- 
boro. Dr.  W.  S.  Ogle,  Memphis,  spoke  to 
the  group  on  “Emergency  Care  and  Gen- 
eral Treatment  in  Acute  Head  Injuries.” 
The  Ladies  Auxiliary  met  at  the  same 
time. 

The  Ouachita  County  Medical  Society 
met  in  regular  monthly  dinner  session 
Tuesday  night.  May  2,  1961  at  the  Camden 
Hotel  in  Camden.  Dr.  John  M.  Hundley  of 
Little  Rock  spoke  on  “Disability  Evalua- 
tion” and  Mr.  Bob  Diles  of  the  Workmen’s 
Compensation  Commission  spoke  on  “The 
Work  of  the  Commission.”  The  phono- 
graph record  “Coffeecup”  by  Ronald  Rea- 
gan was  also  heard  by  the  group. 

The  Urological  Section  of  the  Arkan- 
sas Medical  Society  met  in  conjunction 
with  the  annual  meeting  of  the  Arkansas 
Medical  Society  on  April  19,  1961,  at  the 
Grady  Manning  Hotel. 

Dr.  Frank  Clark,  of  El  Dorado,  Arkan- 
sas, was  elected  president  for  the  coming 
year. 

Dr.  Eugene  Poutasse,  from  the  depart- 


ment of  urology  of  the  Cleveland  Clinic, 
was  the  guest  speaker  and  spoke  on 
“Renal  Hypei’tension”  and  “The  Tech- 
nique of  Aortography.” 


New  Members  . . . 


Dr.  James  A.  Sims  is  a new  member  of 
the  Ashley  County  Medical  Society.  He  is 
a native  of  Bonita,  Louisiana,  and  received 
his  preliminary  education  at  Northeast 
Louisiana  State  College.  His  M.D.  degree 
was  received  from  the  Louisiana  State 
School  of  Medicine  at  New  Orleans,  Louisi- 
ana, in  1959.  Having  completed  his  intern- 
ship, Dr.  Sims  has  entered  general  practice 
at  Wilmot,  Arkansas. 

Dr.  Joseph  H.  Poff  has  been  accepted 
for  membership  in  the  Craighead-Poinsett 
County  Medical  Society.  A native  of  Mc- 
Gehee,  Arkansas,  Dr.  Poff  received  his 
preliminary  education  at  A and  M College 
at  Monticello,  Arkansas,  and  was  gradu- 
ated from  the  University  of  Arkansas 
School  of  Medicine  in  1950.  He  practiced 
in  Caraway,  Arkansas,  from  1951-55,  U.  S. 
Army  1955-57,  Caruthersville  and  Albany, 
Missouri,  1957-61.  Dr.  Poff  is  a general 
practitioner  with  his  office  in  Trumann, 
Arkansas. 

The  Jefferson  County  Medical  Society 
announces  that  Dr.  Clement  D.  Burroughs 
has  been  added  to  its  roster  of  members. 
A native  of  North  Little  Rock,  he  attended 
the  Little  Rock  Junior  College  and  received 
his  M.D.  degree  from  the  University  of 
Arkansas  Medical  School  in  1936.  He 
served  in  the  United  States  Navy  Medical 
Corps  from  1938-1959.  Dr.  Burroughs  is  a 
radiologist  with  his  office  at  IIO8I/2  Poplar 
in  Pine  Bluff. 

A new  member  of  the  Jefferson  County 
Medical  Society  is  Dr.  Wm.  Joe  James.  He 
is  a native  of  McAllister,  Oklahoma,  and 
received  his  preliminary  education  at  the 
University  of  Arkansas  from  which  he  re- 
ceived a B.S.  degree.  He  was  graduated 
from  the  University  of  Arkansas  School  of 
Medicine  in  1953.  Dr.  James  served  in- 
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ternship  at  Kansas  City,  Missouri,  1953- 
54,  was  a surgery  resident  at  Little  Rock 
1954-55,  served  in  the  USAF  1955-57,  and 
was  a urology  resident  from  1957-1960. 
Dr.  James  has  opened  his  office  for  the 
practice  of  urology  at  1202  Cherry  Street, 
Pine  Bluff. 

Dr.  John  F.  Guenthner  is  a new  mem- 
ber of  the  Baxter  County  Medical  Society. 
He  is  a native  of  Niagara  Falls,  New  York ; 
he  received  his  preliminary  education  at 
the  Niagara  Falls  High  School,  and  was 
graduated  from  the  Kansas  City  College 
of  Medicine  and  Surgery  in  1924.  Dr. 
Guenthner  has  practiced  for  the  past 
twenty-four  years  at  Mountain  Home.  He 
is  a general  practitioner  at  the  Saltzman 
Hospital. 


County  by  Mrs.  Merl  Bragg.  She  told  of 
the  present  work  and  the  ways  in  which 
the  Medical  Auxiliary  could  assist  in  the 
work. 

Recently  installed  as  the  new  officers  of 
the  Women’s  Auxiliary  to  the  Jefferson 
County  Medical  Society  are:  Mrs.  B.  H. 
Cheek,  president;  Mrs.  R.  E.  Glasscock, 
president-elect;  Mrs.  M.  R.  Wirthlin,  his- 
torian ; Mrs.  W.  P.  Meredith,  vice  presi- 
dent; Mrs.  J.  R.  Pierce,  parliamentarian; 
Mrs.  William  J.  James,  secretary;  and 
Mrs.  V.  Bryan  Perry,  treasurer. 

The  auxiliary’s  big  project  of  the  year 
is  its  annual  Fashion  Show-Tea  for  the 
benefit  of  the  Charity  Fund  of  Jefferson 
Hospital.  A check  for  $1,194,  the  proceeds 
of  this  year’s  show  was  given  to  the  hos- 
pital recently. 


Wc 


Oman  6 


Mrs.  Mason  G.  Lawson,  of  Little  Rock, 
past  president  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  and 
Arkansas  Woman  of  the  Year  in  1957, 
was  a guest  of  the  Boone  County  Medical 
Auxiliary  May  2nd.  Mrs.  Ulys  Jackson, 
president  of  the  Boone  County  Auxiliary, 
presided  at  the  business  meeting.  Mrs. 
Lawson  explained  to  the  group  the  loan 
funds,  medical  scholarships  and  assistance 
programs  to  encourage  and  help  prospec- 
tive nurses  in  that  area.  Following  the 
business  meeting,  Mrs.  Lawson  spoke  to 
doctors,  dentists,  druggists  and  the  hos- 
pital administrator  as  well  as  the  auxil- 
iaries. She  explained  the  Kerr-Mills  Bill 
and  the  King  Bill,  which  was  followed  by 
a question  and  answer  period. 

The  newly-formed  Auxiliary  to  Saline 
County  Medical  Society  met  for  a regular 
meeting  at  Saline  Memorial  Hospital, 
April  24.  The  meeting  began  with  dinner 
with  the  Medical  Society.  Mrs.  John  D. 
Wright,  president,  was  in  charge  of  the 
business  meeting.  Plans  were  made  to  dis- 
cuss and  approve  the  new  constitution  and 
by-laws. 

The  program  for  the  meeting  was  a dis- 
cussion of  the  Cancer  Society  of  Saline 


Officers  of  the  Auxiliary  to  the  Union 
County  Medical  Society  for  1961-62  were 
installed  with  impressive  ceremony  by 
Mrs.  Mason  Lawson,  parliamentarian  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association.  The  ceremony  took 
place  in  the  home  of  Dr.  and  Mrs.  Berry 
L.  Moore,  El  Dorado.  New  officers  are 
Mrs.  Berry  L.  Moore,  Jr.,  president;  Mrs. 
Gwynn  Fincher,  Jr.,  president-elect;  Mrs. 
Frank  Thibault,  vice  president;  Mrs.  Gar- 
land Murphy,  Jr.,  secretary;  Mrs.  Moore, 
Sr.,  treasurer;  and  Mrs.  Warren  S.  Riley, 
historian. 

Mrs.  Ben  A.  Lincoln  of  Little  Rock,  who 
was  chosen  Arkansas  Mother  of  1961,  was 
sponsored  by  the  Pulaski  County  Medical 
Society. 

Medical  Career  Day  was  observed  in  sev- 
eral southeastern  Arkansas  high  schools 
this  spring.  The  Arkansas  Medical  Soci- 
ety and  the  Women’s  Auxiliary  sponsored 
the  observance.  Programs  were  conducted 
in  McGehee  by  Dr.  Swan  B.  Moss;  in 
Dumas  under  the  direction  of  Dr.  Guy 
Robinson ; in  Dermott  by  Dr.  Major 
Smith ; in  Monticello  by  Dr.  Lewis  Hyatt, 
and  in  Eudora  by  Dr.  Byron  Binns. 

Mrs.  Mason  Lawson  and  Mrs.  Hershel 
Wilmoth  were  special  guests  at  the  May 
meeting  of  the  Independence  County  Med- 


Volume  58,  Number  2 — JULY,  1961 


77 


Features 


ical  Society  and  Auxiliary,  in  Batesville  on 
May  9. 

Mrs.  Lawson,  who  is  now  serving  as  a 
consultant  to  the  Division  of  Field  Service 
of  the  American  Medical  Association, 
spoke  to  the  entire  group  about  the  bene- 
fits of  the  Kerr-Mills  Law  for  the  medical 
care  of  the  aged. 

Mrs.  Wilmoth  spoke  to  the  auxiliary, 
presenting  her  plans  for  the  year.  This 
was  her  first  official  visit  to  a county 
auxiliary. 


Book  Reviews 


Ciba  Foundation  Symposium  on  CELLULAR 
ASPECTS  OF  IMMUNITY,  edited  by  G.  E.  W. 
Wolstenholme,  O.B.E.,  M.A.,  M.B.,  B.  Ch.  and 
Cecilia  M.  O’Connor,  B.Sc.,  pp.  495,  illustrated, 
published  by  Little,  Brown  & Company,  Boston, 
Massachusetts,  1960. 


cJCetterA  to  tLe  £clit 


or 


Dr.  W.  R.  Brooksher 
318  North  Greenwood 
Fort  Smith,  Arkansas 
Dear  Dr.  Brooksher: 

The  Council  of  the  Arkansas  Medical  Society 
wishes  to  thank  you  for  the  unusually  successful 
achievement  of  the  goals  of  the  Senior  Medical 
Day  program  initiated  by  you  and  carried  out  un- 
der your  direction  through  1960. 

Your  program,  given  for  senior  medical  stu- 
dents and  their  wives,  emphasized  and  brought 
alive  the  Medical  Code  of  Ethics.  It  brought  out 
the  advantages  of  practicing  medicine  in  rural 
areas,  encouraged  the  general  practice  of  medicine 
and  pointed  up  the  desirability  of  active  partici- 
pation in  organized  medicine  at  local,  state  and 
national  levels.  All  this  was  accomplished  with 
the  directness,  simplicity  and  economy  character- 
istic of  your  many  contributions  to  medicine  and 
the  public  it  serves. 

Very  truly  yours, 

Joe  Verser,  M.D. 

Chairman 


This  symposium  on  the  Cellular  Aspects  of  Im- 
munity is  most  important.  New  tools  enable  us  to 
have  wider  and  deeper  understanding  of  many  bio- 
logical processes.  The  studies  on  immunity  have 
been  going  on  for  many  years;  electron  microscopy 
and  newer  chemical  techniques  have  enabled  the 
research  teams  to  make  discoveries  heretofore  im- 
possible. Some  of  the  things  discussed  in  this  ex- 
cellent symposium  are  microcinematography  study 
of  plasma  cells,  the  ultrastructure  of  antibody- 
producing  cells,  the  mechanisms  of  antigen  uptake 
by  cells,  etc.  This  book  is  keyed  at  research  level 
but  there  is  much  in  it  of  interest  to  the  internist 
and  there  is  some  of  interest  to  all  practicing 
physicians  and  medical  students.  As  is  so  often 
the  case  in  these  books,  the  final  discussions  after 
the  presentation  are  extremely  good.  This  book  is 
highly  recommended  to  all  internists  and  to  stu- 
dents in  the  field  of  bacteriology  and  immunology. 

AK 

THE  HAND.  A manual  and  Atlas  for  the  General 
Surgeon.  By  Henry  C.  Marble,  M.D.,  F.A.C.S., 
Consulting  Surgeon  to  the  Massachusetts  Gen- 
eral Hospital.  Illustrated,  pp.  197.  Published 
by  W.  B.  Saunders  Company,  Philadelphia  and 
London,  1961. 

This  manual  of  treatment  of  the  hands  is  a well 
written  important  book  by  a qualified  authority. 
It  takes  its  place  with  Kanavel’s  book  and  others. 
It  is  heartily  recommended  to  the  general  surgeon. 
It  is  an  important  book  because  injuries  to  the 
hand  often  reduce  a wage  earner  to  the  rolls  of 
the  unemployed.  This  book  is  condensed  and  con- 
sists of  only  197  pages.  It  is  well  illustrated  but 
not  profusely  illustrated.  Its  only  flaw  is  a com- 
plete absence  of  references.  AK 


Dr.  Alfred  Kahn,  Editor 
Arkansas  Medical  Journal 
6th  and  Pulaski  Streets 
Little  Rock,  Arkansas 

Dear  Dr.  Kahn: 

During  the  past  few  years,  it  has  become  evi- 
dent that  administration  of  the  Workmen’s  Com- 
pensation Law  has  resulted  in  certain  alterations 
in  the  longstanding  doctor -patient  and  doctor- 
doctor  relationships.  As  the  Law  is  currently  in- 
terpreted, the  insurance  carrier  or  his  representa- 
tive is  free  to  transfer  any  patient  from  any  phy- 
sician to  any  other  physician  as  he  may  so  desire. 
Neither  the  physician  nor  the  patient  have  any 
recourse  beyond  the  “vested  financial  interest”  of 
the  carrier  under  the  present  Workmen’s  Compen- 
sation Commission.  Fortunately,  this  authority  is 
not  exercised  by  most  of  the  responsible  carriers. 
However,  as  most  physicians  know  without  just 
reasons,  patients  are  transferred  at  the  discretion 
of  insurance  adjusters.  In  an  effort  to  determine 
unequivocally  the  rights  of  the  physician  and  the 
laboring  man  under  the  present  Workmen’s  Com- 
pensation Commission  on  April  20,  1961  I wrote 
to  the  Commission  as  follows,  stating  what  I 
thought  to  be  the  proper  interpretation  of  the 
Workmen’s  Compensation  Act. 

“As  Mr.  Cowne  may  recall,  on  April  7,  1961,  I 
called  the  Commission  to  learn  first  hand  their 
opinion  regarding  the  right  of  the  injured  work- 
man to  select  the  treating  physician  in  the  event 
his  injury  is  accepted  under  the  Workmen’s  Com- 
pensation Act.  I understood  Mr.  Cowne  to  state 
that  “it  was  his  and  the  Commission’s  opinion 
that  the  WCC  Act  gives  the  carrier  the  right  to 
choose  the  treating  physician.”  I further  inquired 
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as  to  whether  he  expressed  an  assumed  attitude 
of  the  present  commission  or  whether  this  ques- 
tion had  been  resolved  by  the  Arkansas  Supreme 
Court.  I understood  Mr.  Cowne  to  say  that  it  had 
been  ruled  on  by  the  Arkansas  Supreme  Court  and 
that  they  had  resolved  the  question  in  favor  of 
the  carrier.  At  my  request,  he  agreed  to  furnish 
me  with  reference  to  this  ruling  case  in  order  that 
it  might  clarify  my  thinking  on  this  issue  so  vital 
to  the  working  men  and  to  the  doctors  of  Arkan- 
sas. To  date,  I have  not  received  this  reference 
from  Mr.  Cowne. 

I do,  however,  have  a copy  of  Mr.  Cowne’s  let- 
ter of  April  12,  1961,  to  Mr.  James  A.  Pate  with 
Aetna  in  which  Mr.  Cowne  re-affirms  his  opinion 
that  the  carrier  has  the  right  to  choose  the  treat- 
ing physician  and  refers  to  Section  II  of  the  WCC 
Act.  Careful  reading  of  this  section  of  the  law 
reveals  the  following  sentences  which  may  be 
germane: 

“The  Commission  may  order  a change  of  physi- 
cians at  the  expense  of  the  employer  when,  in  its 
discretion,  such  change  is  deemed  necessary  or 
desirable.” 

The  above  sentence  would  seem  to  extend  this 
privilege  to  the  Commission  after  an  injury  has 
been  accepted  as  a WCC  case,  but  not  while  the 
liability  is  being  controverted.  Otherwise,  the 
Commission  may  find  itself  in  the  position  of  hav- 
ing ordered  a change  in  treating  physician  in  a 
non -compensation  case.  The  Commission  could, 
for  reasonable  reasons,  order  a change  in  treating 
physicians  in  any  case  accepted  under  the  Act! 
There  is  nothing  to  suggest  that  the  Commission 
has  the  right  to  transfer  its  authority  to  an  in- 
surance adjustor  whose  job  it  is  to  save  his  em- 
ployer money.  Secondly: 

“An  injured  employee  claiming  to  be  entitled 
to  compensation  shall  submit  to  such  physical 
examination  and  treatment  by  a qualified  physi- 
cian designated  or  approved  by  the  Commission 
as  the  Commission  may  from  time  to  time  re- 
quire.” Once  again,  a privilege  is  extended  to  the 
Commission  and  nothing  suggests  that  the  Com- 
mission can  transfer  this  authority  to  an  insur- 
ance adjustor.  But  to  review  further: 

“The  employer  shall  promptly  provide  for  an 
injured  employee  such  medical,  surgical,  hospital 
and  nursing  services,  and  medicine,  crutches,  ar- 
tificial limbs  and  other  apparatus  as  may  be 
necessary  . . .” 

Again,  no  mention  is  made  of  the  carrier  or 
insurance  adjustor^ — the  employer’s  agent  for 
claims  adjustment  and  not  for  medical  recom- 
mendations. Careful  consideration  of  the  above 
sentence  in  no  way  suggests  that  a fundamental 
right,  heretofore  enjoyed  by  all  Americans,  includ- 
ing the  laboring  man,  of  freedom  of  choice  of  his 
treating  physician  be  abrogated  and  give  to  the 
carrier.  It  would  seem  that  the  legislature  in- 
tended to  leave  this  right  the  way  it  has  always 
been.  “Provide”  must  mean  to  make  available,  but 
not  to  dictate. 

In  no  way  is  this  interpretation  of  the  law  in 
conflict  with  the  concept  of  a company  physician 
who  is  available  for  the  convenience  of  the  com- 
pany, the  employees,  and  himself.  Experience 


shows  that  this  physician  is  acceptable  to  almost 
all  employees  in  most  instances.  However,  in 
those  rare  cases  where  the  employee-patient  de- 
sires to  be  treated  by  another  physician,  does  not 
he  still  have  that  right  as  an  American  and  an 
Arkansan  ? Those  doctors  employed  by  companies 
with  whom  I have  discussed  this  problem  also 
feel  that  the  employee  does  have  the  right  to 
choose  his  physician  if  he  so  desires. 

But  on  what  basis  does  the  Commission,  accord- 
ing to  their  Secretary,  conclude  that  the  re- 
spondent can  assume  the  employee’s  right  to  se- 
lect the  treating  physician?  To  quote  from  Mr. 
Cowne’s  letter  to  Mr.  Pate:  “.  . . with  this  re- 
quirement of  furnishing  competent  medical  treat- 
ment, goes  the  right  of  selecting  the  doctor.  The 
Commission  bases  this  on  the  fact  that  the  re- 
spondents have  vested  interest  in  seeing  that  the 
claimant  is  furnished  with  competent  medical 
treatment  and  without  the  right  to  select  the  doc- 
tor might,  in  some  cases,  prolong  and  increase  the 
liability  of  respondents.  It  is  very  much  the  re- 
spondents’ interest  to  see  that  a claimant  is  re- 
ceiving proper  medical  treatment.” 

Is  the  respondent’s  vested  financial  interest  to 
transcend  the  patient’s  physical  and  financial  in- 
terest ? 

Is  the  doctor-patient  relationship  which  existed 
long  before  the  WCC  Law  was  enacted  to  exist 
no  longer  for  the  working  man  ? 

Must  the  doctor-doctor  relationship,  which  also 
existed  for  a long  time  before  the  WCC  Law,  be 
scrapped?  When  a carrier,  as  is  on  record,  re- 
moves a patient  from  the  care  of  one  physician 
and  places  him  under  the  care  of  another  physi- 
cian, who  must  either  cooperate  with  the  carrier 
or  also  find  his  relationship  with  the  carrier 
strained,  doctor-doctor  relationships  suffer. 

Must  we  then  conclude  that  these  longstanding 
basic  relationships  are  superseded  under  the 
guise:  “It  is  very  much  to  the  respondent’s  in- 
terest to  see  that  a claimant  is  receiving  proper 
medical  treatment.”  What  is  “proper”?  What  is 
proper  for  the  carrier  may  or  may  not  be  what 
is  proper  for  the  patient.  The  carrier  may  favor 
the  physician  who  can  find  little  wrong  with  the 
patient  and  whose  disability  awards  are  usually 
low,  while  the  patient  may  consider  the  doctor 
who  can  diagnose  his  injury  and  render  treatment, 
notwithstanding  the  expense,  the  more  proper 
physician.  Thus,  there  would  seem  to  be  a conflict 
of  interest  as  regards  “proper”. 

While  few  physicians  would  claim  that  the 
medical  profession  is  above  error,  experience 
shows  that  the  patient’s  interest  is  best  served  by 
leaving  treatment  to  the  physician  of  the  patient’s 
choice.  Claim  adjusting  should,  of  course,  be  left 
to  claim  adjustors. 

Clearly,  there  is  nothing  in  Section  II  which 
would  permit  claim  adjustors  to  dictate  the  choice 
of  the  treating  physician.  To  extend  him  this 
privilege,  one  must  assume  that  the  vested  finan- 
cial interest  of  the  carrier  supersedes  all  the  afore- 
mentioned rights  of  the  laboring  man  and  of  the 
physician.  Also,  one  would  have  to  conclude  that 
the  Arkansas  legislature  intended  to  deprive  the 
working  man  of  his  choice  of  treating  physician 
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and  to  deprive  the  treating  physician  of  his  pre- 
rogative to  remain  impartial  to  the  litigants’  dis- 
pute. If  that  ■were  so,  no  longer  could  he  continue 
to  treat  under  the  time  honored  doctor-patient 
relationship.  With  the  adjustor  choosing  the 
treating  physician,  the  doctor  would  be  forced  to 
cooperate  with  the  carrier  to  the  extent  demanded 
or  to  have  his  practice  curtailed  by  an  agent  of 
the  carrier  free  to,  though  unqualified  to,  deter- 
mine what  is  “proper”  medical  treatment. 

Is  it  the  opinion  of  the  Commission,  in  consid- 
eration of  the  foregoing,  that  the  carrier  has  the 
right  in  any  case  without  taking  their  grievance 
in  that  case  before  the  Commission  for  a ruling 
to  order  a change  in  treating  physician  or  to  with- 
hold compensation  benefit  to  a workman  who 
chooses  not  to  have  his  physician  chosen  for  him 
by  the  adjustor? 

Does  the  Commission  recognize  that  it  would  be 
necessary  for  the  treating  physician  under  such 
a system  either  to  cooperate  fully  with  the  re- 
spondent or  to  limit  his  practice  ? Either  of  which, 
in  my  opinion,  is  not  to  be  the  best  interest  of  the 
working  man. 

Has  this  issue  already  been  referred  to  the  Ar- 
kansas State  Supreme  Court  as  suggested  by  Mr. 
Cowne?  If  so,  please  provide  me  with  the  case 
reference. 

It  is  humbly  requested  that  the  full  commission 
in  light  of  the  above  consideration  review  the 
opinion  expressed  by  Mr.  Cowne  to  Mr.  Pate. 

In  closing,  as  one  physician  sees  the  law,  the 
carrier  has  the  right  to  expect  the  treating  physi- 
cian to  be  ethically  and  professionally  qualified. 
The  carrier  should  have  a right  to  be  kept  in- 
formed as  progress  of  the  treatment  dictates.  He 
has  a right  to  request  consultation  in  any  case, 
and  in  addition,  he  has  a right  to  appeal  to  the 
Commission  any  alleged  grievances  against  any 
physician,  professional  or  financial.  I do  not  be- 
lieve that  the  Legislature  of  the  State  of  Arkansas 
ever  intended  to  deprive  the  working  man  of  his 
right  of  choice  of  treating  physician. 

If  the  Commission  cannot  see  the  obvious  er- 
ror in  any  system  that  would  so  restrict  the  free- 
dom of  the  working  man  and  the  physician,  then 
the  question  must  be  referred  to  the  Arkansas 
Supreme  Court  for  resolution.” 

The  full  Commission  was  kind  enough  to  reply 
to  my  inquiry  on  April  24,  1961  as  follows: 

“This  is  to  acknowledge  receipt  of  your  letter 
dated  April  20,  1961,  addressed  to  this  Commis- 
sion. 

Section  II  of  the  Workmen’s  Compensation  Law 
states: 

“The  employer  shall  promptly  provide  for  an 
injured  employee  such  medical,  surgical,  hospi- 
tal and  nursing  services,  and  medicine,  crutches, 
artificial  limbs  and  other  apparatus  as  may  be 
necessary  during  the  period  of  six  months  after 
the  injury,  or  for  such  time  in  excess  thereof  as 
the  Commission,  in  its  discretion,  may  require. 
If  the  employer  fails  to  prsvide  the  services  or 
things  mentioned  in  the  forgoing  sentence  with- 
in a reasonable  time  after  knowledge  of  the  in- 
jury, the  Commission  may  direct  that  the  in- 
jured employee  obtain  such  service  or  thing 


at  the  expense  of  the  employer,  and  any  emer- 
gency treatment  afforded  the  injured  employee 
shall  be  at  the  expense  of  the  employer.  All  per- 
sons who  render  services  or  provide  things  men- 
tioned herein  shall  submit  the  reasonableness  of 
the  charges  to  the  Commission  for  its  approval, 
and  when  so  approved,  shall  be  enforceable  by 
the  Commission  in  the  same  manner  as  is  pro- 
vided for  the  enforcement  of  compensation  pay- 
ments; but  the  foregoing  provisions  relating  to 
charges  shall  not  apply  where  a written  con- 
tract exists  between  the  employer  and  the  per- 
son who  renders  such  service  or  furnishes  such 
things.  The  Commission  may  order  a change  of 
physicians  at  the  expense  of  the  employer  when, 
in  its  discretion,  such  change  is  deemed  neces- 
sary or  desirable.  The  employer  shall  not  be 
liable  for  any  of  the  payments  provided  for  in 
this  section  in  case  of  a contest  of  liability, 
where  the  Commission  shall  decide  that  the  in- 
jury does  not  come  within  the  provisions  of  the 
Act.  An  injured  employee  claiming  to  be  en- 
titled to  compensation  shall  submit  to  such 
physical  examination  and  treatment  by  a qual- 
ified physician  designated  or  approved  by  the 
commission,  as  the  Commission  may  from  time 
to  time  require.  The  place  or  places  of  exami- 
nation and  treatment  shall  be  reasonably  con- 
venient for  the  employee.  Such  physician  or 
physicians  as  the  employee,  employer,  or  insur- 
ance carrier  may  select  and  pay  for  may  par- 
ticipate in  the  examination,  if  the  employee,  em- 
ployer, or  insurance  carrier  so  requests.  In  cases 
where  the  Commission  directs  examination  or 
treatment,  proceedings  shall  be  suspended  and 
no  compensation  shall  be  payable  for  any  period 
during  which  the  employee  refuses  to  submit  to 
examination  and  treatment  or  otherwise  ob- 
structs same.  Failure  of  the  employee  to  obey 
the  order  of  the  Commission  in  respect  to  exam- 
ination or  treatment  for  a period  of  one  year 
from  the  date  of  the  suspension  of  compensa- 
tion shall  bar  the  right  of  the  claimant  to  fur- 
ther compensation  in  respect  to  the  injury.  Ex- 
cept in  cases  of  hernia  [which  are  specifically 
covered  by  section  13  (e)],  where  an  injured 
person  unreasonably  refuses  to  submit  to  a sur- 
gical operation  which  has  been  advised  by  at 
least  two  (2)  qualified  physicians  and  where 
such  recommended  operation  does  not  reason- 
ably involve  risk  of  life  or  additional  serious 
physical  impairment  the  Commission  may,  in 
fixing  the  amount  of  compensation,  take  into 
consideration  such  refusal  to  submit  to  the  ad- 
vised operation.” 

Section  37  of  the  Workmen’s  Compensation  Law  is 

as  follows: 

“In  any  case  where  the  employer  is  not  a self- 
insurer,  in  order  that  the  liability  for  compen- 
sation imposed  by  this  Act  may  be  most  effec- 
tively discharged  by  the  employer,  and  in  order 
that  the  administration  of  this  Act  in  respect  of 
such  liability  may  be  facilitated,  the  Commis- 
sion shall  by  regulation  provide  for  the  discharge 
by  the  carrier,  for  such  employer,  of  such 
obligations  and  duties  of  the  employer  in  re- 
spect of  such  liability,  imposed  by  this  Act  upon 
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the  employer,  as  it  considers  proper  in  order  to 
effectuate  the  provisions  of  this  Act.  For  such 
purpose  (1)  notice  to  or  knowledge  of  an  em- 
ployer of  the  occurrence  of  the  injury  shall  be 
notice  to  or  knowledge  of  the  carrier;  (2)  juris- 
diction over  the  employer  by  the  Commission  or 
by  any  Court  under  this  Act  shall  be  jurisdic- 
tion over  the  carrier;  and  (3)  any  requirements 
by  the  Commission  or  any  Court  under  any 
compensation  order,  finding  or  decision  shall  be 
binding  upon  the  carrier  in  the  same  manner 
and  to  the  same  extent  as  upon  the  employer.” 

In  construing  the  Workmen’s  Compensation 
Law,  it  is  now  and  has  been  for  many  years  the 
opinion  of  this  Commission  that  respondents  (em- 
ployer or  insurance  carrier)  has  the  duty  to  pro- 
vide an  injured  employee  with  prompt  competent 
medical  attention  and  that  respondents  have  the 
right  to  select  the  doctor  or  doctors  to  administer 
such  treatment  because  the  liability  is  one  which 
must  be  borne  by  respondents;  further,  also,  be- 
cause in  the  event  additional  disability  results  be- 
cause of  such  medical  treatment  respondents  are 
also  liable  for  same.  If  respondents  neglect  or  re- 
fuse to  provide  said  medical  attention  or  contro- 
vert claimant’s  right  to  such  attention,  the  claim- 
ant is  then  free  to  seek  his  own  treatment  which 
will  be  the  respondents’  expense  if  such  treatment 
is  found  by  the  Commission  to  be  for  a compen- 
sable accidental  injury. 

The  foregoing  statement  briefly  outlines  this 
Commission’s  holdings  over  a period  of  many 
years  and  is  in  keeping,  in  our  opinion,  with  the 
provisions  of  the  Workmen’s  Compensation  Law.” 

If  I have  interpreted  this  reply  correctly,  it 
would  seem  that  the  Workmen’s  Compensation 
Commission  is  of  the  opinion  that  the  “vested 
financial  interest  of  the  carrier”  supersedes  the 
physical  and  psychological  interest  of  the  injured 
workman  and  the  free  practice  interest  of  the 
physician. 

This  may  be  as  it  should  be.  It  has  occurred  to 
me,  however,  that  each  physician  and  each  work- 
ing man  would  wish  to  answer  this  question  for 
himself. 

What  should  your  (physician  or  workman) 
rights  under  the  Workmen’s  Compensation  Law 
be  as  regards  choice  of  the  treating  physician? 

Sincerely  yours, 

Kenneth  G.  Jones,  M.D. 

To:  Members  of  the  Independence  County 
Medical  Society 
Dear  Doctors: 

We  received  from  the  AM  A Headquarters  and 
the  Arkansas  Medical  Society  Headquarters  a 
copy  of  a record  of  radio  “spot  announcements” 
regarding  the  King-Anderson  Bill  and  the  Mills- 
Kerr  Bill.  Of  course,  as  you  know,  we  favor  the 
Mills-Kerr  Bill. 

As  the  AFL-CIO  has  a man  and  woman  team  in 
our  Congressional  District,  it  was  suggested  by  the 
AMA  and  the  State  Headquarters  that  we  use 
these  spot  announcements  in  this  District. 

The  AMA  has  agreed  to  put  up  one-half  the 
cost  of  the  announcements  which  amounts  to 


$28.00  for  20  announcements  a week.  That  is,  we 
pay  $14.00  and  they  pay  $14.00.  It  is  extremely 
important  that  we  start  these  next  week  because 
the  next  week  the  hearings  on  the  King-Anderson 
Bill  by  the  House  Ways  and  Means  Committee 
will  occur.  As  your  President,  I have  taken  the 
liberty,  after  consultation  with  others,  in  authoriz- 
ing this  small  amount  of  money  to  be  spent.  Dr. 
Monfort  has  also  gotten  Searcy,  Newport,  and 
possibly  Pocahontas  covered  through  their  doc- 
tors, and  their  radio  stations  for  the  same  an- 
nouncements. 

With  the  best  of  personal  wishes,  I am 
Sincerely  yours, 

Chaney  W.  Taylor,  M.D. 

President 

Independence  County  Medical  Society 

CWT:plp 

Dr.  Alfred  Kahn,  Jr.,  Editor 

Journal  of  the  Arkansas  Medical  Society 

1300  West  6th  Street 

Little  Rock,  Arkansas 

Dear  Dr.  Kahn: 

At  a recent  meeting  of  the  Arkansas  Psychiatric 
Society  it  was  unanimously  voted  to  ask  that  you 
consider  the  publication  in  the  State  Medical 
Journal  of  the  following  “statement  of  position  by 
the  American  Psychiatric  Association  regarding 
hypnosis”. 

The  society  asked  that  I send  this  to  you  with 
this  recommendation  that  you  consider  this. 

Sincerely  yours, 

W.  Payton  Kolb,  M.D. 

WPK:jc 

REGARDING  HYPNOSIS 
A Statement  of  Position  by  the 
American  Psychiatric  Association* 
February  15,  1961 

^ tit 

Many  inquiries  requesting  an  official  opinion  of 
the  American  Psychiatric  Association  on  hypnotic 
therapy  have  been  received  from  local  psychiatric 
and  other  ynedical  societies  and  from  individual 
members  of  the  Association  and  others.  These  in- 
quiries, in  general,  ask  the  following  questions  : 
Is  hypnosis  an  acceptable  psychiatric  procedure? 
If  so,  who  should  teach  it?  To  whom  should  it  be 
taught?  What  should  be  the  depth  and  extent  of 
such  teaching?  Where  can  adequate  training  be 
secured? 

The  following  statement  of  position  regarding 
these  matters  has  been  prepared  by  the  Commit- 
tee on  Therapy  of  the  American  Psychiatric  As- 
sociation and  is  published  with  the  approval  of 
the  Council  of  the  Association  for  the  information 
and  guidance  of  all  concerned. 

*Additional  copies  of  this  statement  are  available  on  request 
from  the  Central  Office  of  the  Association,  Mathew  Ross, 
M.D.,  Medical  Director,  1700  18th  Street,  N.W.,  Washington 
9,  D.C. 

STATEMENT 

Hypnosis  is  a specialized  psychiatric  procedure 
and  as  such  is  an  aspect  of  doctor-patient  rela- 
tionship. Hypnosis  provides  an  adjunct  to  re- 
search, to  diagnosis  and  to  treatment  in  psychi- 
atric practice.  It  is  also  of  some  value  in  other 
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areas  of  medical  practice  and  research. 

Unfortunately,  so  little  is  known  of  the  nature 
of  the  hypnotic  state  that  definitions  usually  re- 
duce themselves  to  mere  descriptions  of  the  var- 
ious manifested  phenomena.  Few  reports  of  con- 
trolled experiments  into  the  nature  of  hypnosis 
have  been  published. 

Hypnosis  is  appropriately  and  properly  used  in 
the  course  of  therapy  only  when  its  employment 
serves  therapeutic  goals  without  posing  undue 
risks  to  the  patient.  With  selected  patients,  it 
can  be  used  for  sedative,  analgesic  and  anesthetic 
purposes;  for  the  relief  of  apprehension  and 
anxiety;  and  for  symptom  suppression.  It  can 
also  be  used,  but  on  a still  more  highly  selective 
basis,  as  an  adjunct  in  the  treatment  of  patients 
with  neurotic  or  psychotic  illness. 

Hypnosis  or  hypnotic  treatment,  as  in  any  other 
psychiatric  procedure,  calls  for  all  examinations 
necessary  to  a proper  diagnosis  and  to  the  formu- 
lation of  the  immediate  therapeutic  needs  of  the 
patient.  The  technique  of  induction  of  the  trance 
state  is  by  far  the  least  important  of  the  many 
facets  of  the  hypnotic  procedure  and  under  no 
circumstance  should  it  be  taught  independently. 

Whoever  makes  use  of  hypnotic  techniques, 
therefore,  should  have  sufficient  knowledge  of 
psychiatry,  and  particularly  psychodynamics,  to 
avoid  its  use  in  clinical  situations  where  it  is  con- 
traindicated or  even  dangerous.  Although  similar 
dangers  attend  the  improper  or  inept  use  of  all 
other  aspects  of  the  doctor-patient  relationship, 
the  nature  of  hypnosis  renders  its  inappropriate 
use  particularly  hazardous.  For  hypnosis  to  be 
used  safely,  even  for  the  relief  of  pain  or  for 
sedation,  more  than  a superficial  knowledge  of 
the  dynamics  of  human  motivation  is  essential. 

Since  hypnosis  has  definite  application  in  the 
various  fields  of  medicine,  physicians  have  recent- 
ly shown  increasing  interest  in  hypnosis  and  have 
turned  to  psychiatrists  for  training  in  hypnosis. 

To  be  adequate  for  medical  purposes,  all  courses 
in  hypnosis  should  be  given  in  conjunction  with 
recognized  medical  teaching  institutions  or  teach- 
ing hospitals,  under  the  auspices  of  the  depart- 
ment of  psychiatry  and  in  collaboration  with  those 
other  departments  which  are  similarly  interested. 
Although  lectures,  demonstrations,  seminars,  con- 
ferences and  discussions  are  helpful,  the  basic 
learning  experience  must  derive  from  closely  su- 
pervised clinical  contact  with  patients.  Since  such 
psychiatrically-centered  courses  are  virtually  non- 
existent, many  physicians  have  enrolled  in  the  in- 
adequate brief  courses  available,  which  are  taught 
often  by  individuals  without  medical  or  psychiatric 
training.  These  courses  have  concentrated  on 
hypnotic-trance  techniques  and  have  neglected 
or  covered  psychodynamics  and  psychopathology 
in  a superficial  or  stereotyped  fashion. 

Proper  safeguards  for  the  use  of  hypnosis  are 
vitally  important  to  the  patient,  to  all  physicians, 
and  to  psychiatry  as  a specialty.  In  the  interest 
of  encouraging  the  safe  use  of  hypnosis,  the  fol- 
lowing recommendations  are  approved. 


RECOMMENDATIONS 

1.  Isolated  courses  limited  to  the  teaching  of 
trance  induction  techniques  are  strongly  dis- 
approved. 

2.  The  teaching  of  hypnosis  should  take  place  in 
medical  schools  and  other  psychiatric  training 
centers  that  have  an  interest  in  the  teaching 
of  hypnosis.  When  taught  in  such  a climate, 
where  students  can  acquire  adequate  knowl- 
edge of  psychiatric  principles,  hypnosis  may 
become  a useful  adjunct  to  therapy. 

3.  The  teaching  of  hypnosis  should  be  of  suffi- 
cient duration  and  depth  for  students  to  ac- 
quire adequate  understanding  of  its  appro- 
priate place  in  relation  to  other  psychiatric 
treatment  modalities;  of  its  indications  and 
contraindications;  of  its  values  and  its 
dangers.  Decisions  regarding  the  depth  and 
extent  of  the  teaching  of  hypnosis  should  re- 
main flexible,  and  should  be  made  by  the 
psychiatric  departments  teaching  such 
courses. 

4.  Training  in  all  aspects  of  hypnosis  should  be 
made  available  to  physicians  and  dentists  re- 
questing it. 

5.  An  expansion  of  facilities  for  the  teaching  of 
hypnosis  is  needed  particularly  at  the  post- 
graduate level.  The  establishment  of 
postgraduate  courses  in  medical  schools  and 
other  teaching  centers  under  the  direction  of 
the  department  of  psychiatry  is  recommended. 

6.  Physicians  practicing  hypnosis  should  do  so 
only  in  their  particular  field  of  medical  com- 
petence. 

7.  The  need  for  continued  study  of  hypnosis  and 
for  adequate  research  is  emphasized,  with 
particular  reference  to  delineating  its  place 
in  the  total  treatment  program. 


ANSWER  TO 

WHAT’S  YOUR  DIAGNOSIS? 
CLINICAL  DATA: 

1-day-old  white  male.  Premature  in- 
fant with  immediate  post-delivery  respir- 
atory difficulty. 

ANSWER — Congenital  diaphragmatic 
hernia 

X-RAY  FEATURES:  The  initial  film 
shows  complete  opacification  of  the  left 
chest  with  displacement  of  the  heart  and 
mediastinum  toward  the  right.  Subse- 
quent films  show  gas-filled  bowel  in  the 
left  upper  abdomen  and  the  left  chest. 
There  was  no  air  in  the  bowel  on  the  ini- 
tial film. 
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what  do( 
high 

mean  to  y^l? 


High  serum  levels  of  antibacterial  activity  mean  fewer  treat- 
ment failures  in  severe  infections  or  in  infections  only  mar- 
ginally sensitive  to  penicillin.  In  other  words,  high  “ABA” 
means  . . . 
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consistently  dependable  clinical  results 

v-ciLLiN  r 
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(oenicillin  V potassium,  Lilly) 


produces  antibacterial  activity  in  the  serum  against  penicillin- 
sensitive  pathogens  which  is  unsurpassed  by  any  other  form  of 
oral  penicillin  and  is  less  affected  by  the  presence  of  food  in  the 
stomach. 

Now  at  lower  cost  to  your  patient 


BENADRYL  Hydroc^f 
in  a variety  of  formf” 
(enteric-coated  tablf 
cc.;  10-  and  30-cce 
(water-miscible 
ephedrine  sulfa.tel . 
parenteral 
slon  and  car 
with  hypn 
patient  eng 


_ide  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available 
ding;  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets® 
pf  50  mg.;  in  aqueous  solutions:  1-cc.  Ampoules,  50  mg.  per 
10  mg.  per  cc.;  Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
<^|eais  of  50  mg.  BENADRYL  Hydrochloride  with  25  mg. 
ulfons;  Avoid  subcutaneous  or  perivascular  injection.  Single 
r than  100  mg.  should  be  avoided,  particularly  in  hyperten- 
Ffoducts  containing  BENADRYL  should  be  used  cautiously 
sedatives;  if  atropine-like  effects  are  undesirable;  or  if  the 

urate  response. 


relieves  the  symptoms  of  seasonal  allergy 

What  may  be  insignificant  undergrowth  to  some,  can  seem  to  engulf 
others  who  suffer  from  weed-pollen  allergy.  For  such  patients,  benadryl 
provides  a twofold  therapeutic  approach  to  the  management  of  distress- 
ing symptoms. 


antihistdininiC  action  a potent  antihistaminic,  BENADRYL  breaks  . 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 

antispasmodic  action  Because  of  its  inherent  atropine-like  prop- 
erties, BENADRYL  affords  Concurrent  relief  of 
bronchial  and  gastrointestinal  spasm. 

t^AHKe.  DAVIS  4 COMPANY.  D»lroH  32.  Michigan 
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The  Utilization  of  Psychiatric  Principles 
In  General  Practice* 

T.  A.  Watters,  M.D.** 


Certain  principles  in  medical  practice 
are  psychiatric  in  nature  and  have  been 
used  in  the  practice  of  medicine  for  cen- 
turies. Some  are  so  obvious  they  are  not 
fully  appreciated,  yet  psychiatry  has  fo- 
cused upon  them  and  refined  them  into 
precision  tools.  Significant  ones  center  in 
the  area  of  interpersonal  relationships,  es- 
pecially the  working  relationship  between 
patient  and  physician ; that  between  the 
patient  and  his  family,  and  finally  the 
relationship  between  the  family  and  the 
physician. 

Other  principles  are  involved  in  the 
physician’s  own  attitude  towards  the  pa- 
tient; towards  the  patient’s  illness  per  se, 
especially  when  evident  emotional  factors 
are  at  work ; towards  the  problems  lurk- 
ing behind  the  person’s  anxiety  and 
stress;  towards  his  family.  All  of  these 
are  caught  up  in  the  prospects  of  therapy 
and  its  outcome. 

Illness  is  never  the  simple  matter  that 
some  physicians  would  like  to  believe,  for 
the  reason  that  emotional  factors  are  al- 
ways a part  of  the  picture.  It  is  in  dealing 
with  these  that  some  appreciation,  under- 
standing and  informed  application  of 
psychiatric  principles  round  out  therapy 
into  its  most  effective  dimensions. 

Relationship  between  patient  and  phy- 
sician may  be  considered  a bridge  to  ther- 
apy, at  one  end  is  the  physician  and  at 
the  other  end  is  the  patient.  The  patient 
seeks  help  for  his  illness,  while  the  physi- 
cian is  motivated  and  trained  to  give  help 
to  the  one  who  is  ill.  But,  each  must  have 


*Presented  at  the  Arkansas  Academy  of  General  Practice, 
Regional  Postgraduate  Seminar,  at  Monticello,  Arkansas, 
March  24,  1960. 

**429  Iona  Street,  Metairie,  Louisiana. 


the  attitude  appropriate  to  his  respective 
role  for  the  best  results  to  accrue.  Cer- 
tainly the  physician  must  be  more  than 
just  scientific,  for  unless  he  is  human  in 
his  approach,  he  will  be  lacking  in  a 
basic  essential.  As  a person  he  must  be 
benevolent,  yet  never  patronizing  nor  con- 
descending ; tolerant,  not  moralistic  nor 
judgmental.  As  a physician,  his  attitude 
must  be  one  of  objective  neutrality  im- 
bued with  empathetic  understanding  of 
the  suffering  and  sick  pei'son.  A golden 
mean  between  gushing  joviality  and  cold 
detachment  will  set  in  motion  a healthy 
working  relationship. 

The  physician,  too,  will  understand  that 
his  own  personality  is  the  most  important 
ingredient  in  his  therapy:  a personality 
with  free  working  composure  and  feeling 
pitch  that  maintains  rapport  with  the 
doctor  in  the  lead.  He  will  not  too  easily 
become  threatened  or  seduced  into  compli- 
ance with  the  patient’s  own  ideas  of  how 
treatment  is  to  be  carried  out.  The  phy- 
sician will  be  mindful  as  well  that  his 
non-verbal  behavior  can  be  far  more  elo- 
quent than  what  is  put  into  words,  re- 
membering constantly  that  distressed 
people  are  intuitive,  supersensitive,  and 
often  react  unfavorably  to  an  inadvertent 
lift  of  the  eyebrow  or  twitch  of  the  mouth 
that  is  all  too  revealing.  Personal  con- 
flicts too  often  can  filter  through  such 
non-verbal  behavior  to  disturb  not  only  a 
patient’s  response  to  the  physician  as  a 
person,  but  to  his  therapy  as  well.  The 
doctor  who  has  some  knowledge  of  his 
own  personality  will  be  more  assured  of 
comfortable  composure  in  communion 
with  his  patients. 
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The  relationship  releases  forces  both 
inimical  and  favorable  to  healing,  which 
materially  affect  the  future  and  fate  of 
the  patient.  Its  recognition  and  its  dis- 
creet management  are  basic  principles  in 
the  treatment  of  any  kind  of  illness  today. 
It  is  expertly  handled  by  many  doctors 
fortunate  in  sensing  intuitively  their  pa- 
tients’ reception  and  responses  to  them. 
This  sixth  sense,  however,  can  be  further 
refined  through  training  and  supervised 
experience.  Thus  a doctor  today  has  ready 
opportunities  to  enhance  his  know-how  in 
this  specific  area  of  personal  therapeutic 
function.  Such  experience  will  increase 
his  grasp  of  human  emotions  with  all 
their  nuances  and  subtleties,  how  they 
bear  upon  the  dynamics  of  getting  sick, 
and  upon  getting  well.  He  will  more  ef- 
fectively perceive  the  quiet  desperation 
underlying  more  superficial  attitudes 
and  feelings  displayed  by  a calm,  cooper- 
ative but  anxiety-ridden  person.  People 
prosper  or  fail,  live  zestfully,  or  numbly 
endure  their  lot.  Too  frequently  they  fall 
into  ill  health  as  a mute  cry  for  help  and 
survival,  often  losing  hope,  becoming  dis- 
organized, and  dying. 

The  patient-physician  relationship  as  a 
meaningful  concept  constitutes  one  of  the 
valuable  contributions  psychiatry  has 
made  to  the  medical  profession.  It  is  by 
no  means  an  empty  phrase — but  a highly 
dynamic,  mutual  assistance  pact  carried 
out  preponderantly  between  two  human 
beings,  however,  subject  also  to  the  ef- 
fects of  other  persons  in  the  patient’s  life. 

A principle  to  remember  is  that  sick- 
ness and  handicap  always  mobilize  regres- 
sion and  dependency.  Thus,  not  far  be- 
neath the  adult  seeking  help  from  the  doc- 
tor is  the  anxious  and  frightened  child. 
In  the  role  of  seeking  help,  the  first  thing 
one  does  is  to  reach  out  for  someone  to 
lend  guidance  and  assistance.  By  tradi- 
tion, this  role  is  the  doctor’s.  His  is  that 
of  a knowing,  protecting,  succoring  per- 
son reminiscent  of  the  mother  organism 
of  this  person’s  childhood. 

Accordingly,  when  one  becomes  ill,  it  is 
a rule  that  one  shows  repetitions  of  be- 
havior patterns  displayed  when  the  same 
person  was  sick  some  time  earlier  in  his 
life  as  a child.  A discerning  ear  at  this 
point  may  pick  up  a precise  descrip- 
tion of  how  this  person  was  treated  many 


years  previously,  perhaps  by  another  doc- 
tor. This  often  is  the  secret  to  the  pa- 
tient’s lack  of  response  to  the  present 
doctor,  because  he  may  well  have  been 
mis-managed  previously,  or  been  caught 
in  a coalition  between  his  parents  and  the 
doctor,  wherein  the  doctor  was  used  either 
as  a disciplining  or  punitive  person.  The 
previous  doctor  may  have  been  more 
frightening  than  he  realized.  The  point  is 
one’s  past  comes  into  the  picture  when  one 
gets  sick,  so  that  a clinician  always  deals 
with  both,  and,  naturally,  the  future 
comes  in  as  well. 

Thus  the  doctor  must  understand  both 
the  psychology  of  the  sick  person  as  well 
as  the  psychology  of  this  person  when  he 
is  well.  Also,  he  must  know  the  circum- 
stances of  this  particular  illness  and  the 
parts  played  by  other  members  in  the 
family  constellation.  One  rarely  gets  sick 
alone,  and  rarely  gets  well  alone,  because 
each  person  lives  in  a climate  of  interper- 
sonal feelings  colored  by  dominant  pat- 
terns and  rivalries.  Some  of  these  are 
fierce,  at  times  relatively  dormant,  other 
times  rather  openly  expressive,  if  some- 
one looks  well  for  them. 

Since  the  doctor  comes  into  any  clinical 
picture  by  reason  of  symptoms  of  some 
particular  disease  or  disorder,  he  auto- 
matically has  assumed  the  help-giving 
role.  He  cannot  separate  the  disorder 
from  the  person,  whether  it  be  organic, 
functional  or  a blend ; nor  can  he  separate 
the  person  from  his  family  and  their  mu- 
tual attitudes  and  feelings.  Too  fre- 
quently the  course  of  convalescence  or 
treatment  is  materially  slowed  by,  or  even 
tripped  up  by,  secret  ingredients  contrib- 
uted either  by  the  patient,  his  family,  or 
even  the  physician.  Particularly  is  this 
true  when  the  latter  has  failed  to  see  his 
role  being  manipulated  as  a mediator  be- 
tween two  warring  factions.  This  is  not 
infrequent.  Principles  of  genuine  doctor- 
ing will  maintain  this  working  relation- 
ship at  an  effective  therapeutic  level. 
Once  instituted,  it  must  be  maintained 
until  the  sick  person  has  recovered  and 
becomes,  to  his  fullest  capacity,  a self- 
determined,  healthy  person  again.  This 
dynamic  equation  of  the  help-seeking  pa- 
tient and  the  help-giving  physician  is  par- 
ticularly catalized  by  each  party  sincerely 
and  faithfully  playing  his  respective  role: 
the  physician  earnestly  showing  by  word 
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and  deed  that  he  not  only  wishes  the  pa- 
tient to  get  well,  but  honestly  cares  for 
the  patient  while  he  is  getting  well.  This 
concern  is  picked  up  by  the  patient. 

Another  necessary  ingredient  to  cata- 
lyze the  recovery  process  is  the  practical 
use  of  hope  coming  out  of  the  doctor’s  own 
evaluation  of  the  patient’s  life  situation 
with  respect  to  those  from  whom  he  ex- 
pects love  and  understanding.* 

At  this  point,  it  is  quite  expedient  that 
the  doctor  know  well  what  the  patient 
means  to  convey  by  the  words  “help,” 
“hope”  and  “care.”  They  may  vary  from 
person  to  person  and  may  constitute  ex- 
pectations which  the  doctor  may  be 
doubtful  of  fulfilling. 

The  physician  will  not  tactlessly  in- 
trude into  the  patient’s  private  history 
nor  be  untimely  inquisitive — for  the  seek- 
ing of  a premature  revelation  may  mar 
their  course  of  action.  In  hastily  moving 
things  along,  the  frustrated  physician  is 
trying  to  do  too  much  for  too  many,  and 
may  falsely  reassure  the  patient.  In- 
stead, the  patient  will  seek  for  an  un- 
troubled, unhurried  and  unharried  listener ; 
a double  frustration,  disappointment  with 
intensification  of  symptoms.  The  Doctor 
should  so  arrange  his  time  adequately  to 
put  forth  his  own  personality.* 

Questioning  and  history-taking  is  not 
an  art.  Rather,  it  is  an  old  procedure  in 
medicine  that  has  been  preserved  and  pol- 
ished by  psychiatry  and  really  boils  down 
to  tact,  timeliness  and  simply  encourag- 
ing a person  to  tell  his  story  at  his  own  pace. 

In  addition  to  the  principles  previously 
mentioned,  there  are  skills  and  techniques 
that  must  be  emphasized.  The  first  is 
that  of  listening  with  an  attentive  facil- 
ity to  hear  what  is  not  said,  as  well  as 
what  is  said.  It  is  well  to  emphasize  that 
one  cannot  talk  and  listen  at  the  same  time. 
Too  frequently  the  listener  himself  wants 
to  be  heard.  He  is  too  easily  given  to  sur- 
rendering the  help-giving  role  for  the  help- 
seeking role:  he  seizes  the  patient’s  pre- 
rogative to  be  heard  and  listened  to  calmly 
and  quietly  while  telling  his  own  story  of 
the  symptom  picture  and  how  it  began. 

Among  those  physicians  who  do  not 
practice  listening,  are  doctors  who  talk  so 
much  about  themselves  that  they  do  not 
give  the  patient  an  opportunity  to  venti- 
late his  troubles,  problems  and  tensions. 


Such  physicians  too  frequently  are  dis- 
turbed by  illness  and  might  do  well  to 
find  out  something  about  the  psychology 
of  being  sick  themselves. 

Questioning,  as  mentioned  earlier,  must 
always  be  tactful  and  timely.  One  does 
not  question  out  of  the  context  of  the  ma- 
terial and  the  story  that  the  patient  is 
giving.  It  is  not  only  frustrating  to  the 
patient,  but  is  too  often  the  doctor’s  re- 
sponse to  the  material  the  patient  is  giv- 
ing as  it  affects  the  doctor.  Thus  he  ques- 
tions in  order  to  stop  the  material  that  is 
coming  out,  rather  than  encouraging  the 
patient  to  continue.  Such  a doctor  will  be 
considered  inquisitive  to  begin  with,  too 
intrusive  to  end  with,  and  worst  of  all, 
his  questions  will  frighten  the  patient.  A 
court  atmosphere  is  out  of  place  in  the 
quietness  of  the  physician’s  office.  A pa- 
tient is  not  on  trial. 

Another  technique  is  “focusing”  on  the 
prevailing  problem.  One  must  hold  to 
this,  otherwise  he  can  be  led  astray  too 
easily  and  become  confused.  Thus  the 
physician  will  fail  to  see  the  forest  for 
the  trees,  or  the  contrary,  the  trees  for 
the  forest.  This  is  particularly  true  if  he 
is  working  with  patients  with  prevail- 
ingly emotional  disorders.  By  focusing  he 
will  sharpen  his  discernment  as  well  as 
his  judgment;  will  more  readily  muster 
the  treatment  that  will  be  appropriate 
in  a given  case,  and  decide  whether  the 
patient  will  be  referred  or  not  to  a spe- 
cialist. The  physician  must  know  what  he 
is  doing,  and  why.  He  can  do  this  better 
by  listening  more,  and  talking  less.  He, 
too,  must  know  his  own  limitations — how 
far  he  can  proceed  with  certain  types  of 
patients  with  emotional  disorders,  partic- 
ularly when  it  means  getting  caught  up 
in  an  identification  with  the  patient 
whose  troubles  may  be  similar  to  the  doc- 
tor’s own  at  that  time. 

The  physician  must  be  familiar  with 
current  techniques.  New  drugs,  shock 
treatment,  hypnosis,  all  come  into  the  pic- 
ture. One  may  be  tempted  to  use  them  as 
short-cuts,  time-savers  and  particularly 
in  an  effort  on  the  physician’s  part  to  re- 
duce his  own  frustration.  But  these  short 
cuts  may  not  prove  to  be  short  in  the  end. 
They  may  complicate  the  whole  system  of 
troubles  lying  behind  the  patient’s  symp- 
toms. Humility  is  not  out  of  fashion,  and 
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the  physician  must  remember  to  give 
credit  to  the  patient’s  own  will  to  recover. 
Many  powers  enter  into  healing.  We  do 
not  know  as  much  about  some  as  we  would 
think. 

The  astute  physician  knows  when  to 
stop  even  benevolent  interference  and  let 
nature  aided  by  rest,  nourishment,  and 
peaceful  surroundings  work  her  own 
magic  for  the  patient.  He  maintains  the 
patient’s  will  to  recover  at  a constant 
pitch  through  psychological  means  trans- 
mitted through  a good  working  relation- 
ship with  the  patient. 

The  day  is  past  when  an  illness  can  be 
evaluated  and  treated  alone  and  unto  it- 
self. It  is  more  than  a physiological  proc- 
ess precipitating  out  a group  of  symp- 
toms. Psychological,  familial,  and  socio- 
logical factors  enter  into  the  matter.  The 
physician  must  encase  the  illness  with  a 
comprehensive  understanding.  This  the 
family  physician  is  in  the  best  possible 
position  to  do.  He  is  oriented  to  the  pa- 
tient’s family,  the  home  life;  interperson- 
al relationships ; traditions  and  value  sys- 
tem ; historical  or  time-wise  knowledge  of 
the  family  as  a social  organism ; and 
lastly,  the  tendencies,  weaknesses  and  sus- 
ceptibilities of  individual  members,  and 
the  psychologic  repercussions  in  the 
group  when  one  or  another  falls  ill. 

Moreover,  through  early  recognition  of 
emotional  besetments,  he  can  ameliorate 
and  refer  them  if  necessary  while  they 
are  yet  reversible.  In  many  cases  where 
it  is  best  for  him  to  keep  the  patient,  he 
can  do  so  through  the  supervision  of  a 
psychiatrist  in  the  background,  if  his  com- 
munity makes  possible  this  arrangement. 
A patient  may  take  referral  as  a rejection 
and  will  respond  and  work  better  for  his 
own  doctor  if  the  latter  can  obtain  counsel 
and  guidance  from  a psychiatric  col- 
league. The  patient  particularly  fears  de- 
ception and  dreads  betrayal,  but  especial- 
ly at  the  hands  of  one  who  is  as  close  as 
his  own  physician. 

From  the  physician’s  standpoint,  if  he 
wishes  to  be  forthright  in  dealing  with 
emotional  problems  in  his  practice,  he  can 
join  a study  group  of  physicians  with 
similar  aims.  Under  the  supervision  of  a 
psychiatrist  who  is  personally,  profes- 
sionally, and  pedagogically  mature,  he  will 
have  experience  and  training  in  the  bilat- 
eral therapeutic  process.  This  learning 


experience  carried  out  as  an  extension  of 
or  under  the  auspices  of  a medical  school 
has  stood  the  test  of  time,  and  has  general 
sanction.  Psychiatric  skills  are  not  to  be 
learned  quickly  by  becoming  a member  of 
some  minor  pressure  group,  or  through 
gypsy  courses  that  offer  psychiatric 
magic.  The  individual  doctor  who  elects 
the  prudent  course  of  study  under  the  best 
conditions  can  gain  more  facility  in  han- 
dling his  patients  in  a working  relation- 
ship. He  will  reach  a higher  degree  of 
self-awareness  in  his  role  of  physician, 
and  will  likely  receive  some  help  in  modi- 
fying his  functioning  personality.  It  will 
be  a unique  learning  experience — some- 
times painful,  but  in  a group  more  toler- 
able. He  will  learn  to  focus  in  treatment — 
to  know  just  what  he  is  doing  for  his 
patient  and  why,  and  what  is  going  on  in 
the  working  relationship  between  them. 
He  will  acquire  more  ability  to  tip  the 
scales  toward  therapeutic  success  by  an 
informed  use  of  tested  psychiatric  prin- 
ciples. By  the  use  of  case  presentations 
from  his  own  practice  and  discussions  in 
the  group,  each  physician  benefits,  while 
at  the  same  time  the  whole  group  shares 
a profitable  learning  experience  through 
participation. 

The  whole  area  of  psychiatry  becomes 
ever  more  subtle  in  response  to  the  times 
we  live  in.  The  universe  is  expanding  into 
frightening  dimensions  and  new  and  dan- 
gerous possibilities  as  the  Space  Age 
dawns.  Man’s  stresses  and  anxieties 
grow  in  proportion,  and  we  must  expect 
ever  more  diverse  symptoms.  So  it  is  in- 
evitable that  the  family  doctor  will  be 
more  and  more  called  upon  to  help  his 
patients  deal  with  these  stresses  of  socio- 
logic, political,  and  economic  origin,  them- 
selves leading  to  more  and  more  fickle 
syndromes,  as  well. 

If  he  measures  up  to  his  responsibili- 
ties and  does  not  allow  the  wine  of  new 
popularity  and  admiration  to  go  to  his 
head,  he  may  reclaim  some  ground  lost 
when  many  patients  deserted  him  for  oth- 
er prophets  in  medicine. 

As  matters  stand,  the  family  doctor 
may  well  be  the  Ace  card  against  social- 
ized medicine.  Never  have  his  opportuni- 
ties to  be  helpful  been  greater,  and  never 
has  his  responsibility  to  patients  and  med- 
icine been  graver  than  in  the  new  age 
opening  up  to  mankind. 
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At  the  Second  World  Medical  Associa- 
tion meeting  in  Switzerland  in  1948,  an 
Irishman  said  in  substance,  “When  an  in- 
dividual is  indoctrinated  with  the  philoso- 
phy that  he  no  longer  has  a responsibility 
to  himself  or  his  family,  you  are  striking 
at  the  very  roots  of  democracy.  When  you 
turn  to  Government  for  everything,  free 
enterprise  is  lost.  If  you  accept  this  phil- 
osophy, then  you  must  change  your  reli- 
gious concepts.  You  can  no  longer  believe 
in  a God-made  heaven  in  the  hereafter; 
you  must  believe  in  a man-made  heaven 
here  on  earth  and  let  me  admonish  you  to 
be  very,  very  sure  that  the  guardian  an- 
gels in  the  man-made  heaven  don’t  turn 
out  to  be  the  secret  police.’’  We  must  learn 
that  there  is  no  such  thing  as  something 
for  nothing.  There  seems  to  be  a wide- 
spread delusion  existing  today  that  money 
coming  from  Washington,  for  some 
strange  reason,  doesn’t  cost  anybody  any- 
thing. 

America  is  riding  the  crest  of  a wave  of 
prosperity  never  before  dreamed  of  on  this 
earth.  Although  we  represent  about  six  per 
cent  of  the  world’s  population  and  seven 
per  cent  of  the  world’s  land  area,  we  pro- 
duce and  consume  over  one-third  of  the 
world’s  goods  and  services.  We  manufac- 
ture nearly  one-half  of  the  world’s  prod- 
ucts. 

Yet,  in  spite  of  this  prosperity,  we  sud- 
denly find  ourselves  295  billion  dollars  in 
debt.  We  owe  more  money  in  this  country 
than  all  the  other  nations  on  earth  put 
together.  WHY  ? Simply  because  we  have 
been  spending  more  than  our  income.  We 
have  become  involved  in  a deficit  spending 
program  for  a number  of  years  because 
people  will  not  realize  that  the  govern- 
ment does  not  have  a stockpile  of  funds 
back  in  Washington  which  they  can  dis- 
pense or  distribute  at  will. 

Thomas  Jefferson,  in  1816,  said  “I  place 
economy  among  the  first  and  most  impor- 
tant of  Republican  virtues  and  public  debt 
as  the  greatest  of  the  dangers  to  be  feared. 

Andrew  Jackson  said  in  1824,  “.  . . If  a 
national  debt  is  considered  a national 
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blessing,  then  we  can  get  on  by  borrowing, 
but,  as  I believe,  it  is  a national  curse, 
my  vow  would  be  to  pay  the  national 
debt.” 

In  1932,  Franklin  Delano  Roosevelt  said 
“Let  us  have  the  courage  to  stop  borrowing 
to  meet  continuing  deficits.  Stop  the  def- 
icit.” 

Mr.  Khrushchev  has  declared  that  the 
Soviet  Union  no  longer  expects  to  defeat 
the  United  States  on  the  battlefield  of  the 
military  but  rather  as  elected  to  destroy 
us  on  the  battlefield  of  economy.  They  are 
aiming  directly  at  the  strength  and  sta- 
bility of  our  American  dollar.  It  is  their 
hope  that  we  will  spend  ourselves  into 
bankruptcy  and  if  we  continue  our  deficit 
spending  program,  we  are  aiding  and 
abetting  their  cause. 

Washington  is  not  entirely  at  fault. 
Let’s  put  the  blame  where  it  belongs — on 
ourselves.  We  have  not  assumed  our  re- 
sponsibility of  citizenship.  WE  ASKED 
FOR  IT.  Every  project  we  undertake — 
whether  it  is  for  a rural  community,  a 
village,  city,  county,  or  state,  or  whether 
the  project  be  an  overpass,  underpass, 
bridge,  airport,  or  even  urban  renewal — 
the  first  question  usually  asked  is,  “How 
much  government  aid  can  we  get?”  It  is 
generally  asked  without  any  regard  or 
consideration  as  to  where  the  funds  might 
be  coming  from. 

We  have  forgotten  how  to  do  things  for 
ourselves.  We  forgot  that  with  grants-in- 
aid  come  government  controls,  and  with 
government  controls  we  cannot  embrace 
the  free  and  competitive  enterprise  sys- 
tem— the  system  that  brought  about  this 
prosperity  and  made  America  so  outstand- 
ingly great.  William  Graham  Sumner  said 
it;  “He  who  depends  upon  the  state  for 
protection,  must  pay  for  it  by  limitations 
on  liberty.  By  every  new  demand  which  he 
makes  upon  his  government,  he  increases 
its  function  and  the  burden  of  it  on  him- 
self.” 

Last  year  we  spent  83  billion  dollars,  in- 
cluding 43  billion  dollars  on  national  de- 
fense. We  want  national  defense  at  any 
cost — even  with  the  waste.  But  let’s  talk 
about  the  other  40  billion  dollars.  Ten 
years  ago,  in  1948,  it  cost  23  billion  dollars 
to  administer  our  government.  That  is 
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an  increase  of  17  billion  dollars,  nearly 
double  the  cost  in  ten  years. 

Early  in  the  present  administration, 
Herbert  Hoover  was  called  out  of  retire- 
ment and  asked  to  head  a committee  to 
make  a thorough  study  of  the  administra- 
tion of  our  government  and  determine 
whether  some  savings  could  be  effected. 
This  committee  was  known  as  the  Hoover 
Commission.  The  group  made  an  exhaus- 
tive study  at  a cost  of  several  million  dol- 
lars to  the  taxpayers.  The  result  of  its 
findings,  as  made  in  its  report  and  recom- 
mendations, showed  that  by  eliminating 
unnecessary  bureaus  and  agencies,  a colos- 
sal 71/2  billion  dollars  could  be  saved  an- 
nually. 

This  Hoover  Commission  report  was 
made  nearly  seven  years  ago.  If  the  rec- 
ommendations had  been  adopted,  we  could 
have  reduced  our  national  debt  by  some 
50  billion  dollars.  Instead,  we  have  in- 
creased our  debt  over  30  billion  dollars 
during  that  same  period  of  time.  Last  year 
more  than  30  million  people  received 
checks  from  our  government.  One  dollar 
out  of  every  five  dollars  spent  in  the 
United  States  for  both  services  and  goods 
was  spent  by  either  federal,  state,  or  local 
government  agencies. 

Someone  recently  said,  “We  have  been 
living  mighty  high  on  the  hog,  but  it 
‘ain’t’  our  hog — it  belongs  to  our  chil- 
dren.” Are  we  just  going  to  drop  this 
$295,000,000,000  debt  in  their  laps  and  ask 
them  to  scramble  out  of  it  the  best  way 
they  can?  Our  children  and  future  gen- 
erations are  entitled  to  inherit  this  repub- 
lic as  we  found  it — with  freedom  and  op- 
portunity, intact  and  unmortgaged. 

Down  through  the  annals  of  history,  for 
7,000  years,  nations  have  risen  to  great 
heights  of  prosperity  and  then  crumbled 
and  fell — not  from  marching  legions  but 
from  internal  decay,  complacency  and  too 
much  government.  Because  of  their  pros- 
perity, the  people  grew  a little  fat.  And 
when  they  got  fat,  they  got  lazy.  When 
they  got  lazy,  they  said  “Let  the  govern- 
ment do  it.”  And  their  government  got 
bigger  and  bigger  and  the  people  got 
smaller  and  smaller  and  finally  the  people 
were  barely  nothing  at  all.  Read  the  his- 
tory of  China,  the  great  Roman  Empire, 
Greece  or  France.  Remember  what  hap- 
pened in  Germany  only  a few  years  ago. 


That  country  was  a highly  industrialized 
and  prosperous  nation  operating  under  a 
constitutional  government.  And  recall  how 
suddenly  she  collapsed.  Is  there  any  rea- 
son to  believe  that  it  cannot  happen  to  us? 
Let’s  not  wait  and  try  to  read  the  hand- 
writing on  the  wall  after  we  have  our  backs 
to  it. 

Some  economists  say  we  are  beyond  the 
point  of  no  return.  This  is  hard  to  believe. 
We  must  realize,  however,  that  this  is  THE 
ELEVENTH  HOUR.  We  must  realize  the 
direction  toward  which  we  are  drifting  and 
do  something  about  it  NOW.  We  have  got 
to  concern  ourselves  with  government  mat- 
ters— to  get  into  politics.  Too  many  for 
too  long  have  been  saying,  “I  don’t  know 
anything  about  politics ; I leave  that  up  to 
the  politicians.”  The  result  is  that  a hand- 
ful of  people  have  been  running  this  coun- 
try. And  our  $295,000,000,000  debt,  so- 
cialistic welfare  programs,  and  the  present 
threat  against  our  free  and  competitive 
enterprise  system  indicates  quite  clearly 
HOW  they  have  been  running  it. 

We  must  begin  at  the  grass  roots.  At- 
tend our  local  precinct  meetings.  Find  out 
what  candidates  for  office  stand  for — not 
whether  they  are  Democrats  or  Republi- 
cans, but  what  kind  of  Democrats,  what 
kind  of  Republicans.  We  have  too  many 
Democratic  Congressmen  and  too  many 
Republican  Congressmen  in  Washington 
and  not  enough  United  States  Congress- 
men. 

It  is  not  too  late  to  put  the  love  of  our 
country  above  partisanship  interests  by  se- 
lecting conservative  candidates  for  office 
and  then  supporting  them  with  all  our 
strength  and  influence.  In  this  way,  and 
only  in  this  way,  can  we  hope  to  preserve 
our  Constitution  and  the  American  way  of 
life.  There  are  enough  conservative  mem- 
bers in  both  parties  if  they  would  but  as- 
sert themselves  and  assume  leadership. 

We  can  and  must  select  men  for  office 
who  will  think  of  the  next  generation 
rather  than  the  next  election.  Men  who 
will  dedicate  themselves  to  the  preserva- 
tion of  our  Constitution  and  our  individual 
freedom — freedom  of  every  man  to  stand 
on  his  own  feet  and  be  himself  and  be- 
come, God  willing,  whatever  thing  his  vi- 
sion, his  manhood,  and  his  faith  can 
combine  to  make  him. 

When  considering  the  problem  of  found- 
ing a new  government,  the  American  Pa- 
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triots  who  had  been  in  the  forefront  of  the 
Revolutionary  War  to  separate  the  colo- 
nies from  Great  Britain,  warned  against 
creating  a central  government  which, 
under  the  pretense  of  helping  the  people, 
might  use  the  substance  of  the  people  to 
enslave  them.  It  would  be  interesting  to 
know  what  our  foi*efathers  must  think  of 
us  and  the  way  we  have  dissipated  our  in- 
heritance— those  pioneers  who  came  to 
these  shores  only  a few  generations  ago  and 
carved  this  civilization  out  of  a wilder- 
ness. They  came  here  seeking  freedom  and 
opportunity.  They  did  not  ask  for  old-age 
pension,  workmen’s  compensation,  social 
security,  unemployment  insurance,  mini- 
mum hours,  maximum  wages.  Come  to 
think  about  it,  they  didn’t  ask  for  . . . 
ANYTHING. 

They  realized  that  their  future  and  the 
future  of  their  families  was  their  own  re- 
sponsibility and  not  that  of  their  govern- 
ment. And  with  nothing  more  than  a 
crooked  stick  for  a plow,  they  rolled  up 
their  sleeves  and  looking  toward  Heaven 
said  “Thank  you  God ; I’ll  take  it  from 
here.” 

These  are  our  forefathers  from  whom 
we  descended,  the  freedom-loving  folks 
who  founded  this  great  nation  of  ours.  Now 
we  must  prove  that  we  are  of  that  same 
sturdy  stock  by  assuming  the  responsibil- 


ity of  preserving  the  heritage  they  willed 
us.  THIS  IS  THE  ELEVENTH  HOUR! 

The  doctors  who  go  to  make  up  the 
American  Medical  Association  are  dedi- 
cated men,  highly  regarded  in  their  respec- 
tive communities.  Their  counsel  and  ad- 
vice is  quite  often  sought.  This  affords  a 
great  opportunity  for  the  doctors  of  Amer- 
ica to  persuade  its  citizens  to  think  and 
realize  the  direction  toward  which  we  are 
drifting  and  stop  this  trend  which  can 
only  lead  to  our  destruction.  We  are  fac- 
ing a crisis.  It  is  the  only  real  threat  to 
our  economic  security  we  have  ever  experi- 
enced. The  members  of  the  American  Med- 
ical Association  as  individuals  must 
stand  up  and  be  counted  and  exercise  the 
influence  which  their  position  in  their 
com.munity  places  them  and  the  American 
Medical  Association  must  stand  as  a body 
to  defend  our  free  enterprise  system  and 
to  ward  off  the  threat  of  socialized  medi- 
cine. 

There  are  two  things  with  which  we  need 
to  be  concerned.  We  need  roots  to  hold  us 
firm  and  we  need  sky  to  hold  us  up,  and  in 
between,  a living  process.  Because,  out  of 
our  beliefs  we  perform  deeds,  and  out  of 
our  deeds  we  form  habits,  and  from  our 
habits  grow  our  character,  and  ON  OUR 
CHARACTER  WE  BUILD  OUR  DESTI- 
NATION. 
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The  Diagnosis  Of  Strabismus* 


James  E.  Miller,  M.D.** 


The  most  frequent  cause  of  loss  of  vi- 
sion in  children  is  strabismus.  It  has  been 
estimated  that  one  out  of  fifty  children 
has  an  ocular  deviation,  and  in  this  group 
12  percent  develop  poor  vision  (amblyo- 
pia). For  this  reason  it  is  necessary  that 
all  physicians  who  treat  children  be  aware 
of  the  methods  used  to  diagnose  strabis- 
mus. Even  in  the  group  who  maintain 
good  vision  in  both  eyes,  the  ocular  devia- 
tion is  usually  noticeable  and  is  both  a 
cosmetic  and  psychological  handicap  to 
the  child. 


the  age  of  one  and  one-half  to  two  and 
one-half  years.  At  first  the  deviation  is 
intermittent,  but  with  the  passage  of  time 
it  becomes  constant. 

Two  courses  are  possible.  If  the  patient 
alternately  fixates  with  either  eye  and  de- 
viates the  opposite  member,  an  alternat- 
ing strabismus  is  produced  and  equal 
vision  is  maintained.  On  the  other  hand, 
if  one  eye  deviates  constantly,  then  the 
possibility  of  amblyopia  is  markedly  in- 
creased. At  the  onset  of  the  process  the 
child  is  usually  aware  of  diplopia  which 


PARAMACULAR  SIOSS  ECCENTRIC 


Figure  I.  Fundus  photograph  showing  various  forms  of  fixation  in  amblyopic  patients. 
The  patient  was  asked  to  fixate  the  black  spot  which  was  focused  on  the  retina.  The 
visual  acuity  in  the  example  of  foveal  fixation  was  20/40;  parafoveal  20/50;  parama- 
cular 20/100;  and  gross  eccentric  20/600. 


The  development  of  strabismus  is  often 
a progressive  phenomena  in  which  the 
child  will  maintain  straight  eyes  up  until 
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may  be  manifested  by  head  shaking, 
blinking,  or  closing  of  one  eye.  Suppres- 
sion of  one  visual  image  quickly  develops 
which  relieves  the  patient  of  his  diplopia, 
but  now  he  is  no  longer  aware  of  the  devia- 
tion. As  suppression  becomes  more  fixed, 
visual  acuity  decreases,  so  that  ultimately 
only  count  fingers  vision  may  be  present 
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in  the  deviating-  eye.  The  longer  the  per- 
sistence of  amblyopia,  the  more  profound 
it  becomes,  and  the  most  resistant  to 
therapy. 

In  addition  to  the  subjective  loss  of  vis- 
ual acuity,  there  are  objective  changes  in 
the  patient’s  fixation.  Under  a normal 
situation  all  individuals  fixate  with  the 
fovea  of  the  eye.  When  an  amblyopic  pa- 
tient is  forced  to  look  with  the  affected  eye, 
fixation  is  usually  not  on  the  most  sensi- 
tive area  of  the  retina  (fovea)  but  to  one 
side.  The  further  the  distance  from  the 
fovea,  the  greater  is  the  decrease  in  visual 
acuity.  Actual  fundus  photographs  of  am- 
blyopic patients  are  illustrated  in  Figure 
I in  which  the  fixation  varies  from  the 
edge  of  the  fovea  to  the  optic  disc.  The 
acuity  varies  from  20/40  for  parafoveal 
to  less  than  20/200  for  gross  eccentric  fix- 
ation. 

The  therapy  of  amblyopia  in  children 
under  the  age  of  four  years  usually  con- 
sists of  patching  the  fixating  eye.  This 
forces  the  child  to  use  the  poorer  eye,  and 
over  a period  of  time  his  acuity  and  fixa- 
tion will  improve.  In  children  under  the 
age  of  two  this  may  often  be  accomplished 
in  less  than  a month. 

In  older  children  therapy  is  more  diffi- 
cult and  requires  a greater  length  of  time. 
If  fixation  is  near  the  macular  or  foveal 


Figure  II.  Euthyscope  used  for  training  amblyopic 
subjects. 

This  is  a modified  ophthalmoscope  in  which  the 
light  beam  is  in  the  shape  of  a circle.  The  center 
of  the  circle  is  directed  onto  the  macular  area.  This 
produces  an  after-image  which  surrounds  the  nor- 
mal point  of  fixation  and  aids  the  patient  in  ob- 
taining central  fixation. 


area,  then  prolonged  patching  may  be 
used.  However,  if  eccentric  fixation  ex- 
ists, then  most  children  will  refuse  to  ac- 
cept patching  because  of  the  poor  visual 
acuity  present.  In  the  small  number  who 
will  accept  occlusion,  patching  must  be 
carried  out  from  four  months  to  a year. 

Recent  techniques,  one  of  which  is  illus- 
trated in  Figure  II,  have  become  available 
for  training  older  patients.  This  is  a 
modification  of  an  ophthalmoscope  so  that 
a ring  of  light  is  projected  rather  than  a 
spot.  The  instrument  is  used  by  surround- 
ing the  macular  area  with  a ring  of  light 
and  holding  it  steady  for  thirty  seconds. 
The  patient  then  sees  an  after-image  that 
surrounds  the  area  where  fixation  is  de- 
sired and  gives  the  child  a clue  for  main- 
taining central  fixation.  With  daily  train- 
ing it  is  often  possible  to  re-educate 
fixation  in  two  to  six  weeks.  Once  central 


Figure  III.  Method  of  cover  test. 

A.  Normal  position  of  the  patient  with  a right 
exotropia.  Note  that  the  corneal  light  reflexes  are 
not  equally  centered  in  both  eyes. 

B.  A cover  is  placed  over  the  fixating  left  eye. 

C.  Covering  the  left  eye  forces  the  patient  to  fix- 
ate with  the  right  eye  which  is  then  shifted  nasally. 
The  movement  from  B to  C will  be  noticeable.  No 
movement  will  be  seen  in  patients  with  straight 
eyes. 
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fixation  is  obtained  and  the  visual  acuity 
has  reached  20/70,  then  patching  of  the 
non-deviating  eye  is  added  to  the  training. 

The  results  with  this  technique  are 
much  better  than  patching  alone  since  an 
acceptable  acuity  is  obtained  before  the 
occlusion  is  changed  to  the  better  eye. 
This  type  of  visual  education  requires  a 
technician  trained  in  ophthalmoscopy.  A 
great  deal  of  effort  on  the  patient’s  and 
technician’s  part  could  be  spared  if  suit- 
able therapy  for  strabismus  was  obtained 
at  an  early  age  when  patching  is  effective. 
Not  only  are  the  visual  results  better,  but 
the  correction  of  the  strabismus  is  simpli- 
fied if  begun  at  an  early  age. 

The  prescribing  of  glasses  may  be  suffi- 
cient to  maintain  straight  eyes,  whereas 
if  the  deviation  continues  for  a number  of 
years,  surgery  then  becomes  necessary. 
The  topical  use  of  cholinesterase  inhibi- 
tors as  drops  is  also  effective  in  certain 
cases.  If  the  deviation  is  allowed  to  per- 
sist, adjustments  occur  in  the  extraocular 
muscles  and  ultimately  the  eyes  will  be 
held  in  their  abnormal  position  by  ana- 


tomical alterations,  requiring  surgical  cor- 
rection. There  is  also  the  additional  prob- 
lem of  psychological  changes  in  the  school 
age  child  since  his  compatriots  are  notori- 
ous in  calling  attention  to  his  difficulty. 
In  cases  in  which  surgery  is  necessary,  the 
best  binocular  results  are  also  obtained  at 
an  early  age. 

From  all  standpoints  the  present  results 
could  be  improved  if  children  were  seen 
under  the  age  of  two  years  or  when  the 
strabismus  first  occurs.  The  techniques  of 
diagnosis  are  quite  simple  and  do  not  re- 
quire elaborate  equipment.  Superficial  in- 
spection of  the  patient  will  demonstrate  an 
obvious  strabismus.  This  inspection  is  en- 
hanced by  the  use  of  a penlight,  with  the 
patient  fixating  the  light.  It  will  be  no- 
ticed immediately  that  in  normal  subjects 
the  light  is  imaged  in  the  same  area  in 
both  pupils ; whereas  with  an  ocular  devia- 
tion one  light  image  will  be  out  of  align- 
ment (Figure  III-A).  The  presence  of  a 
deviation  may  then  be  confirmed  by  cov- 
ering the  fixating  eye,  which  will  necessi- 
tate fixation  by  the  deviating  member. 


Figure  IV.  Example  of  a partial  left  fourth  nerve  palsy. 

This  child  is  able  to  maintain  straight  eyes  with  his  head  tilted  toward  the  right  shoulder. 
Upon  straightening  his  head  he  develops  a left  hypertropia. 
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The  eye  movement  to  take  up  fixation  will, 
of  course,  be  noticeable.  Therefore,  one 
looks  for  the  shift  in  fixation  upon  occlu- 
sion of  the  dominant  eye  (Figure  III- 
B,  C).  In  turn,  the  cover  may  be  then 
shifted  to  the  opposite  eye  and  another 
change  in  fixation  observed.  Small  devia- 
tions will  be  recognized  by  shifting  the 
cover  from  one  eye  to  the  other  and  ob- 
serving the  eye  movement.  The  presence 
of  strabismus  is  easily  demonstrated  by 
the  combination  of  observation,  pupillary 
reflexes,  and  the  cover  test. 

Sometimes  patients  are  able  to  maintain 
straight  eyes  by  changing  their  head  posi- 
tion. This  type  usually  is  on  the  basis  of 
a complete  or  partial  paralysis  of  an  ex- 
traocular muscle.  An  example  of  the  head 


tilt  due  to  a superior  oblique  palsy  is  illus- 
trated in  Figure  IV.  This  boy  is  able  to 
maintain  his  eyes  straight  with  his  head 
tilted  towards  the  right  shoulder.  Upon 
straightening  his  head  upright,  the  left  af- 
fected eye  turns  up.  If  a patient  holds  his 
head  constantly  in  one  position,  it  is  well 
to  turn  the  head  or  face  towards  the  op- 
posite direction  and  recheck  him  for  stra- 
bismus. 

In  summary,  it  is  urged  that  all  physi- 
cians handling  children  adopt  the  simple 
cover  test  to  diagnose  strabismus.  It  is 
further  recommended  that  once  this  diag- 
nosis is  made,  these  children  be  referred 
to  an  ophthalmologist  for  further  handling 
of  their  strabismus  and  amblyopia.  The 
best  results  from  all  standpoints  are  ob- 
tained in  young  children. 
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The  story  of  John  A.  Wyeth,  M.D.,  and  his  three  years  on  White  River. 

John  P.  Morrow,  Jr. 


Most  of  you  have  been  wondering  why 
I am  here  tonight.  I have  been  wonder- 
ing, too,  since  Mrs.  Gray  asked  me  to  have 
a part  on  your  program.  In  justification, 
let  me  tell  you  that  I have  had  association 
with  the  Independence  County  Medical  So- 
ciety longer  than  most  of  its  present  mem- 
bers, dating  from  June  1,  1907,  as  my 
birth  certificate  will  show. 

Batesville  is  proud  of  the  Doctors  who 
have  been  elected  President  of  Arkansas 
Medical  Society,  Dr.  William  Lawrence, 
Dave  Ewing,  Billie  Lawrence,  Rob  Dorr, 

L.  T.  Evans,  and  the  two  with  us  tonight. 
Dr.  Johnston  and  Dr.  Monfort.  It  has  been 
my  privilege  to  benefit  from  the  profes- 
sional skill  and  to  enjoy  the  friendship  of 
five  of  the  seven  Presidents  from  our  city. 

This  is  another  observance  of  Doctors 
Day,  when  tribute  is  paid  to  the  fine  work 
of  Physicians  and  I know  of  few  people 
who  feel  as  grateful  for  the  care,  skill,  pa- 
tience and  understanding  which  the  Medi- 
cal and  Nursing  professions  have  shown 
as  I do.  This  may  be  a poor  way  to  show 
gratitude,  but,  as  a token  of  esteem  to  the 
Doctors  of  America,  I want  to  share  with 
you  the  story  of  a man  whom  I have  come 
to  admire  greatly. 

Most  of  you  have  probably  never  heard 
of  him,  but  all  of  you  are  better  Doctors 
because  of  him. 

More  than  any  other  man,  he  exerted 
an  influence  on  medical  instruction  in 
America  that  has  given  our  nation  first 
place  in  the  education  and  training  of  our 
Physicians  and  Surgeons. 

Our  American  language  has  two  adjec- 
tives, originally  opposite  in  meaning,  that 
thru  overwork  and  misuse  have  come  close 
to  being  meaningless.  Without  too  much 
stretching  of  grammatical  limits,  I want 
to  apply  both  to  the  subject  of  our  study 
tonight.  Dr.  John  Allen  Wyeth  could  be 
considered  a typical  candidate  for  the 

M. D.  degree.  He  came  from  a family  of 
moderate  means,  a comfortable  home  and 
enjoyed  a good  education.  To  secure  his 
medical  training,  he  worked,  not  only 
mentally  but  physically,  and  it  was  hard 
work.  I know  that  most  of  you  Doctors 

‘Presented  before  the  Second  District  Medical  Meeting  March 
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here  did  the  same  thing,  and  none  of  you 
are  ashamed  of  it.  Also,  typically,  he  was 
interested  in  other  things  than  medicine. 
Most  of  you  enjoy  a hobby. 

The  other  adjective  is  ideal.  The  high 
esteem  in  which  any  man  elected  to  the 
office  of  national  president  of  any  organi- 
zation is  held  is  proof  in  itself  of  his  abil- 
ity, honor  and  fine  reputation.  I can  think 
of  no  higher  evidence  of  what  medical  men 
consider  their  ideal  doctor  than  his  elec- 
tion as  President  of  the  American  Medical 
Association. 

It  was  interesting  to  note  the  ratio  of 
Doctors  from  the  South  elected  to  that  of- 
fice. In  the  14  years  preceding  the  War, 
that  is,  from  1847-1860,  there  were  six 
from  the  South  and  eight  from  the  North ; 
1866-1903,  to  include  Dr.  Wyeth’s  tenure, 
the  percentage  changed  with  21  Northern 
and  14  Southern,  with  two  from  the 
Army.  Indicative  of  the  fast  healing  of 
any  breach  between  Northern  and  South- 
ern Medical  men  was  the  election  of  1869 
of  Dr.  Baldwin  from  Alabama.  The  next 
57  years,  1903-1959,  saw  39  from  the 
North,  16  from  the  South  and  one  each 
from  the  Army,  Navy  and  Public  Health. 

The  man  about  whom  I want  to  tell 
you  tonight  is  the  only  one  with  an  Ar- 
kansas connection  to  reach  that  high  of- 
fice. We  are  concerned  with  the  story  of 
John  Allen  Wyeth  and  how  he  went  West 
to  go  North  and  become  the  leader  of 
American  Medicine  in  the  era  embracing 
the  last  of  the  19th  and  first  of  the  20th 
Centuries. 

My  acquaintance  with  the  Wyeth  story 
stems  from  my  interest  in  Gen.  Nathan 
Bedford  Forrest.  Dr.  Wyeth’s  biography 
of  the  great  cavalryman,  written  in  1899, 
is  still  the  last  word  on  the  subject.  When 
I found  a copy  of  the  long  out  of  print 
volume  and  mentioned  it  at  home,  my 
Mother  and  Aunt  remarked  that  Dr. 
Wyeth  and  my  Grandfather  had  been 
friends  at  Grande  Glaize  about  1870.  Let- 
ter files  from  1908  to  1922  produced  a 
number  of  letters  from  the  Doctor.  From 
them,  from  Wyeth’s  own  biography,  his 
articles  in  newspapers,  magazines,  and  the 
Arkansas  Medical  Journal,  and  from  fam- 
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ily  recollections  come  the  study  I give  you 
tonight. 

Dr.  Wyeth  had  the  legendary  start  to- 
ward a presidency  since  he  was  born  in  a 
log  house,  though  not  a cabin,  near  Gun- 
tersville,  Alabama  in  1845.  His  one  year 
in  college,  spent  at  La  Grange  Military 
Institute,  was  interrupted  by  the  War  and 
in  August,  1862,  he  joined  Gen.  John  Hunt 
Morgan’s  Cavalry.  He  participated  in  Mor- 
gan’s famous  “Christmas  Raid”  into  Ken- 
tucky which  concluded  with  a 72-hour  ride 
thru  a blizzard  from  Bardstown,  Ky.,  to 
the  Cumberland  River.  When  Moi'gan’s 
command  decided  he  was  too  young  for  a 
regular  cavalryman,  he  became  attached  to 
the  4th  Alabama  Cavalry,  led,  coinciden- 
tally, by  a Dr.  Russell.  Wyeth’s  company 
“I”  was  commanded  by  another  Doctor, 
Will  Fennell. 

He  fought  with  Wheeler’s  Cavalry  in 
Middle  Tennessee  thru  the  summer  of 
1863,  taking  part  in  the  great  battle  of 
Chickamauga  and  was  captured  in  early 
October. 

Without  going  into  the  gruesome  details 
of  Dr.  Wyeth’s  life  in  the  prison  camp 
near  Indianapolis,  called  Camp  Morton,  I 
will  state  that  McKinley  Kanter  could 
have  written  as  unpalatable  a story  of  the 
cruelties  in  northern  prison  camps  as  he 
did  about  Andersonville,  and  it  would  have 
been  the  truth.  Forced  to  sleep  in  the 
open  without  blankets,  Wyeth  suffered  a 
severe  attack  of  pneumonia  and  soon  after 
being  sent  to  the  heatless  barracks  he  con- 
tracted measles.  He  did  not  feel  the  heat 
of  a stove  thru  the  winter  of  1863-1864, 
though  the  temperature  fell  to  twenty  below 
zero.  Only  the  help  from  relatives  living 
nearby  saved  this  frail  youth  for  his  fu- 
ture usefulness  to  mankind. 

Dr.  Wyeth  led  a movement  in  1912  to 
place  a bust  of  a former  commandant  of 
Camp  Morton  in  the  capitol  at  Indianap- 
olis. This  man.  Col.  Richard  Owen,  had 
been  a kind,  courteous  officer  and  over  400 
Confederate  soldiers,  most  of  them  former 
prisoners,  contributed  to  the  fund. 

Wyeth  was  sent  to  Baltimore  in  Febru- 
ary, 1865,  for  exchange,  riding  in  an  un- 
heated box-car  thru  country  covered  with 
snow,  but  glad  to  be  homeward  bound. 
His  journey  across  the  South  paralleled 
that  of  any  veteran  returning  home  after 
Appomattox. 


His  experience  and  acquaintance  with 
Doctors  in  the  Army  and  Prison  Camp 
probably  had  a decided  influence  in  his 
turning  to  medicine  as  a career,  and  in 
September,  1867,  he  entered  the  Medical 
Department  of  the  University  of  Louis- 
ville. In  his  words : “The  medical  depart- 
ment of  the  university  was  in  1867  one  of 
the  oldest  and  deservedly  best  known  of 
the  medical  colleges  in  the  United  States. 
The  course  of  study  and  the  standard  of 
requirements  then  prevailing  at  this  school 
may  be  taken  as  typical  of  medical  educa- 
tion in  the  United  States  at  that  period. 
There  was  no  preliminary  or  entrance  ex- 
amination. Any  male  white  who  could 
read  and  write  and  who  had  mastered  the 
rudiments  of  English  was  eligible. 

The  requirement  for  graduation  was  a 
satisfactory  examination  at  the  end  of  two 
college  terms  of  seven  months  each.  The 
division  of  subjects  was:  anatomy,  physi- 
ology, surgery,  medicine,  obstetrics,  chem- 
istry and  materia  medica.  Anatomy  was 
thoroughly  taught  and  the  didactic  course 
was  supplemented  by  dissecting  room 
work  of  a high  class.  While  material  was 
not  over-abundant,  the  activity  of  our  jan- 
itor kept  us  in  a sufficient  quantity  of 
cadavers.  How  he  got  them  we  did  not 
know  and  it  is  probably  just  as  well  that 
no  inquiry  was  instituted. 

The  teaching  of  surgery  and  medicine 
was  wholly  didactic.  I was  no  closer  to 
an  operation  or  patient  than  I had  been 
to  a stove  in  Camp  Morton. 

There  was  no  course  in  microscopy  or 
analysis.” 

“I  had  been  looking  forward  to  the  day 
when  I should  receive  my  diploma  and 
begin  my  career  as  a practising  physi- 
cian, but  I can  never  forget  the  sinking 
feeling  that  came  over  me  when  I realized 
how  little  I knew  and  how  incompetent  I 
was  to  undertake  the  care  of  those  in  the 
distress  of  sickness  or  accident.” 

For  his  first  three  cases,  he  received  the 
promise  of  a barrel  of  apple  brandy  in  the 
coming  fall.  When  he  lost  his  first  pa- 
tient, in  his  first  two  months  of  practice, 
he  resolved  to  give  up  his  practice  until 
he  had  a clinical  and  laboratory  training 
under  teachers  of  experience  which  would 
qualify  him  to  be  the  type  physician  he 
felt  he  should  be. 

Such  training  was  to  be  had  only  in  New 
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York  and  Europe  and  that  required  money. 
To  earn  the  necessary  funds  he  followed 
the  trend  and  “came  West.”  He  signed  up 
with  a railroad  contractor  as  surgeon  for 
the  salary  of  $75  per  month,  on  a three 
months  trial  basis.  His  destination  was 
the  head  of  navigation  on  Little  Red  River, 
not  far  from  Searcy,  where  was  located  a 
quarry  from  which  they  were  to  secure 
stone  for  the  railroad  bridge  being  built 
at  De  Vail’s  Bluff  for  the  nearly  complete 
Memphis  and  Little  Rock  Railroad.  (Bee 
Rock,  mile  above  Hwy.  No.  67  Bridge — 
operated  1890  by  being  used  to  supply 
stone  on  lower  Mississippi  River.) 

He  tells  a story  of  the  fierce  competi- 
tion among  steamboat  lines  of  that  time : 
A poor  Arkansan,  his  family  and  belong- 
ings were  on  the  wharf  at  Augusta  await- 
ing passage  to  Memphis.  He  asked  the 
Captain  of  an  Elliott  Line  steamboat  how 
much  the  fare  to  Memphis  was.  The  reply 
was  $6.  The  Davis  Line  captain  said  he 
would  take  the  crowd  for  $3 ; the  Elliott 
countered  with  an  offer  of  free  transpor- 
tation and  the  Davis  captain  said  he  would 
haul  him  free  and  give  him  $3  besides. 

Railroad  stories,  forerunner  of  the 
“Slow  Train  Thru  Arkansas”  were  being 
told : The  first  link  of  the  Memphis-Lit- 
tle Rock  line  ran  from  Hopefield,  across 
from  Memphis,  to  Madison,  on  the  St. 
Francis.  As  the  train  pulled  into  Hope- 
field,  the  conductor  asked  an  old  man  for 
his  ticket  and  received  the  reply  that  he 
had  already  turned  it  in.  Asked  where  he 
got  on,  he  said  “Madison.”  “The  only  pas- 
senger getting  on  there  was  a little  boy,” 
the  conductor  answered.  “I  was  the  little 
boy,”  he  replied. 

Wyeth  took  passage  from  Memphis  on 
the  “Legal  Tender,”  a well-known  boat  on 
the  White  River,  the  trip  requiring  214 
days  to  cover  the  142  miles  down  the  Mis- 
sissippi from  Memphis  and  177  miles  up 
the  White  to  Mouth  of  Red  and  some  30 
miles  up  to  Searcy,  making  a total  of  about 
350  miles.  The  new  mouth  of  the  White, 
five  miles  upstream  from  the  old,  gives  a 
saving  of  ten  miles  from  Memphis  to 
White  River  points. 

He  states  that  the  time  in  1905  by  Rail- 
road from  Memphis  to  Searcy  was  less 
than  five  hours.  Time  from  Memphis  to 
Kensett  is  now  21/2  hours. 

Attending  the  sick  and  injured  con- 


sumed little  time  and  Wyeth  became  ac- 
quainted with  all  aspects  of  construction 
work  and  river  transportation.  Since  his 
medical  duties  involved  the  crew  at  De- 
Vall’s  Bluff,  he  rode  the  sternwheel  steam- 
boat “R.  C.  Converse”  as  it  towed  rock- 
laden barges  down  for  the  bridge  work. 
On  these  trips  he  spent  the  time  in  the 
pilot  house,  learning  the  river,  making 
sketches  of  its  winding  channels  and  be- 
came familiar  enough  with  the  handling  of 
the  boat  to  stand  his  watch  as  Pilot  in 
the  next  two  years,  saving  for  himself  and 
partner  the  salary  of  $150.00  per  month. 

The  stone  was  quarried  by  hand,  a slow, 
laborious  operation  and  there  was  only  a 
slight  margin  of  profit  on  the  work.  A 
few  weeks  after  his  arrival,  an  absence  of 
his  employer  left  Wyeth  in  charge  of  the 
quarry.  A sudden  flood  in  Little  Red 
River  gave  him  opportunity  to  take  the 
boat  and  barges  a mile  above  the  head  of 
navigation  where  an  abundance  of  rock 
could  be  loaded  directly  into  the  barges 
from  the  bed  of  the  stream.  A week’s  work 
by  all  hands,  loading  stone,  taking  it  down 
to  the  old  landing  and  dumping  into  the 
edge  of  high  water  where  it  was  later  re- 
loaded for  shipment,  made  a saving  in  the 
cost  of  operations  of  some  $4,000.00. 

As  a token  of  gratitude  his  pay  was 
raised  to  $100.00  per  month,  retroactive 
to  his  coming  to  work,  on  condition  he 
remain  another  nine  months  at  $200.00  a 
month. 

Upon  his  arrival  as  Surgeon,  Dr.  Wyeth 
had  instituted  a dosage  of  five  grains  of 
quinine  before  breakfast  for  every  man  on 
the  job,  himself  included.  This  last  is,  in- 
deed, strange  doing  for  a Doctor,  but  he 
says  he  was  never  ill  during  his  three  years 
in  Arkansas. 

The  concern  soon  shifted  their  opera- 
tions to  a quarry  on  Upper  White  River, 
30  miles  upstream  from  Jacksonport,  he 
relates.  I feel  rather  hurt  that  Batesville 
is  not  mentioned  in  his  accounts  but  all 
his  business  was  downstream.  The  quarry 
is  actually  26  miles  above  Jacksonport  and 
15  miles  below  Batesville.  Many  of  you  have 
probably  seen  it  from  the  river  and  have 
caught  a lot  of  fish  there.  It  is  the  high 
bluff  just  below  the  mouth  of  Goodie 
Creek  about  three  miles  east  of  Rosie.  It 
was  granted  by  the  State  of  Arkansas  to 
the  Cairo  and  Fulton  Railroad  in  1857, 
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under  an  1853  Act  of  the  Legislature. 

It  is  shown  on  the  Government  Survey 
of  1854  and  is  the  first  rock  formation  di- 
rectly on  White  River  above  its  mouth. 
For  that  reason,  it  was  of  particular  inter- 
est to  the  Railroad  for  use  in  bridge  work. 
Dr.  Wyeth  said  his  party  was  the  first  to 
develop  the  quarry,  and,  as  far  as  commer- 
cial use  is  concerned,  he  is  probably  the 
only  one. 

It  was  purchased  by  my  Grandfather 
from  the  St.  Louis,  Iron  Mountain  and 
Southern  Railroad  Co.  in  1888,  as  much 
for  friendship  and  sentiment  as  for  a 
source  of  building  material. 

Dr.  Wyeth  says  that  he  often  made  the 
trip  from  the  quarry  to  Jacksonport  on 
foot  to  get  the  mail  and  news  and  that  on 
the  15-mile  route  he  passed  only  one  cabin. 
By  crossing  the  river  at  the  quarry,  he 
could  take  a straight  path  to  Jacksonport, 
striking  the  Batesville  Road  at  old  Akron. 
He  was  impressed  by  the  rank  growth  of 
cane  which  made  an  impenetrable  wall 
thru  which  nothing  but  bears  could  move, 
and  he  didn’t  want  to  meet  any  bears. 

Early  in  1871  the  company  for  whom 
Wyeth  was  working  failed,  soon  after  they 
had  received  a contract  for  erecting  some 
buildings  for  Woodruff  County  at  Augus- 
ta. The  superintendent  told  Wyeth  that 
he  was  welcome  to  the  boat,  tools  and  con- 
tract if  he  would  take  over.  A trip  to 
Augusta  and  conference  with  the  citizens 
and  county  officials  gave  him  the  job,  call- 
ing for  completion  within  one  year  and  a 
thousand  dollar  bonus  if  completed  two 
months  ahead  of  schedule. 

By  keeping  a crew  at  the  quarry  and 
one  at  Augusta  he  made  good  progress,  fit- 
ting his  boating  operations  to  the  favor- 
able stages  of  the  river.  He  was  fortunate, 
during  a continued  low  water  period,  to  lo- 
cate a quarry  on  a hill  some  three  miles 
from  Grande  Glaize,  where  he  secured 
flagstone  for  his  floors  and  partitions, 
hauling  stone  to  the  river  where  year- 
round  water  was  available.  Stone  from  this 
quarry  later  went  for  revetment  work  on 
the  Mississippi  River. 

On  one  of  his  trips  up  the  river  that 
year,  with  him  running  as  second  to  his 
licensed  pilot,  the  pilot,  George  Lewis, 
struck  for  $20  per  day  while  above  Jack- 
sonport. Feeling  qualified  to  run  the  boat 
himself,  he  put  Lewis  ashore  at  Jackson- 
port, called  his  engineer,  Jim  Barnett,  and 


asked  if  he  would  stay  at  the  engines  with 
Wyeth  in  the  pilothouse.  “Doctor,  I’ll  go 
with  you  to  hell,  if  you  will  let  me,”  came 
thru  the  tube  and  with  that  vote  of  confi- 
dence, they  finished  the  barging.  Wyeth 
later  paid  a penalty  of  $150  for  operating 
without  a licensed  pilot. 

Low  water  caught  him  in  February, 
1872,  with  all  but  one  barge  load  at  Au- 
gusta. The  doctor  hurried  to  Jacksonport 
when  he  had  a report  of  a four-foot  rise 
coming,  and  had  the  good  fortune  to  catch 
Captain  Montgomery  and  the  New  Orleans 
packet  “Seminole”,  headed  for  Batesville 
to  bring  back  a load  of  cotton  on  the  high 
stage  of  water.  After  much  argument. 
Captain  Montgomery  agreed  to  bring  his 
barge  down  from  the  quarry  if  it  were 
ready  to  move  at  noon  the  next  day.  The 
heavily  loaded  stone  barges,  tied  alongside 
the  packet  boats,  made  for  difficult  steer- 
ing thru  the  shoals  above  Jacksonport,  and 
Captain  Montgomery  was  justifiably  reluc- 
tant to  endanger  the  safe  passage  of  the 
“Seminole”  in  his  hurried  trip  to  Bates- 
ville, which  must  be  completed  before  the 
water  fell. 

Dr.  Wyeth,  with  less  than  an  even  chance 
of  success,  secured  a fast  horse  and  set  out 
for  the  quarry,  thinking  to  save  hours  by 
the  shorter  and  faster  overland  route.  The 
ferryman  at  what  we  call  Point  Ferry, 
across  Black  River,  lived  on  the  west  bank 
and  either  could  not  be  aroused  at  ten 
o’clock  on  a cold,  sleety  February  night  or 
did  not  feel  inclined  to  face  the  elements, 
and  the  Doctor  was  forced  to  ride  some 
miles  upstream  to  the  next  Ferry.  (He 
says  it  was  six  miles.  Elgin  Ferry  is  more 
than  that  distance.) 

With  the  delay,  it  was  daylight  w'hen  he 
reached  the  quarry  and  he  relates  that, 
with  the  exception  of  the  Christmas  night 
ride  with  Gen.  John  H.  Morgan  around 
Lebanon,  Kentucky,  it  was  the  worst 
weather  he  ever  faced.  Fortunately,  he 
rounded  up  enough  help  to  load  the  barge 
and  be  ready  when  the  “Seminole”  came 
down,  promptly  at  noon.  From  Jackson- 
port to  Batesville,  35  miles  on  a stormy 
night,  a cargo  of  cotton  to  be  loaded  and 
the  15  miles  down  to  the  quarry  made  a 
busy  15  hours  for  Capt.  Montgomery  and 
his  crew. 

The  pilot,  Billy  Shipp,  a veteran  river- 
man,  who  married  Miss  Leone  Crouch, 
aunt  of  Allie  Crouch  of  Batesville,  later 
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told  Wyeth  that  when  he  told  Captain 
Montgomery  that  the  barge  was  ready  and 
Wyeth  was  signalling  for  a pickup,  the 
Captain,  with  an  oath,  replied,  “If  that 
young  man  has  ridden  up  here  and  loaded 
that  barge  since  we  left  him  in  Jackson- 
port,  he  will  be  president  of  the  United 
States.” 

Dr.  Wyeth  says  that  he  remembered  the 
remark,  when  29  years  later,  he  was  elected 
President  of  the  American  Medical  Asso- 
ciation, and  would  not  have  considered 
the  Presidency  of  the  United  States  a 
higher  honor  than  the  one  he  held. 

With  this  extra  effort  and  good  fortune 
he  was  able  to  finish  his  work  in  time  to 
qualify  for  the  $1,000  bonus,  which  he  re- 
ceived and  with  funds  in  hand,  set  out  for 
his  delayed  post  graduate  medical  edu- 
cation. 

Since  he  was  no  ordinary  man,  he  did 
not  go  by  rail  directly  home  but  rode  a 
steamboat  up  the  Arkansas  River,  a three- 
day  trip  from  Little  Rock  to  Ft.  Smith,  on 
the  pretext  of  looking  over  a proposed 
courthouse  job.  After  a short  stay  in  In- 
dian Territory  he  was  ready  for  New 
York  or  Vienna. 

He  goes  at  length  to  tell  about  his  stay 
in  Jacksonport,  then  an  important  river 
town  and  the  friendly  spirit  of  the  people 
he  met  there.  The  hotels  were  kept  by  the 
McDowells  and  the  Bachs  and  were  social 
centers  of  the  community.  He  enjoyed  the 
esteem  and  good-will  of  the  whole  popula- 
tion, of  all  classes  and  conditions,  and  it 
was  with  regret  that  he  learned  of  the 
decline  of  the  once  growing  little  city. 

While  in  Jacksonport  Dr.  Wyeth  be- 
came friendly  with  the  telegraph  opera- 
tor, Billie  Abbott,  and  learned  the  Morse 
code.  During  his  stay  in  Augusta  this 
ability  was  put  to  good  use  when  the  agent 
there,  Jimmie  Warner,  became  suddenly  ill. 
While  Wyeth’s  medical  skill  couldn’t  re- 
store the  invalid  quickly,  he  was  able  to 
take  over  the  telegraph  office  until  relief 
arrived. 

His  praise  for  the  fine  citizens  of  Jack- 
sonport and  Augusta  speaks  well  for  his 
own  good  qualities.  He  mentions  at  Au- 
gusta Judge  Amos  Blanchard,  a Federal 
soldier  who  returned  after  1865  because  he 
liked  Arkansas  and  who  made  a good 
county  judge  in  a somewhat  hostile  atmos- 
phere. There  were  Judge  McCurdy,  Mr. 
Erwin,  Ed  Hough  and  a classmate  of  La 


Grange  Academy,  Thomas  Edward  Stan- 
ley. 

He  even  ventured  into  real  estate  specu- 
lation, buying  for  taxes  land  owned  by  Jef- 
ferson Davis  and  his  brother,  Joseph,  but 
it  was  redeemed  before  confirmation. 
(This  I have  been  able  to  check.)  It 
amounted  to  3,300  acres. 

At  Jacksonport  he  gave  a clue  to  an- 
other of  his  outlets  for  talent  by  contrib- 
uting to  the  local  paper.  He  was  later  to 
be  a well-known  author. 

Between  the  two  larger  towns  was  the 
now  all-but-forgotten  Grande  Glaize.  It 
was  an  important  port  and  merchants  there 
supplied  Oil  Trough  Bottoms  and  consid- 
erable goods  came  overland  as  far  as 
Batesville  in  low  water.  Here  he  met  a 
young  man  who  was  to  be  responsible  in 
no  small  way  for  the  writing  of  Wyeth’s 
best  known  literary  effort,  “The  Life  of 
Nathan  Bedford  Forrest”  and  for  my  being 
here  tonight.  This  man  had  first  seen  For- 
rest in  December,  1862  and  for  nearly  60 
years,  until  his  death  in  1922,  he  carried 
the  image  of  the  great  cavalry  leader  first 
in  his  heart.  That  I well  know.  He  was 
my  grandfather. 

Dr.  Wyeth  says  that  while  he  did  not 
serve  with  or  see  Forrest,  the  tremendous 
impact  made  upon  his  men  so  impressed 
this  great  Doctor  that  he  felt  compelled  to 
compile  the  most  comprehensive  biogra- 
phy yet  written  of  the  man  who,  tho  quot- 
ed as  “Gitting  there  fust  with  the  most,” 
usually  had  to  make  do  with  the  least. 

While  in  Grande  Glaize  one  day  a stone 
cutter  ran  amok,  knife  in  hand,  and 
threatened  death  to  any  he  caught.  Hear- 
ing the  commotion,  my  grandfather 
rushed  to  his  store  door  in  time  to  see  Dr. 
Wyeth  administer  a complete  anesthesia 
with  a five  foot,  one  by  four  flooring.  My 
grandfather’s  response,  tho  unneeded,  was 
recalled  by  Dr.  Wyeth  through  the  years. 

The  river  made  a lasting  impression  on 
this  interrupted  Medical  Man,  for  his  let- 
ters always  mentioned  White  River,  the 
shoals  and  bends,  and  he  used  correct  pro- 
cedure in  handling  his  boat  and  in  report- 
ing his  activities. 

One  bend  in  particular,  “Blue  Wing,” 
where,  some  years  before  a boat  by  that 
name  had  sunk  and  her  hulk  blocked  much 
of  the  channel,  gave  him  a lot  of  trouble. 
He  had  gone  into  the  bend  with  two  barges 
alongside,  backing  (flanking  they  would 
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call  it  now)  and  intending  to  cut  loose  the 
barges  and  let  them  thru  the  chute  while 
he  followed  with  the  boat.  (I  have  seen 
this  done  on  small  rivers  even  today.) 

A line  fouled,  the  boat  wouldn’t  answer 
her  rudders  and  she  sheered  off,  struck 
the  wreck  and  went  hard  aground  on  a bar, 
where  she  stayed  for  two  weeks.  “Blue 
Wing’’  is  three  miles  below  Oil  Trough,  in 
the  upper  part  of  what  we  call  “Hulsey 
Bend.’’ 

The  shoal  famous  in  his  time  for  fast 
water  was  “Music,”  just  above  Jackson- 
port.  Whether  the  name  comes,  as  he  as- 
serts, from  the  tuneful  sound  of  rushing 
water  or  from  the  wreck  of  a boat  by  that 
name  is  not  certain.  Just  upstream  from 
“Music”  is  “Mill  Boy”  Shoal,  named  from 
the  Federal  supply  steamer  which  sank 
during  a storm  in  1864,  nine  miles  above 
Jacksonport.  The  Official  Records  state 
that  the  cannon  on  board  was  saved  and 
the  Master  reprimanded. 

WHO’S  WHO  IN  AMERICA  will  tell 
you  what  Dr.  Wyeth  accomplished  in  New 
York.  He  was  surprised,  on  his  arrival, 
to  find  no  facilities  for  Post  Graduate 
Medical  training.  Selecting  Bellevue  as 
the  best,  he  matriculated  in  November, 
1872  and  graduated  with  the  AD  EUN- 
DEM  Degree  in  March,  1873,  attending 
lectures  in  surgery,  medicine  and  obstet- 
rics. 

His  chief  interest  was  surgery  and  he 
devoted  most  of  his  time  to  anatomy.  His 
ability  soon  gained  for  him  the  post  of 
unofficial  assistant  to  Dr.  Janeway  and  a 
private  pupil  of  extraordinary  background. 
This  man.  Dr.  Samuel  S.  Laws,  a Presby- 
terian minister,  had  been  President  of 
Westminster  College  in  Fulton,  Mo.  until 
his  Southern  sympathies  brought  his 
forced  exile  to  New  York  City  for  the  du- 
ration of  the  War. 

Laws  added  the  M.D.  to  his  M.A.  LL.D. 
and  D.D.  and  before  returning  to  Missouri 
to  head  the  State  University,  he  invented 
and  patented  the  “Ticker  Tape”  machine 
so  long  used  to  report  stock  market  quo- 
tations. 

After  four  years  practice  in  New  York 
Wyeth  made  his  European  tour  to  study 
the  methods  of  teaching  in  the  great  medi- 
cal centers  there.  While  in  Paris  he  out- 
lined to  Dr.  J.  Marion  Sims,  the  great  sur- 
geon from  Alabama,  Past  President  of 
A.M.A.,  and  his  future  father-in-law,  his 


plans  for  a new  type  of  Medical  School, 
using  three  years  pregraduate  and  two 
years  postgraduate  work.  It  met  with 
Sims’  full  approval  and  four  years  later 
The  New  York  Policlinic  Medical  School 
and  Hospital,  the  first  postgraduate  facil- 
ity in  America,  became  a reality. 

The  Medical  School  was  amalgamated 
with  Columbia  University  in  1918  and 
about  the  same  time  Dr.  Wyeth  tempo- 
rarily turned  the  hospital  over  to  the  Gov- 
ernment to  take  care  of  wounded  from 
World  War  1.  It  was  much  harder  to  get 
it  returned.  I do  not  think  Dr.  Wyeth 
would  favor  Socialized  Medicine. 

Many  stories  are  told  about  the  hero 
marrying  the  boss’s  daughter,  and  using 
that  union  as  a stepping  stone  to  success. 
Dr.  Wyeth  did  almost  the  parallel  of  mar- 
rying the  daughter,  for  Dr.  Sims  was 
probably  the  then  No.  1 Surgeon  of  Amer- 
ica but  Wyeth  waited  until  he  had  achieved 
a degree  of  success  himself  before  he  pro- 
posed matrimony. 

In  the  late  1890’s  he  wrote  two  ambi- 
tious but  widely  different  books,  one  his 
second  edition  of  “Surgery”  and  the  other 
“The  Life  of  Forrest.”  It  is  remarkable 
that,  two  years  after  the  appearance  of 
the  “Forrest,”  Dr.  Wyeth  was  elected  Pres- 
ident of  the  American  Medical  Association. 

His  agreeable  personality  and  profes- 
sional skill  brought  financial  aid  and  en- 
couragement to  his  Medical  School  and 
Hospital.  In  its  first  33  years,  1881-1914, 
over  25,000  graduates  of  medicine  and  sur- 
gery attended  the  clinics  and  courses  of 
study  in  the  Policlinic.  He  had  the  first 
auto  ambulance  in  New  York,  three  vehi- 
cles, serving  some  368,000  potential  pa- 
tients. His  flair  for  making  friends  and 
a tactful  disposition  were  largely  respon- 
sible for  the  reunion,  during  his  Presidency 
of  AMA,  between  two  medical  groups  in 
New  York  State. 

I was  somewhat  surprised  to  find  that 
Dr.  Wyeth  was  not  unknown  in  this  area. 
Dr.  Johnston  told  me  that  while  he  had 
not  met  Wyeth,  he  had  had  his  “Surgery” 
for  years.  Dr.  L.  T.  Evans  said,  “Why,  I 
know  who  he  was.  He  used  to  be  at  Au- 
gusta.” 

The  late  Dr.  Owen  Walker,  of  Newport, 
would  wax  enthusiastic  at  talk  of  Dr. 
Wyeth  and  his  School.  He  had  attended 
several  sessions  of  clinics  there  and  said 
that  Dr.  Wyeth  was  always  eager  to  see 
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someone  from  White  River. 

Dr.  McGuire,  the  elder,  of  Augusta, 
came  from  Dr.  Wyeth’s  home  county  in 
Alabama  and  attended  Policlinic. 

In  searching  the  old  records  in  the 
Woodruff  County  Courthouse,  I ran  into 
hostile  incredulity  as  to  Wyeth’s  work 
there.  My  only  answer  was  that  the  coun- 
ty paid  him  nearly  $10,000  for  something. 
Ted  Worley,  the  able  historian  from  the 
History  Commission,  finally  straightened 
them  out,  to  his  and  my  satisfaction,  if 
not  theirs. 

Wyeth  mentions  the  man  who  kept  the 
wood-yard  (for  boats)  at  Grande  Glaize 
and  the  fact  that  he  became  a prominent 
physician  at  Pine  Bluff.  Some  of  you  may 
recognize  the  man  as  Dr.  Zaphney  Orto, 
relative  of  the  Coffin  family  here.  He  was 
Surgeon  of  the  2nd  Ark.  Inf.  War  with 
Spain  and  President  Arkansas  Medical  So- 
ciety 1889. 

I have  checked  every  statement  possible 
in  Dr.  Wyeth’s  story.  With  the  exception 
of  slight  variance  in  river  mileage,  and 
there  was  no  accurate  river  survey  made 
until  ten  years  after  his  experience,  there 
is  nothing  that  will  not  stand  up.  His  ar- 
ticles are  in  the  “Century”  and  “Harper’s” 
magazines,  as  he  states,  and  WHO’S  WHO 
gives  his  story  year  by  year. 

On  one  phase  only  can  I question  him, 
and  that  is  in  light  of  the  peculiar  finan- 
cial management  of  Arkansas  counties, 
now  and  then.  How  he  was  able  to  collect 
from  Woodruff  County,  in  carpetbagger 
days,  cash  money  and  take  it  with  him, 
$4,300  cash,  he  says,  in  the  clear,  is  a mir- 
acle. But  he  was  a remarkable  man. 

While  payment  for  work  was  usually 
paid  for  in  county  script,  its  conversion  to 
money  was  unusual  but  the  last  entry 
shows  that  he  was  actually  given  the  bal- 
ance in  currency. 

I do  not  think  it  an  unwarranted  as- 
sumption to  name  Dr.  Wyeth  as  a repre- 
sentative from  Arkansas  in  connection 
with  his  presidency  of  American  Medical 
Association.  His  experiences  on  White 
River  were  vital  forces  in  the  development 
of  the  personality  which  made  him  a pop- 
ular man  among  his  colleagues  and  the 
funds  earned  here  enabled  him  to  continue 
and  complete  his  medical  education. 

He  was  proud  of  his  Arkansas  days  and 
friends  and  often  spoke  of  the  state  of  his 
“second  home.” 


I can  think  of  no  Doctor  who  would 
better  exemplify  the  profession  as  The 
Typical  Doctor,  The  Ideal  Doctor  and  The 
Doctor  for  Whom  the  Best  Was  Never 
Good  Enough. 

Realizing  that  a layman  might  be 
deemed  incapable  of  giving  proper  evalu- 
ation of  a Physician’s  worth,  I can  tell 
you  that  Dr.  Harvey  Stone,  of  Baltimore, 
wrote  me  a letter,  praising  Dr.  Wyeth  as 
a true  leader  in  American  Medicine.  I was 
telling  Dr.  Carr  of  Memphis  about  Dr. 
Wyeth  and  of  Dr.  Stone’s  praise  and  Dr. 
Carr  said  “If  Harvey  Stone  said  he  was 
tops,  he  was  tops.” 

For  Doctor’s  Day  Doctor,  I give  you  an 
All-time  All  American  Medical  Man,  John 
Allen  Wyeth,  M.D.,  Alabama,  Arkansas 
and  New  York. 

The  location  of  the  quarry  on  Little  Red 
River  was  given  by  Hon.  Oran  J.  Vaughan, 
Searcy,  who  wrote  that  in  1890,  under 
legislation  by  Steve  Brundridge,  member 
of  Congress,  the  U.  S.  Engineer  Depart- 
ment operated  this  quarry,  barging  stone 
down  river  for  use  by  the  Vicksburg  Dis- 
trict. Capt.  Charles  H.  Warner,  Batesville, 
tells  me  that  his  uncle,  Capt.  Ed  Warner, 
had  told  him  of  stone  operations  on  the 
Red  in  the  1890’s  and  1900’s. 

The  “flag-stone”  quarry,  near  Grande 
Glaize,  was  another  operation  by  the  Rail- 
road builders,  this  time  for  the  bridge 
below  Newport  on  the  White  River.  Ac- 
cording to  Franklin  Morrow,  City  Engi- 
neer, Newport,  Ark.,  Capt.  Parkin,  long 
with  the  U.  S.  Engineers,  told  him  that 
all  the  flag-stone  was  picked  up  and  used 
by  the  Vicksburg  District  on  Mississippi 
River  work.  The  quarry  now  has  the  ap- 
pearance of  work  stopped  suddenly,  all 
stages  of  quarrying  being  visible,  with 
huge  blocks  of  sandstone  I’eady  to  move. 
To  move  them  now  two  miles  to  a railroad 
would  be  a formidable  task.  In  1870,  with 
oxen,  sleds  and  manpower  it  seems  impos- 
sible. 

The  story  of  “Mill  Boy”  Steamer  and 
shoal  comes  from  Official  Records  War  of 
the  Rebellion,  Series  One,  Vol.  XXXIV, 
Part  2,  page  241. 

Just  what  the  “Blue  Wing”  was,  I am 
unable  to  ascertain.  There  was  a Federal 
supply  steamer  by  that  name  mentioned  in 
OR  as  a Red  River  (Louisiana)  boat  dur- 
ing the  War. 

A local  legend  has  a Federal  boat  car- 
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rying  a paymaster  load  of  gold  sinking 
near  the  White  River  quarry  Wyeth 
worked  but  no  name  is  known.  It  may 
have  been  the  “Blue  Wing”  but  the  wreck 
and  quarry  are  10-15  miles  apart. 

WHO’S  WHO  IN  AMERICA  1912-13: 
Wyeth,  John  Allan,  surgeon;  b,  Marshall 
Co.,  Ala.,  May  26,  1845;  s.  Judge  Louis 
and  Euphemia  (Allan)  Wyeth;  La  Grange 
Mil.  Academy;  pvt.  CSA;  15  months  pris- 
oner Camp  Morton,  Ind. ; began  study  of 
medicine  1867 ; M.D.  U.  of  Louisville, 
1869,  also  A.D.  EUDEM  Belvue  Med.  Col. 
1873;  LL.D.  U.  of  Ala.  1902,  U.  of  Md. 
1909 ; m,  Florence  N,  d.  of  Dr.  J.  Marion 


Sims,  1886 ; Asst.  Demonstrator  anatomy 
1873-74;  prosector  to  chair  anatomy  and 
surgery  1880-97,  Mt.  Sinai  Hosp.  N.Y. ; 
organized  and  founded,  1882,  first  post 
graduate  Med.  School  in  U.S. — the  New 
York  Policlinic  Med.  School  and  Hosp. ; 
and  is  prof,  surgery  and  pres,  faculty. 
Pres.  N.Y.  Pathol.  Soc.  1885-6 ; N.Y.  State 
Med.  Assn.  1901;  Amer.  Med.  Assn.  1902; 
N.Y.  Acad.  Med.  1907-08;  South  Soc.  1907. 
Author : Essays  on  Surgical  Anatomy  and 
Surgery ; Textbook  on  Surgery ; Life  of 
Gen.  N.  B.  Forrest;  also  many  med.  hist, 
and  biog.  sketches.  Address : 244  Lexing- 
ton, New  York,  N.Y. 
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Spinal  Cord  Injuries  and  Paraplegia 

William  L.  Steele,  M.D.* 


The  initial  care  of  a fracture  of  the 
spinal  column  and  first  aid  measures  are 
well  known.  The  primary  treatment  of  a 
spinal  cord  injury  essentially  avoids  rota- 
tion or  flexion  of  the  spine  in  order  to 
protect  the  spinal  cord  from  additional  in- 
jury. The  secondary  phase  of  treatment 
involves  reduction  of  the  deformity  of  the 
spine  as  promptly  as  possible  by  traction 
and/or  hyperextension.  The  tertiary  phase 
involves  total  care  of  the  patient,  and  this 
will  be  reviewed. 

Transportation  of  patients  with  injury 
to  the  spinal  cord,  particularly  those  with 
quadriplegia,  should  have  the  patient  in 
either  a face-up  or  face-down  position. 
The  face-up  position  is  more  favorable  for 
it  produces  less  strain  on  the  embar- 
rassed respiration  and  distress  of  the  pa- 
tient can  be  lessened  considerably  by  the 
use  of  traction  in  this  position.  Informed 
personnel,  in  attendance,  will  take  all  pre- 
cautions to  prevent  flexion  and  rotation 
of  the  head,  and  also  to  insure  a proper 
airway.  The  head  may  be  stabilized  by 
sandbags  or  a sectional  neck  brace  may  be 
used  for  this  purpose.  Steady  traction  to 
the  head  can  be  done  by  stockinette  trac- 
tion, or  with  a head  halter  device.  Hyper- 
extension of  the  thoracic  and  lumbar  spine 
is  not  necessarily  a position  of  correction, 
and  this  position  should  not  be  achieved 
for  the  purpose  of  correcting  the  bony  in- 
jury, as  it  may  further  injure  the  spinal 
cord. 

Upon  admission  to  the  hospital,  a mini- 
mum of  movement  is  always  observed.  If  a 
Stryker  frame  is  available  and  examina- 
tion on  the  ambulance  cart  reveals  paraly- 
sis of  the  extremities,  the  patient  should 
be  moved  from  the  ambulance  cart  to  the 
Stryker  frame  and  this  piece  of  equipment 
will  be  the  patient’s  litter,  his  operating 
carriage,  his  operating  table,  and  his  con- 
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valescent  bed,  if  necessary.  Spinal  cord 
injuries  alone,  reduce  the  blood  pressure, 
but  do  not  always  produce  surgical  or  trau- 
matic shock.  The  initial  examination  in- 
cludes the  careful  neurological  examina- 
tion with  a sharp  object  to  determine  the 
level  of  sensory  loss.  The  skin  should  be 
marked  at  the  upper  limits  of  anesthe- 
sia. This  is  of  extreme  value,  and  these 
marks  should  not  be  erased  by  the  ward 
personnel  as  they  will  be  used  as  check 
points  to  make  sure  that  there  is  not  a 
progression  of  the  level  of  the  patient’s 
anesthesia.  The  level  of  anesthesia  may 
be  used  as  the  centering  point  for  roent- 
genograms of  the  vertebral  column.  Pal- 
pation of  the  back  may  reveal  a gibbus, 
which  would  also  serve  as  the  centering 
point.  While  awaiting  the  development  of 
the  films,  a No.  16  French  Foley  or  small 
catheter  is  inserted  under  aseptic  condi- 
tions and  the  bladder  volume  determined. 
If  the  bladder  is  distended,  the  bladder’s 
return  to  a state  of  activity  will  be  tardy. 
A urine  culture  should  be  obtained  at  this 
time.  Evidence  of  blood  in  the  urine  will 
require  additional  studies. 

It  is  felt  that  a lumbar  puncture  is  not 
definitely  indicated  at  this  time,  since  the 
observation  of  a complete  block  would 
mean  little  and  the  observation  of  no  block 
would  mean  little  more. 

If  the  fracture  is  in  the  cervical  ai*ea, 
Crutchfeld  tongs  inserted  into  the  skull 
will  be  required  for  reduction  of  the  frac- 
ture and/or  dislocation.  Occasionally,  tre- 
mendous amounts  of  weight  fail  to  bring 
about  a reduction.  With  the  presence  of 
positive  neurological  findings,  most 
would  agree  that  exploration  is  indicated. 
However,  in  the  face  of  a negative  neu- 
rological, which  can  occur,  surgical  inter- 
vention at  this  time  might  be  unwise.  The 
question  as  to  whether  laminectomy  should 
be  done  at  this  point  in  the  patient’s  course 
is  open  to  question.  The  benefits  and  det- 
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riments  of  the  trauma  of  surgery,  super- 
imposed upon  the  trauma  already  sus- 
tained, have  to  be  weighed. 

The  patient  can  be  handled  with  ease  on 
the  Stryker  frame ; however,  if  such  is  not 
available,  an  alternating  pressure  point 
pad,  whose  partitions  are  expanded  and 
contracted  alternately  by  a small  electric 
pump,  may  be  used.  This  will  serve  to 
eliminate  the  problem  of  decubiti  which  is 
a great  factor  in  the  convalescent  man- 
agement of  paraplegics. 

Within  the  secondary  phase  of  treat- 
ment, points  of  emphasis  will  include  prop- 
er care  of  the  bladder  in  which  distention 
or  continuous  contraction  is  avoided, 
avoidance  of  urinary  sepsis  and  preven- 
tion of  urinary  calculi,  care  of  the  skin, 
care  of  the  bowels,  dietary  regulation,  and 
maintaining  the  patient’s  emotional  health. 

The  patient  initially  should  be  kept  on 
a fluid  intake  of  more  than  2,000  cc.  daily. 
The  diet  should  have  a high  protein,  high 
vitamin,  and  high  caloric  content.  The 
skin  should  be  checked  regularly  for  decu- 
biti, and  daily  analysis  of  urine  and  blood 
should  be  done.  In  addition,  a weekly 
serum  protein  level  should  be  obtained. 
Monthly  films  of  the  abdomen  should  be 
taken  as  a check  for  urinary  calculi. 

Bladder  care  has  advanced  through  ob- 
servations made  during  World  War  I and 
II.  The  care  of  the  bladder  will  vary.  The 
most  ideal  is  to  achieve  at  least  an  auto- 
matic bladder  within  a six  weeks  period. 
The  bladder,  after  injury,  is  atonic  and  is 
incapable  of  building  pressure.  However, 
the  bladder  can  be  stimulated  to  regain  its 
tone  if  a calculated  amount  of  back  pres- 
sure is  placed  on  it  with  either  a siphon- 
tidal  drainage  system,  or  careful  clamping 
of  the  catheter  for  gradually  increasing 
periods.  The  presence  of  a catheter  may 
induce  infection,  and  a small  catheter  must 
be  used  to  allow  the  escape  of  secretions, 
and  this  should  be  changed  at  weekly  in- 
tervals. Epididymitis  is  a common  compli- 
cation at  this  stage,  but  second  in  fre- 
quency is  temporary  occlusion  of  the 
drainage  system.  With  this  occlusion,  the 
uretero-vesicle  orifices  are  opened  and  a 
ureteral  reflux  occurs.  This  dramatic  pic- 
ture produces  extreme  hypertension,  with 
chilling,  followed  by  a marked  tempera- 
ture elevation.  Depending  upon  the  para- 
lytic level,  it  is  accompanied  by  a marked 
resistance,  palpable  in  the  flanks,  as  a re- 


sult of  the  irritative  effects  on  the  psoas 
muscle.  Treatment  consists  of  establishing 
immediate  bladder  drainage,  administra- 
tion of  urinary  antiseptics,  forcing  of 
fluids,  and  roentgenograms  of  the  abdo- 
rnen  to  rule  out  obstructive  calculi,  if  pos- 
sible. Once  this  occurs,  the  patient  is 
prone  to  have  recurrent  episodes  of  chron- 
ic pyelitis. 

Skin  care  will  be  complicated  if  a hypo- 
proteinemia  exists.  Soiling  with  urine  and 
feces  must  be  avoided.  The  paraplegic  skin 
will  not  tolerate  long  periods  of  pressure 
with  concomitant  ischemia.  When  on  a 
Stryker  frame,  the  patient  is  turned  every 
two  hours,  day  and  night.  With  the  pa- 
tient supine,  the  knees  may  be  flexed  ap- 
proximately ten  degrees,  and  the  feet 
should  be  kept  at  a right  angle  or  in  a 
functional  position.  The  heels  must  be 
suspended  clear  of  the  sheet,  and  when  in 
a lateral  position,  the  pillow  should  be 
placed  between  the  legs  to  keep  the  knees 
and  ankles  apart.  Sheets  and  bed  clothing 
should  never  be  allowed  to  rest  on  the  up- 
right toes,  and  the  toes  should  never  sup- 
port the  weight  of  the  foot  in  the  prone 
position.  An  early  pressure  area  may  be 
treated  with  massage,  however,  if  the  tis- 
sues beneath  the  skin  have  been  involved 
in  ischemia,  massage  will  not  retrieve 
these  areas.  In  the  face  of  a gangrenous 
area  of  skin,  debridement  should  be  start- 
ed promptly.  The  ulcer  floor  should  be 
packed  with  sterile,  fine  mesh  gauze  and 
dry  sponges  applied  to  this  area.  Daily 
dressing  changes,  consisting  of  wound 
cleansing  with  surgical  soap,  irrigation 
with  peroxide,  followed  by  dry  dressings, 
are  indicated.  Any  lesion  with  a dimen- 
sion greater  than  3 cm.  in  depth  or  5 cm. 
in  diameter  can  be  expected  to  require  sev- 
eral months  to  heal.  These  large  lesions 
are  amenable  to  plastic  surgery,  in  which 
the  bony  prominences  deep  to  them  are 
resected  to  insure  skin  mobility,  or  flaps 
may  be  placed  over  the  area  involved  in 
the  decubitus  and  split-thickness  grafts 
applied  to  the  donor  site.  Education  of 
the  patient  during  his  daily  skin  care  must 
be  constant  in  order  to  prevent  these  from 
developing.  The  patient  can  be  taught  to 
visually  check  his  body  length  each  time 
his  position  is  changed  to  make  sure  that 
no  areas  are  subject  to  abnormal  pressure. 
He  must  be  taught  routine  inspection  and 
when  sitting  in  a wheel  chair,  must  be 
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You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
^they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— t/iey  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


BibUog^apliy  (13  clinical  studies,  858  patients):  Alexander,  L.  (35  patients):  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethylominoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  theropy  for  patients  with  advanced  concer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Popes,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Proct.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchworger,  A.  (87  patients):  Use  of 
Deprol  (meprobamote  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamote-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


Deprol^” 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:!  mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

WALLACE  LABORATORIES / Cranbury,  N.  J. 


CD- 2845 


Spinal  Cord  Injuries  and  Paraplegia 


taught  to  elevate  himself  with  his  hands 
and  arms,  if  at  all  possible,  in  order  to 
relieve  the  pressure  from  a single  point  on 
his  buttocks.  In  a well  trained  paraplegic, 
this  will  become  an  automatic  habit. 

The  bowel  will  lose  its  reflex  function 
and  in  the  initial  stages,  actual  ileus  will 
exist.  This  is  treated  by  the  usual  decom- 
pressive measures.  In  activity,  the  bowel 
is  similar  to  that  of  the  bladder.  In  the 
first  few  weeks,  warm  enemas  are  given 
each  day  with  regularity.  Digital  exami- 
nation is  done  at  weekly  intervals  for  im- 
paction. Coincident  with  bladder  training, 
a bowel  control  program  is  instituted.  As 
soon  as  the  patient  can  sit  up,  his  enemas 
are  given  in  that  position  at  precisely  the 
same  time  of  day.  Laxatives  are  given, 
using  care  to  keep  the  consistency  of  the 
stools  soft.  The  patient  is  taught  the  duty 
of  administration  of  his  own  enema  and 
own  digital  examinations.  Eventually, 
the  enema  is  substituted  with  a glycerin 
suppository,  and  the  patient  spends  30 
minutes  at  a trial  of  evacuation.  If  no  re- 
sults occur,  this  trial  is  repeated  the  fol- 
lowing day,  an  enema  being  given  if  there 
are  no  results.  Foods  are  outlined  to  the 
patient  in  regard  to  their  effect  on  stool 
consistency. 

A secondary  anemia,  which  may  be  due 
to  decLibiti  or  on  a dietary  basis,  is  cor- 
rected by  blood  transfusions  and  main- 
tained by  proper  diet. 

Pain  in  such  patients  must  be  evaluated 
carefully.  Root  pain,  not  relieved  by  trac- 
tion, might  be  relieved  by  surgical  decom- 
pression. If  this  pain  does  not  radiate 
along  the  root  distribution,  it  rarely  re- 
quires potent  medication.  Morphine  or  its 
derivatives  and  substitutes  should  never 
be  given.  These  depressant  drugs  are  un- 
desirable in  paraplegia,  and  the  extreme 
vulnerability  of  the  paraplegic  patient  to 
addiction  makes  them  doubly  dangerous. 
Intramuscular  or  oral  administration  of 
Phenobarbital  is  tolerated  well,  and  it 
serves  the  same  end.  Adequate  support 
with  occupational  activities  will  obviate 
the  need  for  narcotics.  Occasionally,  six 
weeks  from  the  time  of  injury,  root  pain 
can  appear  after  the  pain  of  the  early  pe- 
riod has  long  subsided.  Decompressive 
laminectomy  is  occasionally  successful,  but 
not  always.  Tractotomy  can  also  be  done. 
Occasionally  the  patient,  preoccupied  with 
disability,  will  complain  of  constant  burn- 


ing pain.  Many  tolerate  this  well  enough 
if  they  are  active.  Some  personalities  re- 
quire much  support  and  this  makes  them 
overly  sensitive  to  pain. 

Muscular  spasms  appear  in  patients  who 
have  no  destruction  of  the  distal  segments. 
The  pathological  reflexes  begin  to  appear 
around  the  sixth  week  and  are  of  the  with- 
drawal type.  Often  these  are  mistaken 
for  voluntary  motion.  Once  these  spasms 
appear,  their  course  is  determined  by 
many  factors.  Spasms  can  often  increase 
the  presence  of  decubiti,  and  are  often  suf- 
ficiently strong  enough  to  throw  the  pa- 
tient from  the  Stryker  frame.  A mild 
amount  of  flexor  spasm  is  healthy  since  it 
maintains  tonus  and  prevents  withdrawal 
of  mineral  content  of  the  bone.  Spasms 
may  deform  by  forcing  the  hip  into  adduc- 
tion and  forcing  its  dislocation  eventually. 
The  patient  can  be  drawn  into  extreme 
flexion  at  the  knees  and  hips,  making  it 
impossible  for  him  to  be  braced.  Spasms 
may  make  the  patient  socially  insecure  be- 
cause of  the  freakish  starting  and  stop- 
ping of  these  uncontrolled  motions.  Early 
bracing  and  brace  training,  plus  ordinary 
standing,  seem  to  have  a diminishing  ef- 
fect upon  the  intensity  of  these  spasms, 
and  will,  at  times,  completely  subdue 
them.  For  this  reason,  when  possible,  pa- 
tients are  placed  on  a simple  standing 
board,  and  gradually,  each  day,  brought 
into  a more  erect  position.  This,  with  the 
aid  of  abdominal  binder,  conditions  them 
for  brace  walking. 

The  paraplegic  patient  requires  strong 
shoulders  and  arms.  During  the  first  two 
weeks  after  injury,  complete  bed  rest  is 
usually  followed.  The  physical  rehabilita- 
tion course  varies  according  to  the  lesion, 
but,  if  at  all  possible,  he  is  encouraged  by 
the  therapist  to  participate  in  extension 
exercises,  concentrating  on  building  the 
strength  of  the  arms  with  dumbbells.  For 
thoracic  and  lumbar  injuries  which  permit 
bracing  and  hyperextension,  the  patient  is 
moved  to  an  exercise  mat  as  soon  as  pos- 
sible and  started  on  pullups  and  pushups 
in  the  prone  position.  If  his  lesion  permits 
him  to  elevate  his  hips,  light  braces  are 
made  for  the  lower  extremities,  which  lock 
the  knees  into  complete  extension  and  hold 
the  foot  at  90  degrees  with  a drop  foot 
spring.  Suction-tip  crutches  are  used.  Ini- 
tially, he  is  walked  in  parallel  bars  and 
taught  either  a swing  to  gait,  in  which 
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the  feet  are  dragged  to  a standing  posi- 
tion, or  a swing  through  gait,  in  which 
the  feet  are  thrown  ahead  of  the  vertical 
line  of  the  body  by  a pendulum  motion. 
The  patient  observes  the  gait  in  mirrors 
and  makes  the  necessary  balance  correc- 
tions. Lesions  below  the  tenth  dorsal  seg- 
ment permit  obstacle  course  training,  and 
many  centers  have  a score  card  in  which 
the  patient  is  taught  stair  climbing,  curb 
walking,  and  functions  inside  a mock-up 
home.  By  using  a light  weight  folding 
chair,  the  patient  is  able  to  enter  and  exit 
his  own  car,  and  operate  it  by  special  hand 
devices.  He  is  taught  to  fall  under  con- 
trolled situations  and  to  bring  himself 
erect  with  crutch  recovery. 


The  rehabilitation  of  these  patients  de- 
pend upon  many  factors  such  as  age,  intel- 
ligence, and  re-orientation  to  the  disabled 
state.  With  acceptance  of  disability  and 
determination  to  go  through  the  necessary 
steps  to  return  to  society,  the  future  course 
of  these  patients  can  be  assured. 

Vocational  rehabilitation  follows  as  a 
continuation  of  therapy,  with  the  testing 
of  aptitudes.  Ultimate  placement  in  a 
compatible  vocation  is  an  important  part 
of  this  training.  The  vocation  must  always 
be  fitted  to  the  patient.  Social  rehabilita- 
tion encompasses  all  phases  of  activity. 
The  major  part  of  this  will  be  automatic, 
once  bowel  and  bladder  control  are 
assured. 
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A Case  of  Pseudo-Pseudohypoparathyroidism 

James  L.  Stecher,  M.D.* 


Albright  and  co-workers  (1)  in  1942, 
described  three  cases  characterized  by 
shoi't  stature,  round  face,  stubbing  of  the 
fingers  and  toes  with  short  metacarpal 
and  metatarsal  bones,  ectopic  calcification 
and  ossification,  tetany,  convulsive  symp- 
toms, lenticular  opacities  and  calcification 
of  the  basal  ganglia.  These  patients  had 
hypocalcemia  and  hyperphosphatemia  and 
little  or  no  phosphorus  diuresis  was  noted 
on  intravenous  injection  of  parathyroid 
hormone.  Histological  examination  of  the 
parathyroid  glands  in  two  of  these  cases 
revealed  them  to  be  hyperplastic.  The 
syndrome  was  termed  by  Albright  as  pseu- 
do-hypoparathyroidism, and  it  was  sug- 
gested that  the  hypocalcemia  and  hyper- 
phosphatemia were  due  to  failure  of  the 
end  organ  to  respond  to  endogenous  para- 
thyroid hormone  with  the  remaining 
abnormalities  being  due  to  independent 
genetic  defects. 

Albright  and  associates  (2)  in  1952,  de- 
scribed a case  exhibiting  clinical  features 
suggestive  of  pseudo-hypoparathyroidism 
but  in  whom  a normal  serum  calcium  and 
phosphorus  were  recorded.  The  abnormal- 
ity of  body  build,  dyschondroplasia,  ectop- 
ic ossification,  and  a normal  serum  cal- 
cium and  phosphorus  with  inability  to 
react  to  injected  parathyroid  hormone  was 
termed  by  Albright  as  pseudo-pseudohy- 
poparathyroidism. A number  of  cases 
(3,4,5,7,8,9,10)  have  now  been  reported 
showing  certain  variations  but  generally 
corresponding  to  Albright’s  original  case. 
The  response  in  these  patients  to  injected 
parathormone  has  not  been  consistent  and 
has  ranged  from  no  response  to  a normal 
response.  The  case  reported  by  Wallach, 
Englert  and  Brown  in  1956  (5),  also  had 
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gout;  a finding  which  as  yet  is  undefined 
in  its  relationship  to  pseudo-pseudohypo- 
parathyroidism. 

This  is  the  report  of  another  case  corre- 
sponding to  the  cases  previously  reported, 
and  in  whom  the  presence  of  gout  is  also 
noted. 

HISTORY : This  26-year-old  unmar- 
ried white  man  was  first  seen  at  the  Little 
Rock  Veterans  Administration  Hospital  in 
1954,  with  a history  of  fever,  swelling  and 
pain  in  his  ankles,  feet,  knees  and  back  of 
three  weeks  duration.  Examination  re- 
vealed swollen  and  tender  ankles,  right 
knee,  metatarsal  and  phalangeal  joints. 
The  diagnosis  of  early  rheumatoid  arthri- 
tis was  made,  and  the  patient  improved 
after  salicylates  and  physical  therapy.  He 
was  seen  on  two  other  occasions  in  1954, 
for  similar  complaints  and  improved  on 
phenylbutazone  therapy  and  physiother- 
apy. 

The  patient  returned  in  1955,  with  symp- 
toms of  pain  and  swelling  in  the  elbows. 
Serum  uric  acid  was  9 milligrams  percent 
at  this  time,  and  a diagnosis  of  gout  was 
made.  He  improved  on  salicylate  therapy. 
The  patient  was  evaluated  at  this  time 
for  a possible  endocrine  disorder  because 
of  the  previously  noted  stubbing  of  the 
fingers  and  toes  with  bilateral  shortening 
of  the  fourth  metacarpal,  rounding  of  the 
face,  short  stature  and  a tendency  to  tower 
skull.  The  work  up  included  an  evaluation 
for  possible  pseudo-hypoparathyroidism. 
The  urine  and  serum  calcium,  phosphorus 
and  alkaline  phosphatase  studies  were 
normal,  and  the  urine  Sulkowitch  was  zero. 
The  patient  left  the  hospital  before  the 
work  up  could  be  completed.  He  was 
again  seen  in  1955,  for  joint  symptoms 
and  improved  on  probenecid  therapy. 
Serum  uric  acid  at  this  time  was  9 milli- 
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grams  percent.  He  was  again  admitted 
in  1956,  for  arthritic  symptoms  with 
marked  relief  gained  by  colchicine  ther- 
apy. At  this  time  the  diagnosis  of  gout 
and  gouty  arthritis  was  made.  His  last 
hospitalization  here  was  in  March  1957, 
with  similar  complaints  responding  to 
colchicine  therapy. 

The  patient’s  past  history  revealed  a 
normal  development  except  for  enuresis 
until  the  age  of  fourteen.  His  mother,  fa- 
ther, one  brother  and  three  sisters  are  ail 
living  and  well,  and  no  history  of  congen- 
ital abnormalities  was  obtained.  Past 
history  was  otherwise  noncontributory  ex- 
cept for  fracture  of  the  third,  fourth,  and 
fifth  fingers  of  the  right  hand  in  1954. 
The  system  review  was  essentially  nega- 
tive. 


Figure  I 

Pseudo-Pseudohypoparathyroidism 


PHYSICAL  EXAMINATION-.  The  pa- 
tient was  of  short  stature  with  a height  of 
63  inches  and  weight  of  155  pounds  (Fig. 
1).  Hair  distribution  was  normal.  There 


was  rounding  of  the  face  with  a tendency 
toward  “tower”  skull.  The  extremities 
were  shortened,  and  the  fingers  and  toes 
stubbed  with  shortening  of  the  fourth  met- 
acarpal bilaterally  (Fig.  2).  The  sclerae 
were  clear  and  the  fundi  revealed  marked 
tortuosity  of  the  vessels  with  blurring  of 
the  discs.  These  findings  have  been  inter- 
preted by  the  consulting  ophthalmologist 
as  congenital  tortuosity  of  the  vessels  and 
pseudo-papilledema.  The  thyroid  was  not 
palpable.  The  heart,  lungs,  and  abdomen 
were  normal,  as  were  the  genitalia.  Ex- 
tremities revealed  the  presence  of  fluid  in 
the  knee  and  ankle  joints  with  increased 
temperature.  The  right  olecranon  bursa 
was  filled  with  fluid  and  measured  3 by  3 
centimeters  with  the  presence  of  small, 
scattered,  hard  nodules  in  the  brusa  walls. 
Several  fixed,  firm,  one  centimeter  nod- 
ules were  palpated  over  the  left  ulna  below 
the  elbow.  The  remaining  physical  exam- 
ination was  normal. 


Figure  II 

Pseudo-Pseudohypoparathyroidism 


LABORATORY  FINDINGS:  On  ad- 
mission in  August  1957,  hemoglobin  was 
14.5  grams  100  millimeters ; white  blood 
count  8,950/cubic  millimeter,  neutrophils 
57  percent,  lymphocytes  27  percent,  mono- 
cytes 2 percent,  and  eosinophils  6 percent. 
Erythrocyte  sedimentation  rate  was  9 mil- 
limeters/hour Wintrobe.  Serum  uric  acid 
was  4.2  milligrams  percent.  Blood  urea  ni- 
trogen was  11  milligrams  percent.  Serum 
alkaline  phosphatase  was  3 King  Arm- 
strong Units  per  100  millimeters.  Serum 
proteins  were  normal.  Serum  calcium,  10 


Volume  58,  Number  3 — AUGUST,  1961 


107 


A Case  of  Pseudohypoparathyroidism 


milligrams  percent.  Serum  inorganic  phos- 
phorus, 3.8  milligrams  percent.  All  pre- 
vious calcium  and  phosphorus  studies  had 
been  normal.  Serum  sodium,  143  mille- 
quivalents/liter.  Serum  potassium,  4.1 
millequivalents/liter.  Urinalysis  revealed 
a specific  gravity  of  1.012  with  negative 
sugar  and  albumin  and  an  acid  reaction. 
Ellsworth  Howard  (6)  test — The  patient 
was  fasted  for  sixteen  hours  receiving  only 
water.  Urine  was  collected  hourly  from 
7 :00  a.m.  to  3:00  p.m.  and  Parathormone 
(Lilly),  200  units,  was  injected  intrave- 
nously at  10 :00  a.m.  The  results  are  rep- 
resented in  graphic  form  in  Figure  6 in- 
cluding a control  of  patient’s  response. 
The  patient  had  received  0.5  milligrams  of 
colchicine  at  9:00  a.m.,  but  it  is  thought 
this  did  not  affect  the  test. 


Figure  III 

Pseudo-Pseudohypoparathyroidism 


X-RAY  STUDIES:  X-ray  of  the  skull 
revealed  scaphocephaly  and  dolichocepha- 
ly  with  hyperostosis  interna  in  the  frontal 
and  posterior  parietal  bones  (Fig.  3).  The 
sella  turcica  was  normal.  Studies  of  the 
spine  and  pelvis  revealed  a minimal  osteo- 
porosis with  osteoarthritic  changes  pres- 
ent in  the  acetabulae  of  both  hips  and  an 
anomalous  secondary  ossification  center  of 
the  superior  margin  of  the  greater  tro- 
chanter of  the  left  femur.  The  right  elbow 
revealed  a five  millimeter  olecranon  spur 
with  enlargement  of  the  olecranon  bursa 
with  miliary  calcific  densities  present  in 
the  bursa  wall.  The  left  elbow  had  similar 


changes  but  to  a lesser  degree.  X-rays  of 
the  hands  (Fig.  4)  revealed  shortened  and 


Figure  IV 

Pseudo-Pseudohypoparathyroidism 


thickened  first  and  fourth  metacarpal 
bones  and  thickened  proximal  phalanges 
of  the  fourth  and  fifth  fingers  bilaterally. 
Films  of  the  ankles  (Fig.  5)  revealed  soft 


Figure  V 

Pseudo-Pseudohypoparathyroidism 


tissue  calcification  and  swelling  about  the 
joints  with  accessory  epiphyses  present  at 
the  inferior  tip  of  both  lateral  maleoli 
and  cystic  osteoarthritic  changes  present 
about  the  medical  and  adjacent  tali.  There 
was  an  ossified  periostitis  at  the  attach- 
ment of  the  muscles  to  the  lower  lateral 
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malleolus  of  the  right  fibula.  Previous 
x-rays  of  the  knees  in  March  1957,  re- 
vealed a bilateral  synovitis  with  minimal 

Ellsworth  Howard  Phosphorus  Diuresis  Test 


Figure  VI 

Pseudo-Pseudohypoparathyroidism 


fluid  in  both  knee  joints  and  linear  cal- 
cific plaques  in  the  medial  soft  tissues  be- 
tween the  condyles  medial  to  the  tibia  and 
femur,  most  marked  on  the  left. 

DISCUSSION 

Since  the  introduction  of  the  syndrome 
of  pseudo-pseudohypoparathyroidism  by 
Albright  in  1952  (2),  it  has  now  been 
fairly  clearly  defined  and  restricted  to 
those  cases  exhibiting  shortened  stature, 
rounded  faces,  shortening  of  the  metacar- 
pals  (most  commonly  the  fourth  and 
fifth)  and  metatarsals,  ectopic  ossifica- 
tion, normal  serum  calcium  and  phosphor- 
us levels  and  a variable  response  to  inject- 
ed parathormone.  The  relationship  of 
gout  in  this  case  and  in  the  patient  re- 
ported by  Wallach,  Englert  and  Brown 
(5)  and  of  gonadal  dysgenesis  in  the  cases 
reported  by  Van  Der  Werf  Ten  Bosh  (10) 
has  not  as  yet  been  clearly  defined. 

The  physical  characteristics  found  in 
pseudo-pseudohypoparathyroidism  may  or 
may  not  be  present  in  pseudo-hypopara- 
thyroidism supporting  Albright’s  original 
view  that  the  chemical  abnormalities  are 
independent  of  the  ectopic  ossification  and 
dyschondroplasia  and  that  the  syndromes 
are  the  result  of  unrelated  genetic  defects 


which  may  vary  to  produce  different  syn- 
dromes. The  term  pseudo-pseudohypo- 
parathyroidism is  admittedly  a poor  one 
in  that  no  disease  of  the  parathyroid  gland 
has  been  demonstrated  in  these  cases ; 
however,  it  would  appear  that  usage  has 
fixed  the  term. 

In  those  cases  in  which  the  Ellsworth 
Howard  parathormone  test  was  per- 
formed, the  responses  have  been  variable. 
Of  the  six  patients  in  whom  the  test  was 
performed,  no  response  was  obtained  in 
two  due  to  impotent  extract  (2,7).  A 
slight  response  was  obtained  in  one  (3)  in 
which  a normal  response  was  obtained  in 
the  control  patient.  No  response  was  ob- 
tained in  the  case  reported  by  Smulyan 
and  Raisz  (9)  using  extract  of  known  po- 
tency. In  addition,  an  abnormal  response 
was  obtained  in  this  patient  on  the  calcium 
loading  test  suggesting  a defect  in  the 
renal  handling  of  phosphates.  In  the  case 
reported  by  Ray  and  Gardner  (8)  the  test 
was  reported  as  negative  but  no  control 
study  was  done,  and  the  potency  of  the 
extract  was  in  doubt. 

The  remaining  cases,  including  the  pres- 
ent case,  were  reported  to  have  a normal 
response  to  parathormone  injection. 

SUMMARY 

It  would  now  appear  that  pseudo-pseu- 
dohypoparathyroidism has  emerged  as  a 
definite  clinical  entity  characterized  by 
the  findings  of  shortened  stature,  round- 
ing of  the  face,  dyschondroplasia  of  the 
metacarpals  and  metatarsals,  ectopic  ossi- 
fication, normal  serum  calcium  and  phos- 
phorus levels  and  a varying  response  to 
parathormone  injection. 

A case  of  pseudo-pseudohypoparathy- 
roidism has  been  presented  exhibiting  the 
above  findings  and  in  whom  a biphasic 
response  to  the  Ellsworth  Howard  para- 
thormone test  was  obtained  which  was 
interpreted  as  a normal  response.  This  pa- 
tient also  had  gout,  a finding  previously 
reported  (5).  Congenital  tortuosity  and 
pseudopapilledema  were  also  found  in  this 
patient. 
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From  Radiology  Dept.,  University  of  Arkansas  Medical  Center. 

FOR  ANSWER  SEE  PAGE  126 
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Typhoid  Fever 


Typhoid  fever  is  a very  old  disease  and 
has  caused  as  many  deaths  as  swords  and 
bullets  in  the  past.  This  devastating  dis- 
ease still  produces  considerable  human 
suffering  throughout  the  world.  Although 
much  of  its  danger  has  been  reduced  by 
the  use  of  Chloromycetin,  every  effort  to 
prevent  it  by  improved  sanitation  and  im- 
munization should  be  encouraged.  In  addi- 
tion to  improving  the  sanitation  and  ade- 
quacy of  water  supplies  and  public  eating 
places,  every  effort  should  be  made  to  fer- 
ret out  the  occasional  typhoid  carrier  to 
eliminate  this  constant  threat  of  contami- 
nation for  the  food  and  drink  of  the  re- 
spective communities.  There  are  112 
known  carriers  in  the  State  of  Arkansas 
under  surveillance ; 28  former  residents  of 


Arkansas  are  known  typhoid  carriers  and 
may  return  at  any  time  for  a short  visit 
or  to  reestablish  residence.  Although  sur- 
veillance of  known  carriers  reduces  their 
hazardous  potentials,  the  unknown  car- 
riers who  are  eluding  identification  still 
account  for  67  percent  of  our  typhoid  cases 
which  in  turn  may  produce  more  typhoid 
carriers.  Therefore,  immunization  against 
this  malady  is  imperative  so  long  as  even 
one  typhoid  carrier  exists.  Every  effort 
should  be  made  to  determine  the  etiologic 
agent  in  suspected  cases  and  proven  cases 
reported  promptly. 

Wm.  L.  Bunch,  Jr.,  M.D.,  Director 

Division  of  Communicable 
Disease  Control 

Arkansas  State  Board  of  Health 
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RESOLUTIONS  OF  THE 

PHARMACEUTICAL  ASSOCIATION 

Demonstrating  a clear  understanding  of 
the  reasons  for  opposing  expansion  of  Fed- 
eral control  of  the  lives  of  all  Americans 
through  adoption  of  some  form  of  social 
security  medicine,  the  Arkansas  Pharma- 
ceutical Association,  at  its  annual  conven- 
tion in  Little  Rock,  May  17th,  adopted  the 
following  excellent  resolution  opposing  the 
King-Anderson  (H.R.  4222)  Bill. 

“WHEREAS,  the  free-enterprise  sys- 
tem that  has  been  the  keystone  of  our  re- 
public and  of  our  way  of  life  is  today 
under  constant  attack ; 

“WHEREAS,  the  institution  of  a Wel- 
fare State  is  the  true  goal  of  many  who 
profess  concern  for  the  welfare  of  one 
group  or  another  in  today’s  society ; 

“WHEREAS,  both  major  political  par- 
ties are  currently  advocating  socialistic 
plans  designed  to  make  the  federal  govern- 
ment responsible  for  the  health  and  hospi- 
tal care  of  citizens  over  age  sixty-five; 

“WHEREAS,  all  such  proposals  substi- 
tute the  principles  of  socialism  for  the 
principles  of  individual  responsibility  and 
self-determination,  and  inherent  within 
them  are  the  seeds  of  destruction  that  will 
ultimately  affect  all  our  freedoms ; 

“WHEREAS,  the  statutory  recognition 
of  groups  and  classes  of  citizens  for  the 
purpose  of  bestowing  special  benefits 
from  tax  revenues  is  contrary  to  our  pre- 
cepts of  government  and  anti-American  in 
its  basic  tenets ; and 

“WHEREAS,  whatever  problems  of 
medical  care  that  may  exist  among  the 
aged  population  can  best  be  met,  ade- 
quately and  without  recourse  to  socialistic 
concepts,  by  adherence  to  two  historic 
American  principles,  namely,  free-enter- 
prise and  state  and  local  responsibility  for 
indigent  persons ; 

“NOW,  THEREFORE  BE  IT  RE- 
SOLVED, that  the  Arkansas  Pharmaceu- 
tical Association  hereby  records  its  unal- 
terable opposition  to  any  and  all  socialistic 
schemes  for  the  solution  of  health  care 


problems  and  urges  upon  members  of  the 
Congress  that  they  remember,  in  this  im- 
portant matter  as  in  all  matters  coming 
before  them,  that  their  primary  responsi- 
bility is  to  preserve  and  defend  the  Great 
Republic  created  by  our  Constitution ; 

“AND  ALSO,  BE  IT  RESOLVED,  that 
our  fellow  Arkansans,  and  all  Americans 
who  would  resist  the  continued  encroach- 
ment of  paternal  federalism  on  our  rights 
and  liberties,  are  urged  to  lend  their  sup- 
port to  the  solving  of  the  problems  of  the 
aged,  the  indigent,  or  any  other  of  our  citi- 
zens, within  the  framework  of  our  Con- 
stitutional Republic  and  without  recourse 
to  divisive  class  legislation  or  other  so- 
cialistic ideologies ; 

“AND  BE  IT  FURTHER  RESOLVED, 
that  copies  of  this  resolution  shall  be 
printed  and  distributed  to  all  members  of 
the  Arkansas  Congressional  Delegation.” 

The  adoption  of  the  resolution  is  a fine 
example  of  cooperation  and  interest  of  the 
Pharmaceutical  Association  with  the  medi- 
cal profession  in  its  fight  to  defend  the 
progress  of  medical  science  and  protect 
patients.  Other  resolutions  adopted  by  the 
convention  recognized  Mr.  Storm  Whaley’s 
efforts  in  solving  the  problems  of  the  Uni- 
versity of  Arkansas  Medical  Center,  re- 
corded the  association’s  approval  of  House 
Joint  Resolution  calling  attention  to  acci- 
dental poisoning  and  a resolution  deplor- 
ing the  effort  by  Congress  to  impose  the 
use  of  generic  named  products  on  physi- 
cians and  pharmacists. 

The  following  officers  were  elected  to 
serve  for  the  ensuing  year; 

Mr.  M.  H.  Rosen,  Pine  Bluff,  President 

Mr.  Leon  Hoisted,  North  Little  Rock, 
First  Vice-President 

Mr.  Harold  Hesterly,  Camden,  Second 
Vice-President 

Mr.  L.  D.  Horne,  North  Little  Rock, 
Treasurer 

Mr.  Joe  Harris,  Fort  Smith,  Chairman 
of  Executive  Council 

Mr.  William  G.  Smith,  Little  Rock,  Ex- 
ecutive Secretary 
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Tired  Blood 

Alfred  Kahn,  Jr.,  M.D. 


Effective  medical  leadership  is  neces- 
sary to  solve  one  of  the  harassing  prob- 
lems of  medical  practice  in  the  larger 
communities  — too  many  night  meetings. 
The  busy  physician  is  not  asked  but  is 
required  after  a full  day  of  practice  to 
return  to  various  night  meetings,  three  to 
five  or  more  times  per  month  in  a larger 
city.  The  patient  'who  followed  an  equiva- 
lent schedule  would  receive  a stern  injunc- 
tion from  his  family  doctor. 

Perhaps,  the  fundamental  issue  here  is, 
what  is  best  for  organized  medicine  in  the 
broadest  sense.  A physician  bored  by  too 
many  meetings  is  only  a half  hearted  par- 
ticipant in  the  affairs  of  his  hospital  staff 
and  his  county  medical  society.  A tired, 
rushed  physician  is  not  a good  judge  of 
his  patients’  needs  and  welfare. 

One  well  attended,  interesting  meeting 
per  month  could  do  great  good  from  a sci- 
entific and  organizational  point  of  view. 
This  immediately  begs  the  question  of  how 
are  the  administrative  problems  of  the 
hospitals  and  societies  to  be  solved.  One 
workable  approach  would  be  to  make  the 
bulk  of  the  strictly  administrative  meet- 
ings optional  but  open  to  all  who  wish 
to  attend.  Those  attending  these  meetings 
would  actually  run  the  organization,  but 
at  the  same  time  non-attenders  would  not 
be  deprived  of  their  membership. 

Assuming  there  were  one  night  meeting 
per  month,  the  important  administrative 


problems  could  be  brought  up  and  there 
would  still  be  time  for  a scientific  session. 

The  difficulty  with  accomplishing  the 
condensation  of  meetings  is  the  physi- 
cian’s passivity.  A determination  to  ac- 
complish this  could  make  it  possible.  The 
principal  obstacle  is  the  unyielding  posi- 
tion of  the  hospitals,  and  this  stems  in 
turn  from  the  accreditation  authorities. 
Organized  medicine  has  set  up  Accredita- 
tion Boards,  truly  a valuable  service,  but 
in  so  doing  did  not  contemplate  becoming 
the  slave  of  a rigid,  inflexible  set  of  rules. 
The  rules  of  accreditation  should  be  suffi- 
ciently flexible  to  adapt  to  local  needs.  It 
is  unreasonable  to  feel  that  a single  un- 
varying set  of  regulations  is  best  suited  to 
every  community  in  the  country. 

Instead,  the  accreditation  committee 
should  at  the  request  of  a local  county 
medical  society  send  representatives  at  the 
county’s  expense  to  work  out  a satisfactory 
consolidated  program  suitable  to  that 
community’s  needs;  this  should  be  based 
on  a flexible  but  good  regulatory  program. 

The  medical  societies  should  demand  a 
reasonably  flexible  set  of  hospital  regula- 
tions through  their  state  medical  society 
and  the  American  Medical  Association. 

This  in  turn  would  solve  the  physician’s 
unreasonable  problem  of  “Well,  how  many 
night  meetings  do  I have  to  attend  this 
month?’’ 
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The  care  of  the  patient,  according  to 
the  late  Francis  W.  Peabody,  consists  in 
caring  for  the  patient.  In  its  devotion  to 
this  principle  the  medical  profession,  no 
doubt  with  the  weight  of  logic  on  its  side 
and,  it  may  be  hoped,  with  reasonable  ar- 
guments only,  expressed  with  convincing 
dignity,  is  opposing  any  new  eldercare 
program  linked  with  Social  Security. 

Sometimes  lacking  finesse  in  its  public 
relations,  however,  the  organized  profes- 
sion persists  in  basing  its  opposition  to 
the  Administration’s  proposed  federal  pro- 
gram for  medical  care  at  least  partly  on 
the  threat  of  “socialized  medicine.’’  This 
undoubtedly  represents  a real  and  sinister 
danger,  but  it  is  a confusing  term  at  best, 
in  these  days  of  social  reform,  and  unfor- 
tunately it  has  a single  connotation  with 
many  laymen,  meaning  only  that  the  doc- 
tors are  running  for  their  muskets  to  de- 
fend their  financial  stake  in  the  practice 
of  medicine. 

Of  course,  this  is  an  erroneous  interpre- 
tation, but  since  it  is  a fixed  idea  with 
many  otherwise  informed  laymen  that  the 
cry  of  socialization  is  the  rallying  signal 
of  the  medical  trade  union,  it  seems  that 
the  term  might  be  used  with  more  caution 
than  has  often  been  the  case.  It  may  be 
about  time,  in  fact,  for  the  profession  to 
restrict  itself  in  its  public  utterances  to 
upholding  the  unarguable  principle  of  pro- 
viding the  best  possible  care  for  the  great- 
est number  of  persons  regardless  of  the 
method  of  payment,  if  any.  The  majority 
of  physicians,  it  is  certain,  know  that 
their  own  best  interest  lies  in  convincing 
the  public  that  service,  with  remuneration 
as  a secondary  consideration,  is  their  mo- 
tivating force.  This  ideal  should  be  made 
a reality  in  the  minds  of  all  people. 

Some  of  the  evil  that  words  do  is  the 
result  of  changing  meanings  and  improper 
interpretations;  it  would  be  well  to  bear 


‘Reprinted  from  The  New  England  Journal  of  Medicine. 
March  30.  1961. 


in  mind  that  regardless  of  whether  “so- 
cial” implications  are  good  or  bad,  the  var- 
ious forms  of  the  word  spring  from  the 
Latin  “socius” — an  associate  or  ally  or 
neighbor.  There  must  be  many  persons, 
physicians,  as  well  as  laymen,  who  are 
groping  for  the  right  expression  of  man’s 
obligation  to  his  neighbors — of  sharing 
with  others  his  enlightenment  as  well  as 
his  prosperity  and  the  benefits  of  living  in 
certain  forms  of  society.  “Socialism”  and 
“socialization”  have  long  had  an  unpleas- 
ant connotation  among  conservative  per- 
sons, although  concepts  of  these  terms  are 
now  accepted  that  were  rejected  a few  dec- 
ades ago.  Perhaps  the  acceptance  of  so- 
ciety’s obligations  to  all  its  members 
would  be  more  palatable  if  the  term  “so- 
cial consciousness”  were  generally 
adopted. 

There  is  a widespread  conviction  that 
some  system  of  providing  medical  care  for 
needy  elderly  persons  should  be  developed, 
and  the  last  Congress,  as  a final  piece  of 
business,  selected  one  for  trial.  This  meth- 
od, in  the  form  that  was  established  for 
it  or  with  modifications,  may  turn  out  to 
be  the  best  that  should  be  attempted  at 
present.  Certainly,  it  has  not  yet  had  the 
trial  that  it  needs  before  any  new  experi- 
ment is  substituted  for  it. 

This  much  is  a sad  probability,  that  the 
louder  the  protests  from  the  medical  pro- 
fession may  be  in  opposition  to  any  pro- 
posed health  legislation  the  more  the  pro- 
fession is  going  to  be  suspected  of  trying 
to  protect  its  own  interest  in  the  provision 
of  medical  care.  Any  clamor  about  “so- 
cialized” medicine  is  a certain  indication 
to  many  persons  that  “organized”  medi- 
cine is  still  trying  to  maintain  a status 
quo  favorable  to  itself.  This  suspicion  will 
be  allayed  by  a frank  and  friendly  and 
constructive  attitude,  not  be  alai'm  reac- 
tions, and  by  an  open-minded,  sincere  and 
tempei’ate  appraisal  of  the  relative  bene- 
fits to  the  patient  of  any  system  that  may 
be  considei’ed. 
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MEDICINE  IN  THE  NEWS 


COMPARISON  OF  TUITION  LEVELS 
BETWEEN  1941  AND  1959  FOR  42 
SELECTED  SCHOOLS  IN  TERMS 
OF  ACTUAL  DOLLAR  AMOUNTS 
AND  IN  TERMS  OF  THE  1947-49 
STANDARD  DOLLAR 
EQUIVALENTS 

Tuition  has  always  been  a major  source 
of  income  for  U.  S.  medical  schools.  As 
such,  it  has  been  necessary  frequently  to 
increase  tuition  charges  in  recent  years  so 
that  this  source  of  income  could  retain  its 
relative  position  of  importance  in  the  fi- 
nancial structure  of  medical  education. 

Relating  to  the  period  from  1941  to  1959 
this  Datagram  discusses  these  increases  in 
tuition — including  the  variations  which  oc- 
curred with  respect  to  private  and  public 
schools  — from  two  points  of  view:  1)  in 
terms  of  actual  dollar  amounts,  and  2)  in 
terms  of  the  1947-49  standard  dollar 
equivalents. 


Table  1 shows  the  percentage  increase  in 
average  tuition  between  1941  and  1959  for 
a selected  number  of  schools  including  26 
private  and  16  public  four-year  medical 
institutions.* 

Average  tuition  for  private  schools  in- 
creased from  $482  to  $1,175.  This  repre- 
sents a percentage  increase  of  144%. 
Average  non-resident  tuition  of  public 
schools  increased  from  $396  to  $948,  or 
139%  ; resident  tuition  from  $239  to  $541, 
or  126%. 

As  previously  stated  in  Datagram,  Vol. 
2,  No.  8B  for  February,  1961,  the  purchas- 
ing power  of  the  U.  S.  dollar  was  subject 
to  great  variation  during  the  period  under 
consideration.  To  obtain  a more  meaning- 
ful comparison  of  tuition  charges  between 
1941  and  1959,  adjustment  to  a standard 
dollar  becomes  necessary.  The  Department 
of  Labor,  Bureau  of  Labor  Statistics,  se- 
lected one  hundred  cents  as  a dollar  equiva- 
lent for  the  base  period  1947-49.  The  1947- 
49  dollar  equivalents  for  each  of  the  years 
under  consideration  were  determined  by 
multiplying  the  actual  tuition  charges  by 
the  reciprocal  of  the  appropriate  consumer 


Percentage  Increase  in  Average  Tuition  Between  1941  and  1959  for  26  Private  and  16 
Public  Four-year  Medical  Schools  in  Terms  of  the  Actual  Unadjusted  Dollar  Values  and 
In  Terms  of  the  1947-49  Standard  Dollar  Equivalents 


In  Terms  of 

Unadjusted  Dollar  Values 

In  Terms  of  1947-49 
Standard  Dollar  Equivalents 

% 

(1) 

(2) 

% 

Type  of  Schools 

1941 

1959 

Increase 

1941 

1942 

Increase 

1959/1941 

1959/1941 

PRIVATE  SCHOOLS 

$482 

$1,175 

144% 

$766 

$944 

23% 

PUBLIC  SCHOOLS: 

Non-Resident 

396 

948 

139% 

629 

762 

21% 

Resident 

239 

541 

126% 

380 

434 

14% 

(1)  Reciprocal  of  consumer  price  index  $1.59 

(2)  Reciprocal  of  consumer  price  index  $.803 


SOURCE: 

Tuition  for  1959  from  J.A.M.A.  Vol.  171  pp.  1514-1515  (Nov.  15)  1959 
Tuition  for  1941  from  personal  communications  with  individual  deans 

Table  1 


Submitted  by  the  Division  of  Operational  Studies  of  the 
AAMC,  2530  Ridge  Avenue,  Evanston,  Illinois. 

♦These  selected  schools  constitute  a representative  sample 
and  are  the  same  ones  which  are  included  in  the  comprehensive 
study,  “Financing  of  Medical  Education”,  now  in  progress  at 
AAMC  headquarters. 


price  index  as  determined  by  the  Bureau. 

Referring  again  to  Table  1,  this  effect 
of  adjustment  to  a standard  dollar  in  mak- 
ing meaningful  comparisons  of  trend  data 
is  dramatically  revealed.  The  percentage 
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increase  of  144%  in  the  average  tuition 
level  of  private  schools,  based  on  actual  dol- 
lar amounts,  becomes  23%  when  based  on 
the  standax’d  dollar  equivalent.  The  in- 
ci'ease  in  avei’age  non-i’esident  tuition  of 
public  schools  I’educes  from  139%  to  21%  ; 
that  for  I’esident  tuition  fi*om  126%  to 
14%. 

Figui'e  1 pi'ovides  a graphic  presentation 
of  tuition  levels  for  public  and  private 
schools  in  1941  and  1959.  Here  tuition 
levels  ai-e  represented  in  1947-49  standai'd 
dollar  equivalents.  (For  purposes  of  ref- 
erence the  avei’age  of  actual  unadjusted 
tuition  for  each  category  is  shown  at  the 
lower  margin  of  the  chart  and  is  marked 
with  an  asterisk.  Numerals  beside  the 
horizontal  bars  in  the  chart  indicate  the 
number  of  schools  having  identical  tuition 
charges.) 

It  is  notable  that,  although  the  tuition  of 
private  schools  shifted  generally  to  higher 
levels  between  1941  and  1959,  the  range 


between  the  highest  and  lowest  level  re- 
mained moi’e  or  less  unchanged. 

On  the  other  hand  the  range  between 
the  highest  and  lowest  level  of  non-resident 
tuition  in  public  schools  narrowed  consid- 
erably in  1959  over  the  earlier  year — espe- 
cially if  the  one  high  tuition  chai’ge  is  ex- 
cluded. The  range  for  resident  tuition  in 
public  schools  also  narrowed  but  to  a lesser 
extent. 

In  a current  comprehensive  study  of 
medical  school  financing,  it  has  been  de- 
termined that  between  1941  and  1959  tui- 
tion for  public  schools  dropped  from  sec- 
ond to  foui’th  position  of  I’elative  impor- 
tance as  a soui’ce  of  income  for  basic  opera- 
tions. This  fact  can  be  attributed,  to  some 
degi'ee  at  least,  to  the  minimal  changes  in 
the  levels  of  resident  tuitions  as  revealed 
in  this  chart. 

In  1941  tuition  stood  in  second  positon 
of  relative  impoi'tance  as  a source  of  in- 
come for  private  schools.  It  retained  the 
same  position  in  1959. 


COMPARISON 

OF  TUITION  BETWEEN  1941  AND  1959 

FOR  26  PR 

IVATE  AND  16  PUBLIC  MEDICAL 

SCHOOLS 

1941 

TUITION  FEES  ADJUSTED  TO  1947-49  STANDARD  DOLLAR 

1959 

AVG  1 639 


7? 

n 

0 

1 

private: 


RM-RESIDENT  RESIDENT 

PUBLIC  SCHOOLS 


PRIVATE 


NON-RESIDENT  RESIDENT 
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Regional  Blood  Program 

The  Faulkner  County  chapter  of  the 
American  Red  Cross  voted  to  participate 
in  a regional  blood  program  being  drawn 
up  in  their  area. 

The  vote  came  after  the  chapter  met 
with  Claud  Curtis  of  St.  Louis,  Missouri, 
regional  field  representative  for  the  Red 
Cross,  and  Henry  H.  Moore  of  Little  Rock, 
regional  manager  for  Veterans  Adminis- 
tration to  discuss  the  program. 

The  approval  of  the  Faulkner  County 
Medical  Society,  Memorial  Hospital  Asso- 
ciation and  the  Faulkner  Health  Depart- 
ment was  received  by  the  chapter  to  go 
ahead  with  the  blood  program.  Details 
will  be  announced  later,  a Red  Cross 
spokesman  said.  Mrs.  E.  0.  Christopher 
was  named  chairman. 


Silver  Tea  Given  at  Benton  Unit 
Of  State  Hospital 

Approximately  600  persons  attended 
the  annual  silver  tea  given  in  connection 
with  Hospital  Day  at  the  Benton  unit  of 
the  State  Hospital.  Visitors  from  many 
states,  all  sections  of  Arkansas  and  Saline 
County  attended  the  event  which  was 
sponsored  by  the  hospital  auxiliary  and 
held  in  the  chapel. 


National  Hospital  Week  Observed 

Over  300  people  of  the  Brinkley  area 
visited  Mercy  Hospital  when  open  house 
was  held  as  one  of  the  observances  of  Na- 
tional Hospital  Week. 

These  visitors  were  given  conducted 
tours  of  the  hospital  and  were  served  re- 
freshments by  the  wives  of  the  doctors  on 
the  staff.  People  from  Clarendon,  Helena, 
Brinkley,  Moro,  Hunter,  Forrest  City, 
McCrory,  Cotton  Plant,  Stuttgart,  Wheat- 
ley,  Biscoe,  DeValls  Bluff  and  Houston, 
Texas  signed  the  guest  register. 


Dr.  James  Taylor  Speaks  at  Seminar 
“Moderation  in  all  things”  is  a deter- 
rent against  coronary  thrombosis,  a Uni- 
versity Medical  Center  physician  said. 
Dr.  James  S.  Taylor,  professor  of  medi- 
cine, was  one  of  five  lecturers  during  a 
general  postgraduate  seminar  that  pre- 
ceded an  afternoon  program  designed 
around  the  medical  center’s  preceptorship 
program. 


Preceptors  are  physicians  who  take 
medical  school  students  for  practical 
training  during  the  time  between  the  stu- 
dent’s junior  and  senior  years. 

Dr.  Taylor  reported  to  the  preceptors 
who  gathered  for  the  seminar  on  a re- 
cently-completed study  he  has  made  joint- 
ly with  Dr.  Richard  V.  Ebert,  head  of  the 
medical  center’s  department  of  medicine, 
and  two  members  of  the  staff  of  the  Vet- 
erans Administration  Hospital,  Dr.  Owen 
W.  Beard  and  Dr.  Harold  R.  Hipp. 

He  said  that  the  death  rate  from  coro- 
nary thrombosis  is  relatively  sharp  imme- 
diately after  onset  of  the  condition,  but 
that  from  six  months  on,  there  is  a good 
survival  rate  that  changes  very  little  with 
the  passing  years.  The  study  embraced  a 
five-year  period. 

Persons  in  the  under  40  and  in  the  40-49 
age  groups  showed  a better  survival  rate 
than  did  older  persons.  Dr.  Taylor  said 
the  study  indicates  pre-existing  condi- 
tions involving  stress  and  strain  have  a 
bearing  on  the  condition. 

He  said  exercise  and  return  to  work  is 
a good  idea  for  the  coronary  thrombosis 
victim,  that  this  should  be  encouraged  be- 
cause it  can  relieve  the  stress  and  strain. 
Five  of  every  six  coronary  thrombosis  vic- 
tims survive. 

Dr.  Taylor  said  that  the  “return  to 
work”  was  sound  advice  for  persons  suf- 
fering coronary  thrombosis  because  fig- 
ures indicate  they  will  do  better  and  live 
longer  if  they  do  return  to  properly  se- 
lected work. 

Others  on  the  morning  program  were 
Dr.  John  T.  Riggin,  Jr.,  associate  dean 
and  assistant  professor  of  medicine  at  the 
medical  school ; Dr.  Masauki  Hara,  pro- 
fessor of  surgery;  Dr.  John  B.  Nettles, 
associate  professor  of  obstetrics-gynecol- 
ogy ; Dr.  Howard  Barnhard,  professor  and 
head  of  the  department  of  radiology,  and 
Dr.  Gerald  T.  Jansen,  assistant  clinical 
professor  of  medicine  (dermatology). 


University  of  Arkansas  Medical  Center 
Has  Commencement 

Little  Rock — The  University  of  Arkan- 
sas Medical  Center  observed  Commence- 
ment exercises  June  11  with  Dr.  James 
Payson  Dixon,  Ohio  educator  and  a mem- 
ber of  a national  health  advisory  team  as 
the  Commencement  speaker. 
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A total  of  139  graduates  in  the  various 
schools  at  the  Medical  Center  received  de- 
grees. They  included  82  from  the  School 
of  Medicine,  24  from  the  School  of  Nurs- 
ing, 22  from  the  School  of  Pharmacy  and 
11  from  the  School  of  Medical  Technol- 
ogy. This  year’s  graduation  total  was  the 
largest  on  record  at  the  Medical  Center. 

L.  C.  Carter  of  Stuttgart,  chairman  of 
the  University’s  Board  of  Trustees  con- 
ferred degrees  while  Dr.  David  Wiley 
Mullins,  University  President,  presented 
diplomas  to  the  graduates  and  Dr. 
Charles  R.  Henry  of  Little  Rock  admin- 
istered the  traditional  Oath  of  Hippo- 
crates to  the  medical  graduates. 


From  Washington  Office  A.M.A.: 

The  Month  in  Washington 

The  American  Medical  Association  sup- 
ported the  Kennedy  Administration’s  pi'O- 
posal  to  provide  $750  million  in  matching 
funds  for  construction  of  medical,  dental, 
public  health  and  osteopathic  schools. 

In  a letter  to  Sen.  Lister  Hill  (D.,  Ala.), 
Chairman  of  the  Senate  Labor  and  Public 
Welfare  Committee,  Dr.  F.  J.  L.  Blasin- 
game.  Executive  Vice  President  of  the 
A.M.A.,  said: 

“As  an  Association  of  179,000  practic- 
ing physicians,  we  are  vitally  interested 
in  maintaining  the  high  quality  of  medi- 
cal education  in  the  United  States  because 
of  its  direct  relationship  to  medical  care. 
For  over  a century,  the  American  Medical 
Association  has  been  actively  and  effec- 
tively engaged  in  the  improvement  of 
medical  education  in  the  United  States. 
It  can  now  be  said,  with  assurance,  that 
medical  education  in  this  country  is  su- 
perior to  that  found  anywhere  else  in  the 
world.  It  is  not  a coincidence  that  the 
improved  standards  of  medical  care  in  the 
last  half  century  saw  the  elimination  of 
sub-standard  medical  schools  and  diploma 
mills  which  had  been  turning  out  gradu- 
ates in  large  numbers.  This  improvement 
in  medical  education  is  the  result  of  the 
vigorous  efforts  of  this  Association  and 
other  interested  organizations. 

“We  strongly  believe  that  increased  at- 
tention must  be  given  to  the  adequacy  of 
physical  facilities,  the  availability  of  qual- 
ified instructors  and  the  availability  of 
teaching  material  and  patients  for  the 
clinical  phases  of  medical  education  if 


high  standards  of  medical  education  are 
to  be  maintained.  Any  attempt  to  in- 
crease the  number  of  medical  students 
without  regard  to  these  conditions  will  re- 
sult in  a lowering  of  the  standard  of  medi- 
cal education.  We  are  of  the  firm  conviction 
that  increase  in  the  physical  facilities  avail- 
able for  medical  education  should  be  given 
priority  at  this  time  over  any  other  federal 
legislation  in  the  field  of  medical  educa- 
tion. 

“We  believe  that  there  is  need  for  as- 
sistance in  the  expansion,  construction 
and  remodeling  of  the  physical  facilities 
of  medical  schools  and,  therefore,  a one- 
time expenditure  of  federal  funds  on  a 
matching  basis,  where  maximum  freedom 
of  the  school  from  federal  control  is  as- 
sured, is  justified.” 

The  A.M.A.  opposed  a provision  that 
might  encourage  medical  schools  to  ex- 
pand too  rapidly.  Dr.  Blasingame  said: 
“It  is  quite  possible  that  a forced  increase 
in  freshman  enrollment  would  be  detri- 
mental to  the  quality  of  medical  educa- 
tion.” 

The  Association  didn’t  take  a position 
on  the  provision  of  the  Administration 
legislation  that  would  provide  federal 
scholarships  to  medical  students.  How- 
ever, Dr.  Blasingame  described  to  the  sen- 
ate committee  A.M.A.’s  new  medical 
scholarship  and  student  loan  programs. 


From  the  Washington  Report  on 
The  Medical  Sciences,  June  5,  1961: 

“ ‘WATCHDOG’  GAO  ADVISES  MED- 
ICARE FISCAL  REFORM.  General  Ac- 
counting Office  has  protested  to  Congi'ess 
that  physicians  in  some  states  are  using 
Medicare  as  a good  thing.  The  ‘watchdog 
of  the  Treasury,’  as  GAO  is  known,  wants 
Defense  Department  to  tighten  up  on  ne- 
gotiations of  fees  and  settlement  of  claims. 
GAO  thinks  U.  S.  taxpayers  are  losing  up 
to  $4  million  annually  because  doctors  are 
charging  maximum-allowed  fees  for  serv- 
ices to  military  dependents,  rather  than 
the  ordinary,  going  fees  charged  to  pa- 
tients who  foot  their  own  bills.  Interest- 
ingly, Medicare  headquarters  or,  more 
precisely,  the  Army  does  not  go  along  with 
GAO  recommendations  of  administrative 
reforms  designed  to  reduce  doctors’  bill- 
ings. 

“FEE  SCHEDULE  SAMPLING.  GAO 
auditors  selected  10  states  in  which  the 
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Medicare  fee  schedule  is  distributed  and 
they  found  that  93.5  per  cent  of  doctors’ 
claims  were  for  maximum  allowance  in 
maternity  cases  (these  comprise  bulk  of 
Medicare  volume).  In  five  states  where 
fee  schedules  are  not  publicized,  only  32.2 
per  cent  of  claims  were  for  the  maximum. 
The  report  does  not  name  these  five  states, 
but  the  10  in  the  other  group  are:  South 
Carolina,  Massachusetts,  Arkansas,  Geor- 
gia, Texas,  Florida,  California,  Pennsyl- 
vania, North  Carolina,  and  the  District  of 
Columbia. 

“Also  cited  in  GAO’s  70-page  critique: 
Inconsistencies  in  payment  of  medical 
and  hospital  claims,  though  Army  rejects 
the  proposal  that  one  contractor  be  chos- 
en for  each  geographical  area  to  settle 
both  types  of  claims.  Tardiness  in  report- 
ing terminations  of  eligibility.  Need  to 
simplify  determination  of  fees  for  obstet- 
rical services,  including  prenatal  care. 
Shoddy  execution  of  claims  forms.” 


Dr.  Robins  Bound  for  Brazil 

R.  B.  Robins,  M.D.,  F.A.C.S.  has  been 
designated  by  the  Board  of  Trustees  of 
the  American  Medical  Association  to  go  to 
South  America  in  September  as  a repre- 
sentative of  the  American  Medical  Asso- 
ciation at  the  World  Medical  Association 
meeting  September  15-20  in  Rio  de  Ja- 
neiro, Brazil. 


Huge  Resources  Behind  Launching 
Of  New  Drug  Firm 

One  of  the  most  dramatic  features  of 
the  June  American  Medical  Association 
Meeting  in  New  York  was  that  it  served 
as  a launching  pad  for  the  orbiting  of  a 
new  drug  manufacturing  enterprise.  This 
was  the  introduction  of  Philips  Roxane, 
Inc.,  to  the  American  pharmaceutical  in- 
dustry. 

Philips  Roxane  rises  out  of  a vast  net- 
work of  technological  operations  here  and 
abroad  from  which  its  extensive  plans  for 
pharmaceutical  research  and  development 
have  been  drawn.  In  the  background  are 
a number  of  corporate  operations  with 
worldwide  recognition  and  resources. 
Chief  among  these  is  the  Philips  Elec- 
tronics and  Pharmaceutical  Industries 
Corp.  and  N.  V.  Philips-Duphar  of  The 
Netherlands.  Philips-Duphar  is  one  of  the 
world’s  leading  sources  of  vitamin  D,  and 


it  has  since  gained  worldwide  recognition 
and  esteem  in  other  areas  of  human  medi- 
cine, and  in  animal  and  plant  pharmaceu- 
ticals. Currently  being  developed  are  stud- 
ies in  organic  synthesis  and  radioactive 
isotopes. 

In  completing  its  plans  for  full-scale  op- 
eration, Philips  Roxane  has  just  erected  a 
new  62,000  square  foot  plant  at  its  head- 
quarters location  in  St.  Joseph,  Missouri. 
Among  its  present  pharmaceutical  proj- 
ects is  the  development  of  a measles  vac- 
cine, now  in  extensive  clinical  trial,  and 
for  which  patent  applications  have  been 
filed.  Preliminary  findings  show  that  this 
vaccine  may  provide  a practical  method 
for  mass  inoculation  against  this  disease. 
In  another  area.  Philips  Roxane  has  ini- 
tiated clinical  testing  of  a promising  new 
progestational  agent  with  which  it  hopes 
to  open  up  a new  phase  in  steroid  chem- 
istry. 

To  enhance  and  facilitate  its  research 
and  marketing  operations  in  this  country. 
Philips  Roxane  has  acquired  several 
American  affiliates.  Among  these  is  the 
Columbus  Pharmacal  Company  of  Colum- 
bus, Ohio  which  will  form  the  nucleus  for 
marketing  in  the  new  organization,  and 
which  henceforth  will  operate  under  the 
new  Philips  Roxane  name.  Another  af- 
filiate has  been  acquired  at  the  location  of 
the  headquarters  for  Philips  Roxane  in 
St.  Joseph,  Missouri.  This  is  the  Anchor 
Serum  Company  of  that  city,  which 
brings  to  the  new  operations  specially  de- 
veloped skills  and  long  experience  in  bio- 
logical research  and  production. 

The  product  scope  of  Philips  Roxane 
was  further  extended  with  the  acquisition 
of  Thompson-Hayward  Chemical  Compa- 
ny of  Kansas  City,  Missouri.  This  com- 
pany is  a leading  formulator  and  supplier 
of  chemicals  used  in  feed  supplements  and 
in  industry  and  agriculture. 


ANNOUNCEMENTS 


The  Interstate  Postgraduate  Medical  As- 
sociation of  North  America  Announces: 

“The  SCIENTIFIC  ASSEMBLY”  to  be 
held  in  Cleveland,  Ohio  — November  13-16 
— 1961.  The  Co-Sponsor  is  the  Ohio 
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Academy  of  General  Practice.  Features 
will  include  luncheons,  lectures,  color  tele- 
vision, demonstrations,  and  etc.  For  the 
ladies  there  will  be  a Hospitality  Tea, 
Special  Luncheon  with  Style  Show  by 
Halle  Brothers  and  an  illustrated  lecture 
on  “Oddity  in  Gems.”  Time  for  shopping 
and  the  theatre.  The  Annual  Dinner: 
Illustrated  lecture  on  the  underwater  ad- 
ventures of  Doctor  and  Mrs.  George  Crile, 
Cleveland  under  the  title,  “Sunken  Silver”. 
A program  all  will  thoroughly  enjoy!  Cost 
tax  deductible  as  part  of  educational  con- 
ference expense.  ACADEMY  CREDITS 
acceptable  for  a maximum  of  25  hours  of 
category  II  credit  by  the  American  Acad- 
emy of  General  Practice.  All  details  on 
luncheons,  hotel  reservations,  etc.,  can  be 
secured  by  writing  Erwin  R.  Schmidt, 
M.D.,  Box  1109,  Madison  1,  Wisconsin. 


The  Arthritis  and  Rheumatism  Foun- 
dation offers  predoctoral,  postdoctoral  and 
senior  investigatorship  awards  in  the  fun- 
damental sciences  related  to  arthritis  for 
work  beginning  July  1,  1962.  Deadline 
for  applications  is  October  31,  1961. 

These  awards  are  intended  as  fellow- 
ships to  advance  the  training  of  young 
men  and  women  of  promise  for  an  in- 
vestigative or  teaching  career.  They  are 
not  in  the  nature  of  a grant-in-aid  in  sup- 
port of  a research  project. 

(1)  Predoctoral  Fellowships  are  lim- 
ited to  students  who  hold  a bachelor’s 
degree.  These  fellowships  are  tenable  for 
one  year  with  prospect  of  renewal. 

(2)  Postdoctoral  Fellowships  are  lim- 
ited to  applicants  with  the  degree  of  Doc- 
tor of  Medicine,  Doctor  of  Philosophy  or 
their  equivalent.  These  fellowships  are 
tenable  for  one  year,  with  prospect  of  re- 
newal. 

(3)  Senior  Investigator  Awards  are 
made  to  candidates  holding  or  eligible  for 
a “faculty  rank”  such  as  Instructor  or 
Assistant  Professor  or  equivalent  and  who 
are  sponsored  by  their  institution.  These 
are  tenable  for  five  years. 

A sum  of  $500  will  be  paid  to  cover  the 
laboratory  expenses  of  each  Postdoctoral 
Fellow.  An  equal  sum  will  be  paid  to 
either  cover  the  tuition  expenses  or  lab- 
ortory  expenses  of  each  Predoctoral  Fel- 
low. In  the  case  of  Senior  Investigators, 
instead  of  the  $500,  an  additional  10  per- 
cent of  the  stipend  will  go  to  the  institu- 


tion to  be  applied  to  annuity  programs, 
laboratory  expenses,  travel,  etc. 

For  further  information  and  applica- 
tion forms,  address  the  Medical  Director, 
Arthritis  and  Rheumatism  Foundation,  10 
Columbus  Circle,  New  York  19,  New  York. 


TENNESSEE  VALLEY  MEDICAL  AS- 
SEMBLY, Read  House,  Chattanooga, 
Tennessee,  September  25-26,  1961.  Joseph 
W.  Graves,  M.D.,  109  Medical  Arts  Build- 
ing, Chattanooga,  Tennessee,  Chairman. 
A.A.G.P.  members  granted  ELEVEN 
HOURS  CATEGORY  ONE  CREDIT  for 
two  day’s  attendance.  A good  investment! 
Brayten  Pharmaceutical  Company  will 
sponsor  a Golf  Tournament  at  the  Chat- 
tanooga Golf  and  Country  Club  on  Sun- 
day, September  24,  1961,  and  a cocktail 
party  following  the  tournament.  Please 
attend ; there  is  no  entry  fee.  Fillauer 
Surgical  Supply  Company  will  sponsor  a 
Social  Hour  from  6:00  to  7:30  p.m.,  on 
Monday,  September  25,  1961,  Read  House. 
Banquet  on  Monday  night,  September  25, 
1961,  in  ballroom  of  the  Read  House  at 
7 :30  p.m.  Banquet  Speaker  — Dr.  Wern- 
her  von  Braun,  Director,  George  C.  Mar- 
shall Space  Flight  Center,  National  Aero- 
nautics and  Space  Administration,  Hunts- 
ville, Alabama.  (Doctors  and  wives  are 
invited  to  this  banquet.)  The  Woman’s 
Auxiliary  to  the  Chattanooga  and  Hamil- 
ton County  Medical  Society,  Inc.,  has 
planned  for  the  wives  of  the  doctors  in 
attendance  at  the  assembly,  a luncheon 
and  fashion  show,  and  other  events.  The 
ladies  are  most  cordially  invited  to  attend 
these  functions:  The  Social  Hour  and  the 
Banquet.  All  information  as  to  registra- 
tion fee,  hotel  accommodations  and  ban- 
quet tickets  can  be  obtained  by  writing 
“Chattanooga  Convention  & Visitors  Bu- 
reau, 819  Broad  Street,  Chattanooga  2, 
Tennessee.” 


®btt«aru 


Curtis  Wood  Chaffin,  M.D.  died  at 
10:00  o’clock  Monday  morning.  May  22, 
1961  at  the  Baptist  Memorial  Hospital  in 
Memphis,  Tennessee  at  the  age  of  80.  He 
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was  born  in  Ittawamba  County,  Missis- 
sippi; he  graduated  from  the  University 
of  Tennessee  School  of  Medicine  in  1903 
and  began  practicing  medicine  at  Moro, 
Arkansas  immediately  afterwards.  He  was 
a member  of  the  Baptist  Church  at  Moro, 

Dr.  John  P.  Fergusson,  74  of  Pine 
Bluff  died  at  Jefferson  Hospital  on  May 
28,  1961.  He  suffered  a stroke  and  was 
moved  to  the  hospital  for  treatment.  He 
had  been  in  declining  health  for  a number 
of  years.  Dr.  Fergusson  attended  the  Ar- 
kansas Military  Academy,  the  University 
of  Arkansas  and  the  University  of  Ten- 
nessee. He  graduated  from  the  College 
of  Physicians  and  Surgeons  in  Little  Rock 
in  1908. 

Dr.  Fergusson  began  his  practice  of 
medicine  in  1909  in  the  area  of  Jeffer- 
son County  north  of  the  Arkansas  River. 
At  the  time  of  his  retirement  in  1956,  he 
had  completed  51  years  of  practice.  It 
was  during  1956  that  the  residents  of  the 
area  Dr.  Fergusson  had  served  presented  a 
plaque  to  him.  The  plaque,  presented  at  a 
celebration  in  his  honor  at  Altheimer, 
was  inscribed:  “A  Life  of  Unselfish  Serv- 
ice to  Humanity.” 

Organizations  to  which  Dr.  Fergusson 
belonged  included  the  Jefferson  County 
Medical  Society,  the  Arkansas  Medical 
Society  and  Robert  E.  Lee  Masonic  Lodge 
No.  313  at  Altheimer.  He  was  a member 
of  the  First  Methodist  Church  in  Pine 
Bluff. 


PERSONAL  AND  NEWS  ITEMS 


Forrest  Memorial  Hospital 
To  Be  Expanded 

Two  Little  Rock  investment  firms  sub- 
mitted the  low  bids  on  $500,000  in  hos- 
pital bonds  to  be  used  for  the  expansion 
of  the  Forrest  Memorial  Hospital  and  the 
construction  of  an  adjacent  convalescent 
home  in  Forrest  City.  The  Hospital  Board, 
meeting  with  St.  Francis  County  Judge 
M.  Darrell  Clark,  said  the  successful  bid 
was  a combined  effort  by  the  Dabbs  Sul- 
livan Co.  and  E.  L.  Villareal  & Co.  Four 
other  bids  were  submitted. 


Benton ville  Has  New 
HospTal  Administrator 

Bentonville’s  new  hospital  administra- 
tor, Hugh  Means,  took  over  his  new  job 
in  May.  He  was  formerly  the  business 
manager  at  the  Springdale  Hospital  for 
three  years.  He  replaced  Mrs.  Ethel  Hun- 
nicutt,  who  resigned  April  18. 

$75,000  Grant  For  University 
Medical  Center 

The  Arkansas  Heart  Association  has 
approved  a five-year  $75,000  grant  to  a 
University  Medical  Center  faculty  mem- 
ber for  heart  research.  The  grant  repre- 
sents a renewal  of  contract  to  Dr.  John  A. 
Pierce,  associate  professor  of  medicine 
and  investigator  of  the  Heart  Association, 
who  is  conducting  basic  research  in  car- 
diology and  pulmonary  diseases. 

Dr.  A.  A.  Pringos,  president  of  the 
Heart  Association,  and  Mrs,  Mason  G. 
Lawson,  chairman  of  the  Board,  both  of 
Little  Rock,  made  the  announcement.  The 
Heart  Association  has  extended  more 
than  $100,000  to  the  Medical  Center  in 
recent  years  for  research  by  Dr.  Pierce, 
and  in  open  heart  surgery  and  in  student 
summer  research  projects. 

One  of  Dr.  Pierce’s  major  efforts  has 
been  in  the  field  of  pulmonary  em- 
physema. Although  primarily  a disease 
of  the  lung,  it  frequently  results  in  heart 
failure  among  the  aged. 

Dr.  Pierce  was  born  and  reared  in  Little 
Rock.  He  is  a graduate  of  Central  High 
School  and  an  alumnus  of  the  University 
of  Arkansas  School  of  Medicine.  He  has 
been  on  the  School  of  Medicine  faculty 
since  1954. 

Hot  Springs  in  the  News 

Dr.  G.  C.  Coffey,  chairman  of  the 
Chamber  of  Commerce  Spa  Committee  of 
Hot  Springs,  his  committee  and  a number 
of  public  officials  met  with  Dr.  S.  M. 
Blackberg,  Chicago,  nationally  known  pro- 
fessional medical  writer,  to  discuss  the 
program  of  promotion  of  Hot  Springs  na- 
tionally. 

Dr.  Coffey  said  the  program  of  promot- 
ing Hot  Springs  and  its  therapeutic  values 
was  discussed  at  the  luncheon  meeting  at 
the  Arlington  Hotel. 

Dr.  Blackberg  is  a practicing  physician, 
a graduate  of  the  University  of  Arkansas 
and  well-known  over  the  United  States  as 
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a writer  of  medical  articles  and  advertis- 
ments  in  medical  journals  and  allied  pub- 
lications. 

Paragould  Post-Graduate 
Regional  Seminar  Held 

Thirty-five  doctors  from  Northeast  Ar- 
kansas attended  the  Paragould  Post- 
Graduate  Regional  Seminar  in  Paragould. 
The  joint  sponsors  of  the  seminar  were 
the  Arkansas  Academy  of  General  Prac- 
tice, the  American  Cancer  Society,  and 
the  Upjohn  Company.  A number  of  out- 
standing men  spoke  on  the  new  forms  of 
diagnosis  and  treatment  of  cancer  with 
emphasis  on  early  discovery. 

Dr.  Hesson  Located  At  Risen 

Dr.  John  Hesson  of  West  Chester,  Pa., 
has  joined  Dr.  W.  0.  Colyar,  Jr.  in  the 
practice  of  medicine  at  Rison.  Dr.  Hes- 
son and  his  family  moved  to  Rison  about 
the  first  of  July,  at  which  time  he  began 
his  practice  with  Dr.  Colyar  who  has  been 
located  at  Rison  for  the  past  year. 

The  two  physicians  plan  to  have  their 
offices  located  temporarily  in  the  Cleve- 
land County  Memorial  Hospital.  They 
plan  to  open  a clinic  and  offices  in  the 
building  presently  occupied  by  the  U.  S. 
post  office  as  soon  as  the  post  office  is 
moved  to  the  new  building  to  be  con- 
structed this  year.  They  have  also  stated 
that  they  plan  to  construct  a new  clinic 
of  modern  design. 

Doctors  Colyar  and  Hesson  also  an- 
nounced that  they  had  discussed  plans  for 
locating  offices  in  Kingsland  and  New 
Edinburg,  depending  on  the  desires  of  the 
people  of  those  areas. 

Dr.  Hesson,  who  is  31  years  of  age,  is 
completing  his  internship  at  the  Chester 
County  Hospital  at  West  Chester,  Pa., 
where  he  has  been  the  past  year. 

He  is  a native  of  Columbus,  Ohio  and  a 
graduate  of  Little  Rock  High  School  and 
the  University  of  Arkansas  School  of 
Medicine.  He  attended  Little  Rock  Junior 
College,  Hendrix  College  and  the  Univer- 
sity of  Arkansas  and  served  two  years  in 
the  U.  S.  Air  Force.  Dr.  Hesson  and  his 
wife  have  three  children. 


Proceedings  of  Societies 


S.  E.  Arkansas  Medical  Society 
Meets  in  McGehee 

Dr.  Dolph  Crane  of  Pine  Bluff  spoke  at 
the  regular  meeting  of  the  Southeast  Ar- 
kansas Medical  Society,  in  McGehee.  Dr. 
Crane,  who  practices  obstetrics  and  gyn- 
ecology, discussed  some  of  the  complica- 
tions which  may  occur  in  pregnancy.  A 
question  and  answer  period  followed  Dr. 
Crane’s  presentation.  Dr.  Frank  Padberg, 
Little  Rock  neurosurgeon,  who  was  the 
scheduled  speaker,  was  unable  to  attend 
because  of  illness. 

Reports  were  made  of  the  recent  Medi- 
cal Careers  Programs  which  were  held  in 
several  Southeast  Arkansas  High  Schools. 
These  reports  were  made  by  Dr.  Lee 
Parker  of  McGehee,  general  chairman, 
and  city  chairmen  as  follows:  Dr.  B.  Z. 
Binns  of  Eudora,  Dr.  Swan  Moss  of  Mc- 
Gehee and  Dr.  Major  Smith  of  Dermott. 

8th  Annual  Medical  Society  Meeting 
Held  at  Little  Rock 

The  eighth  Annual  Senior  Medical  Day 
was  held  in  Little  Rock  on  May  26.  The 
annual  program  was  co-sponsored  by  the 
Arkansas  Academy  of  General  Practice. 

Its  purpose  was  to  welcome  the  graduat- 
ing senior  medical  students  and  their 
wives  into  the  medical  profession  and  to 
emphasize  to  them  the  importance  of  the 
daily  observance  of  the  Medical  Code  of 
Ethics,  encouraging  the  general  practice 
of  medicine  and  pointing  out  the  advan- 
tages of  practicing  medicine  in  rural  areas. 

The  medical  students  were  urged  to  be- 
come not  only  good  doctors,  but  also  good 
citizens,  participating  in  civic  affairs  to 
promote  the  well  being  of  the  people  and 
the  area  in  which  they  may  practice. 

The  young  doctors  were  encouraged  to 
be  active  in  the  various  medical  organi- 
zations. 

The  University  of  Arkansas  School  of 
Medicine  cooperated  with  the  Arkansas 
Medical  Society  and  the  Arkansas  Acad- 
emy of  General  Practice,  by  making  it 
possible  for  the  students  to  attend  the 
dinner  meeting. 

The  program  was  supervised  by  Dr.  Joe 
Norton  of  Little  Rock,  chairman  of  the 
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Senior  Medical  Day  Committee  of  the 
Society. 

Medical  Helpers  in  Jackson  County 
Organize 

Medical  assistants  in  the  hospitals  of 
Jackson  County  have  organized  under  the 
name  “Jackson  County  Medical  Assist- 
ants Society.”  An  installation  ceremony 
was  held  during  a banquet  at  the  Razor- 
back  Grill  with  Mrs.  Katherine  Spraggins 
of  Little  Rock  as  the  installing  officer. 
She  is  president  of  the  Arkansas  State 
Medical  Assistants  Society.  Officials  of 
Blue  Cross,  of  which  Dr.  Jackson  is  a 
director,  also  attended. 

Dr.  Jackson  introduced  the  speaker  as 
well  as  other  guests.  More  than  50  per- 
sons attended,  including  doctors,  hospital 
administrators  and  medical  assistants 
from  Tuckerman,  McCrory,  Jonesboro, 
and  Batesville. 

Officers  of  the  organization,  which  is 
the  tenth  such  county  organization  in  the 
state  are: 

Phyllis  Walden — President 
Irene  Roberts — President-elect 
Juanita  Luter — Corresponding  secretary 
Patsy  Holloway — Recording  secretary 
Ruth  Rice — Treasurer 
Dr.  Jackson,  Dr.  John  Wright  and  Dr. 
J.  D.  Ashley — Advisory  committee 

Ouachita  County  Medical 
Society  Meets 

The  Ouachita  County  Medical  Society 
met  in  regular  monthly  dinner  session 
Tuesday  night,  June  6th  at  the  Camden 
Hotel  in  Camden.  Speakers  were  Mr. 
Eugene  Warren,  Attorney  for  the  Arkan- 
sas Medical  Society,  and  Dr.  Elvin  Shuf- 
field  of  Little  Rock. 

Contributions  to  the  American  Medical 
Education  Foundation  From  the  State  of 


Arkansas  During  April  1961 : 

Dr.  Austin  Doren,  Smackover  5.00 

Dr.  Forney  Holt,  Hope  2.00 

Dr.  Robert  McCrary,  Hot  Springs  5.00 

Dr.  Lon  Reed,  Hot  Springs  5.00 

Ray  Smith,  Jr.,  Hot  Springs  5.00 

Boone  County  Woman’s 

Auxiliary  10.00 

Columbia  County  Woman’s 

Auxiliary  5.00 

Garland  County  Woman’s  Auxil- 


iary   52.15 

Pulaski  County  Woman’s 

Auxiliary  386.80 

Ouachita  County  Woman’s  Auxil- 
iary   5.00 

Sebastian  County  Woman’s 

Auxiliary  75.00 

Sevier-Polk  Woman’s  Auxiliary  ..  5.00 


Total  $560.95 

Gala  Meeting  For  Independence 
County  Medical  Society 

The  Independence  County  Medical  So- 
ciety and  Auxiliary  held  their  May  meet- 
ing with  a dinner  at  the  Marvin  Hotel. 
Hostesses  for  the  evening  were  Mrs.  Al- 
fred Hathcock,  Mrs.  Meryl  Grasse,  and 
Mrs.  C.  G.  Hinkle. 

After  dinner,  Mrs.  Glenn  Keller,  Auxil- 
iary President,  introduced  state  president, 
Mrs.  Hershel  Wilmoth,  from  Glenwood, 
and  Mrs.  Mason  Lawson,  from  Little  Rock, 
who  spoke  to  the  group.  Mrs.  Lawson,  a 
past  state  president  and  national  auxil- 
iary president,  is  now  a consultant  to  the 
Division  of  Field  Service  of  the  Ameri- 
can Medical  Association.  She  explained 
the  benefits  of  the  Kerr-Mills  Law  of 
medical  care  of  the  aged  which  will  bene- 
fit 80,000  to  85,000  persons  in  Arkansas 
this  year.  The  law  became  effective,  as 
of  July  1.  She  also  pointed  out  the  dangers 
of  the  controversial  King  Bill  which  is 
endorsed  by  the  Socialist  Party. 

Following  this,  the  members  adjourned 
to  the  home  of  Mrs.  Paul  Gray,  for  a 
business  meeting. 

Periodontist  Speaks  To  The  Union 
County  Medical  Society 

Dr.  Robert  E.  Wilkins,  Little  Rock 
periodontist  was  the  guest  speaker  at  the 
meeting  of  the  Union  County  Medical 
Society  at  the  Rufus  Garrett  Hotel.  Dr. 
Wilkins  is  a 1955  graduate  of  Kansas  City 
University.  In  addition,  he  took  a special 
course  in  periodontics  from  Dr.  Orbin. 

H(^pital  Measure  Passed 

The  Independence  County  Medical  So- 
ciety has  endorsed,  by  a vote  of  11-3  a 
proposal  to  conduct  a survey  of  hospital 
needs  in  this  county. 

The  Society  also  approved  a motion,  by 
a vote  of  11-3,  that  the  endorsement  of  a 
survey  did  not  imply  that  the  group  as  a 
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whole  favors  construction  of  a county 
hospital.  This  action  came  after  the  Cham- 
ber of  Commerce  Board  of  Directors  re- 
cently explained  the  idea  of  a county 
hospital  here. 

In  other  action  at  its  last  business  ses- 
sion, the  Medical  Society  agreed  that  a 
constitution  is  needed.  Dr.  Charles  Tay- 
lor, Society  president  named  a committee 
to  study  the  matter  and  report  at  the  next 
meeting.  The  Constitution  Committee  is 
composed  of  doctors  Chaney  Taylor,  Al- 
fred Hathcock,  Paul  Gray  and  J.  J.  Mon- 
fort. 


New  Members  . . . 


A new  member  of  the  Miller  County 
Medical  Society  is  Dr.  Joseph  W.  Sears. 
He  is  a native  of  Whitt,  Texas,  and  re- 
ceived his  preliminary  education  at  Texas 
Christian  University  at  Fort  Worth, 
from  which  he  received  a B.A.  degree. 
His  M.D.  degree  was  received  from  the 
University  of  Texas  Medical  School  at 
Galveston.  Dr.  Sears  is  now  completing  a 
residency  in  Pediatrics  at  the  University 
of  Arkansas  Medical  Center.  After  July 
1st,  1961,  he  will  be  with  the  Southern 
Clinic  in  Texarkana. 

Dr.  Robert  M.  Bransford  is  a new  mem- 
ber of  the  Miller  County  Medical  Society. 
He  is  a native  of  Little  Rock  and  received 
his  preliminary  education  from  Hendrix 
College  at  Conway,  where  he  completed 
three  years  premedical  work.  He  received 
the  degree  of  B.S.M.  from  the  University 
of  Arkansas  Medical  School  in  1950.  He 
was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1953.  Dr. 
Bransford’s  specialty  is  Surgery.  He  holds 
the  position  of  Instructor  in  Surgery,  Uni- 
versity of  Arkansas  Medical  Center.  After 
July  1st,  1961,  Dr.  Bransford  will  be  as- 
sociated with  the  Southei’n  Clinic  in 
Texarkana. 

Dr.  Henry  A.  Crane,  Jr.  is  a new  mem- 
ber of  the  Jefferson  County  Medical  So- 
ciety. A native  of  Crossett,  Arkansas,  Dr. 
Crane  received  his  preliminary  education 
at  Arkansas  A & M College  at  Monticello 
from  which  he  received  a B.S.  degree.  His 


M.D.  degree  was  obtained  from  the  Uni- 
versity of  Arkansas  School  of  Medicine  in 
1954.  Dr.  Crane’s  specialty  is  Obstetrics 
and  Gynecology;  his  office  address  is  1107 
Cherry,  Pine  Bluff. 

Dr.  Martin  F.  Heidgen  of  Russellville  is 
a new  member  of  the  Pope-Yell  County 
Medical  Society.  A native  of  South  Mil- 
waukee, Wisconsin,  Dr.  Heidgen  took  pre- 
med  at  the  Marquette  University  in  Mil- 
waukee, and  received  his  M.D.  degree 
from  the  Chicago  Medical  School  in  1933. 
He  is  a director  at  St.  Mary’s  Hospital, 
Russellville,  and  administrator  at  the 
Memorial  Hospital  in  Elmhurst,  Illinois. 

Dr.  Frank  E.  Gavlos  is  a new  member 
of  the  Pope-Yell  County  Medical  Society. 
He  is  a native  of  Wilkes-Barre,  Pennsyl- 
vania, and  received  his  preliminary  edu- 
cation at  the  Wilkes-Barre  High  School. 
His  M.D.  degree  was  received  from  the 
Kansas  City  College  of  Medicine  and  Sur- 
gery in  1917.  Prior  to  locating  in  Dar- 
danelle  10  years  ago,  he  practiced  in 
Bridgeport,  Connecticut,  from  1917  to 
1941  and  North  Little  Rock,  1941  to  1942. 
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Pulaski  County  Auxiliary  Elects 
Officers 

The  Women’s  Auxiliary  to  the  Pulaski 
County  Medical  Society  elected  new  of- 
ficers at  a luncheon  meeting.  They  are, 
Mrs.  Merlin  J.  Kilbury,  Jr.,  president; 
Mrs.  Harvey  Shipp,  second  vice  president; 
Mrs.  Robert  L.  Henry,  recording  secre- 
tary ; Mrs.  J.  B.  Cross,  corresponding  sec- 
retary; Mrs.  Guy  R.  Farris,  president- 
elect; Mrs.  John  McCullough  Smith,  first 
vice  president;  Mrs.  Joe  B.  Scruggs,  treas- 
urer; Mrs.  E.  Loyd  Wilbur,  historian;  Mrs. 
William  A.  Snodgrass,  parliamentarian, 
and  Mrs.  James  Newbill,  publicity. 

Jefferson  County  Medical  Society 
Has  Guests 

Jim  Kraft,  treasurer  of  the  Jefferson 
County  Safety  Council  was  the  guest 
speaker  for  the  women’s  auxiliary  to  the 
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county  medical  society  of  Pine  Bluff. 
Hostesses  for  the  meeting  in  the  home  of 
Mrs.  Calvin  Simmons  were  Mrs.  Sim- 
mons, Mrs.  Ed  Townsend,  and  Mrs.  W. 
Kirk  Riley. 

Mr.  Kraft  discussed  the  importance  of 
education  in  water  safety.  Mrs.  Mason 
Lawson  of  Little  Rock,  also  a program 
speaker,  discussed  medical  legislation  and 
the  responsibility  of  a community  to  see 
that  proper  legislation  is  passed. 

Jefferson  Hospital  Auxiliary 
Officers  Named 

New  officers  of  the  Jefferson  Hospital 
Auxiliary  were  elected.  They  are  as  fol- 
lows; Mrs.  James  0.  Bain,  president; 
Mrs.  George  Barron,  vice  president;  Mrs. 
David  A.  Shapiro,  secretary;  Mrs.  Wal- 
ter Trulock,  Jr.,  treasurer;  Mrs.  Sam  Le- 
vine, corresponding  secretary;  and  Mrs. 
Fred  Vining,  historian. 


Book  Reviews 


HUMAN  PITUITARY  HORMONES,  Volume  XII 
of  the  Ciba  Foundation  Colloquia  on  Endocrinol- 
ogy, edited  by  G.  E.  W.  Wolstenholme,  O.B.E., 
M.A.,  M.B.,  B.Ch.,  and  Cecilia  M.  O’Connor, 
B.Sc.,  illustrated,  pp.  336,  published  by  Little, 
Brown  & Company,  Boston,  Massachusetts. 

This  book  is  a collection  of  papers  by  authorities 
on  this  topic.  As  is  well  known,  some  of  the  hu- 
man pituitary  hormones  do  not  have  an  identical 
action  with  animal  hormones.  The  discussions  in 
this  book  concern  the  fractionation  of  human 
pituitaries,  certain  immune  studies,  metabolic  ac- 
tion of  human  growth  hormone,  studies  of  the  sex 
hormones,  and  the  studies  of  the  trophic  hormone 
to  the  thyroid  and  adrenal  gland.  The  material  is, 
of  course,  authoritative  and  important.  It  prob- 
ably is  of  little  interest  to  any  group  other  than 
internists  and  endocrinologists.  AK 

THE  LIFESPAN  OF  ANIMALS,  Edited  by  G.  E. 
W.  Wolstenholme,  O.B.E.,-M.A.,  M.B.,  M.R.C.P. 
and  Maeve  O’Connor,  B.A.,  pp.  324,  illustrated, 
published  by  Little,  Brown  and  Company,  Boston, 
Massachusetts,  1960. 

The  biology  of  aging  has  been  a matter  of  acute 
interest  to  both  the  lay  public  and  to  the  medical 
public.  This  collection  of  discussions  discusses 
longevity  and  disease  in  animals.  It  is  of  interest 
to  the  special  researcher  working  in  this  field.  It 
probably  has  little  of  interest  to  the  practicing 
physician.  AK 

PHARMACOLOGY.  The  Nature,  Action  and  Use 
of  Drugs.  By  Harry  Beckman,  M.D.,  Chairman, 
Departments  of  Pharmacology,  Marquette  Uni- 
versity Schools  of  Medicine  and  Dentistry;  Con- 
sulting Physician,  Milwaukee  County  General 


Hospital  and  Columbia  Hospital;  Editor,  Year 
Book  of  Drug  Therapy.  Second  edition.  Pub- 
lished by  W.  B.  Saunders  Company,  Philadelphia 
and  London, 1961. 

This  standard  reference  is  now  in  its  second 
edition  and  is  a complete  well  organized  text  with 
a better  than  average  index.  It  has  adequate  ref- 
erences and  a good  style.  It  has  been  brought  up 
to  date  in  all  respects.  It  is  heartily  recommended 
as  a textbook  of  pharmacology  to  medical 
students.  AK 


Erratum 


In  the  May  issue  of  The  Journal  of  the 
Arkansas  Medical  Society  appeared  an 
article,  “A  Common  Sense  Approach  to 
the  Problem  of  the  Hazards  of  Radiation 
Fall-Out  and  Diagnostic  Radiology”  by 
Isadore  Meschan,  M.D.  On  page  491,  col- 
umn one,  paragraph  one,  in  relation  to 
the  genetic  constitution  of  man,  the  nor- 
mal number  of  chromosomes  was  indicated 
as  48.  Actually  46  chromosomes  are  the 
normal  number  and  the  paragraph  should 
read : 

“In  man,  all  of  the  genes  are  carried 
on  46  chromosomes,  22  of  which  are  in 
identical  pairs  making  a total  of  44;  the 
23rd  pair,  however,  not  being  identical  in 
some  individuals  in  the  following  man- 
ner:— ” 

Also  on  page  491,  column  two,  para- 
graph one,  in  describing  the  various  syn- 
dromes, the  paragraph  should  read: 

“In  another  syndrome  called  ‘Turner’s 
Syndrome’  which  occurs  in  an  apparent 
female  with  a short  webbed  neck  and  in- 
ability to  straighten  the  elbows,  these  in- 
dividuals are  found  with  no  uterus.  In- 
stead of  having  46  chromosomes,  these 
individuals  have  47.” 

The  remaining  portions  of  the  article 
are  correct. 


ANSWER  TO 

WHAT’S  YOUR  DIAGNOSIS? 

No  clinical  data  is  available. 

DIAGNOSIS : Cleidocranial  dysostosis. 

X-RAY  FEATURES:  There  are  large 
sharply  defined  defects  principally  about 
the  sagittal  and  coronal  sutures  of  the 
skull  with  sharp  margins  and  many  wor- 
mian bones.  The  clavicles  are  absent.  This 
disease  is  a congenital  defect  of  mem- 
branous bone  formation. 
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With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.’’^  To  implement  this  goal, 
many  clinicians  have  come  to  rely  on  Dilantin  for 
outstanding  control  of  grand  mal  and  psychomotor 
attacks.  For  example,  when  Dilantin  was  adminis- 
tered to  12  patients,^  all  but  one  remained  seizure- 
free  in  the  hospital  after  the  diphenylhydantoin 
blood  level  had  reached  its  maximum.  This  patient 
experienced  a single  convulsion  but  had  “...no 
further  seizures  during  the  subsequent  three  and 

I®  a half  months  of  observa- 


DILAHTIN 


HELPS  KEEP 
HIS  SEIZURES 
IH  CHECK 


tion.”  Dilantin  Sodium 

SODIUM  KAPSEALS®  (d I p h 0 oy I hy d 0 oto 1 0 sodium, 

Parke-Davis)  is  available  in 
several  forms,  including 
Kapseals,  0.03  Gm.  and  0.1 
Gm.,  bottles  of  1 00  & 1 ,000. 


other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
forgrand  mal  and  psychomotorseizures:  Phelantin® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of 
100.  for  the  petit  mal  triad:  Milontin®  Kapseals 
(phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of 
100  and  1,000;  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles  • Celontin®  Kapseals  (methsuxi- 
mide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
Zarontin®  Capsules  (ethosuximide,  Parke-Davis) 
0.25  Gm.,  bottles  of  100.  See  medical  brochure  for 
details  of  administration,  precautions,  and  dosage. 


(1)  Carter,  S.:  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Buchthal,  F.;  Svensmark,  O.,  & Schiller,  P.  J.:  Arch. 
Neurol.  2:624,  1960. 
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Obstructive  Diseases  of  the  Urinary  Tract 

in  Children* 

Robert  Lich,  Jr.,  M.D.** 


The  importance  of  obstructive  lesions  of 
the  urinary  tract  has  long  been  appreci- 
ated. However,  their  pre-destructive  de- 
tection has  eluded  the  diagnostic  acumen 
of  the  urologist.  In  other  words,  we  have 
found  it  necessary  to  base  our  diagnosis 
upon  the  results  of  urinary  tract  obstruc- 
tion rather  than  the  detection  of  the  incip- 
ient causative  lesion.  Furthermore,  it  is 
universally  recognized  that  after  the  mor- 
phological changes  of  obstruction  are  ap- 
parent their  functional  reversibility  is 


*Rcad  before  the  Arkansas  Medical  Society.  Pine  Bluff,  Ar- 

kansas, April  18,  1960. 

^♦Professor  and  Chairman  of  the  Section  on  Uroloery.  Depart- 
ment of  Surprery.  University  of  Louisville  School  of  Medicine. 
Louisville,  Kentucky. 


inversely  proportional  to  the  degree  or  the 
extent  of  the  obstructive  uropathy.  There- 
fore, it  is  not  unreasonable  to  assume  that 
the  detection  of  these  lesions  in  the  pre- 
destructive phase,  particularly  in  infancy 
and  childhood,  may  well  influence  the  in- 
cidence of  adult  renal  pathology. 

Some  years  ago  we  presented  histologic 
evidence  that  most  obstructions  of  the 
upper  urinary  tract  were  due  to  intrinsic 
rather  than  the  heretofore  assumed  ex- 
trinsic factors ; namely,  aberrant  renal 
vessels,  fibrous  bands,  etc.  (1).  Figure  1 
shows  the  usual  picture  of  aberrant  vas- 
cular obstruction  of  the  ureter  whereas  in 
reality  the  presumed  obstruction  is  due  to 


Figure  1 

(A)  Typical  radiographic  “kettle  drum”  renal  tion  along  with  the  drawing  (B)  of  the  operative 
pelvis  of  presumed  aberrant  renal  vessel  obstruc-  appearance. 
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pelvic  dilatation  and  clinically  insignifi- 
cant secondary  vascular  angulation  of  the 
ureter.  The  true  cause  of  obstruction 
being  congenital  intrinsic  ureteropelvic 
valves  (Figure  2).  These  valve-like  struc- 


Figure  2 

Intrinsic  ureteropelvic  valves;  the  actual  cause 
of  obstruction  in  Figure  1. 


tures  project  toward  the  renal  pelvis  pre- 
venting antegrade  urine  flow,  but  not 
obstructing  the  retrograde  introduction  of 
a ureteral  catheter. 

The  early  detection  of  these  lesions  is 
not  always  simple.  However,  vague  back 
pain,  abdominal  discomfort  or  symptoms 
without  substantiating  gastro-intestinal 
pathology  should  suggest  the  possibility  of 
an  upper  urinary  obstructive  uropathy  and 
initiate  a complete  urologic  survey.  This 
simple  expedient  has  given  us  the  oppor- 
tunity to  correct  such  pathology  before 
irreparable  renal  damage  has  occurred. 
The  early  diagnosis  of  upper  urinary  tract 
Liropathies  is  most  often  dependent  upon 
their  consideration. 

The  early  detection  of  bladder  neck  ob- 
structions has  always  presented  a diag- 
nostic problem.  In  marked  obstructions 
with  associated  trabeculation  of  the  blad- 
der and  particularly  with  secondary  hy- 
dronephrosis the  diagnosis  is  cystoscopi- 
cally  apparent.  However,  by  this  tirhe 
there  exists  an  undesirable  degree  of  irre- 


versible renal  dysfunction. 

Morphological  changes  of  the  bladder 
and  bladder  neck  must  of  necessity  be 
magnified  by  concomitant  dysfunction.  It 
is  for  this  reason  that  any  diagnostic  meth- 
od which  will  depict  early  changes  must 
of  necessity  visualize  both  structure  and 
function.  In  view  of  this  basic  premise  we 
have  devised  a method  of  voiding  cys- 
tourethrography which  affords  multiple 
momentary  radiographic  spot  films  dem- 
onstrating the  combined  effects  of  struc- 
ture and  function  of  the  vesical  neck  and 
proximal  urethra.  This  permits  the  diag- 
nosis of  bladder  neck  obstruction  in  its 
incipiency  before  irreversible  changes  in 
any  portion  of  the  urinary  tract  become 
manifest. 

The  significant  pre-obstructive  sign  of 
vesical  neck  obstruction,  as  demonstrated 
by  this  method  of  cystourethrography,  is 
dilatation  of  the  proximal  urethra  in  the 
immediate  vicinity  of  the  vesical  neck 
whose  caliber  is  relatively  reduced.  The 
amount  of  dilatation  of  the  urethra  is  pro- 
portional to  the  degree  of  vesical  neck  ob- 
struction. We  have  coined  the  term  “acorn 
deformity  of  the  urethra”  since  it  clearly 
describes  the  abnormality  especially  in  its 


Figure  3 

Congenital  bladder  neck  obstruction  with  the 
associated  characteristic  proximal  urethral 
dilatation. 
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pronounced  form.  This  finding  of  urethral 
dilatation  precedes  ureteral  reflux  and  we 
have  visualized  this  lesion  in  infants  as 
early  as  two  weeks  of  age. 

Figure  3 shows  a voiding  cystourethro- 
gram  typical  of  bladder  neck  obstruction. 
The  proximal  urethral  dilatation  or  “acorn 
deformity”  is  shown  in  association  with 
the  relative  vesical  neck  contracture.  In 
contrast  to  this  picture  Figure  4 shows  a 


Figure  4 

Normal  voiding  cystourethrogram. 


normal  voiding  cystourethrogram  with  its 
undisturbed  funnel  shaped  vesical  neck 
and  urethra. 

This  procedure  for  the  early  detection 
of  vesical  neck  obstruction  embodies  the 
attributes  of  sensitivity,  simplicity,  de- 
pendability, safety  and  accuracy  (3). 
However,  in  the  execution  of  this  tech- 
nique it  is  mandatory  that  the  details  must 
be  observed  meticulously.  The  study  is 
made  under  the  x-ray  image  intensifier 
which  affords  a minimum  of  radiation  ex- 
posure to  the  patient  in  spite  of  the  fact 
that  multiple  films  may  be  taken  reveal- 
ing not  only  the  vesicourethral  region,  but 
any  concomitant  changes  in  the  upper  uri- 
nary tract. 

The  bladder  is  filled,  per  catheter,  with 
15  per  cent  Hypaque’  until  the  patient 

^Supplied  through  the  courtesy  of  Winthrop  Laboratories. 
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experiences  a marked  urge  to  void ; or  in 
the  instance  of  infants,  until  there  is  an 
initiation  of  detrusor  response.  The  filling 
of  the  bladder  is  monitored  by  the  x-ray 
image  intensifier  and  the  mid-and  upper 
urinary  tract  is  repeatedly  scanned  for  the 
possibility  of  ureteral  reflux  or  vesical  di- 
verticula which  might  appear  during  this 
period  of  vesical  filling. 

After  the  catheter  is  removed  the  pa- 
tient is  instructed  to  void,  or  in  infants  if 
micturition  is  not  spontaneous,  it  is  ini- 
tiated by  suprapubic  pressure.  At  the 
moment  that  urethral  filling  begins  sev- 
eral spot  films  are  exposed  throughout  the 
period  of  voiding.  The  primary  interest 
being  to  record  the  vesical  neck  and  proxi- 
mal urethra  during  the  height  of  intra- 
Lirethral  pressure.  This  latter  point  is  of 
extreme  importance  since  it  is  only  during 
this  period  that  variations  in  the  vesical 
neck  and  proximal  urethra  are  positively 
indicative  of  vesical  neck  obstruction. 
During  the  act  of  voiding  the  upper  uri- 
nary tract  is  scanned  to  visualize  the  pos- 
sibility of  ureteral  reflux.  The  bladder  is 
also  observed  for  diverticula  which  may 
fill  only  during  the  voiding  period.  Ureteral 
reflux  like  obstruction  of  the  bladder  neck, 
varies  in  degree  and  duration ; i.e.,  it  may 
occur  during  the  mid-portion  of  voiding 
and  completely  disappear  at  the  conclu- 
sion of  micturition  or  it  may  be  present 
after  the  completion  of  voiding  and  re- 
main for  a variable  period  of  time. 

At  the  conclusion  of  the  voiding  films 
the  patient  is  instructed  to  empty  the 
bladder  completely  in  the  privacy  of  a 
bathroom  following  which  a final  film  is 
made  to  record  residual  contrast  medium 
or  persistent  ureteral  reflux.  The  amount 
of  retained  contrast  medium  is  often  pro- 
portional to  the  degree  of  vesical  neck  ob- 
struction and  a significant  amount  may 
be  retained  which  is  not  apparent  on 
catheterization.  The  existence  of  residual 
urine  rather  than  the  amount  is  the  factor 
of  importance  in  recurrent  or  persistent 
urosepsis. 

The  importance  of  a normal  funnel-like 
bladder  neck  and  urethra  is  particularly 
interesting  since  in  normal  children  we 
had  not  a single  instance  of  post-catheter 
infection.  However,  in  the  group  that 
revealed  an  abnormal  bladder  neck  we  ex- 
perienced post-catheter  infections  repeat- 
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edly.  It  may  be  that  the  catheter  is  not 
nearly  so  treacherous  unless  there  is  in 
existence  bladder  neck  pathology  which  to 
our  previously  available  diagnostic  meth- 
ods has  not  been  evident.  It  is  of  further 
interest  that  we  have  visualized  this  ob- 
structive lesions  in  adults  suffering  with 
repeated  urinary  tract  infections. 

Open  surgical  correction  of  these  indi- 
viduals’ bladder  neck  contractures  by  in- 
terposing a section  of  normal  bladder  and 
dividing  the  posterior  vesical  neck  hyper- 
plastic muscular  tissue  has  in  each  in- 
stance afforded  an  excellent  post-operative 
result  and  freedom  from  continued  or  in- 
termittent episodes  of  urosepsis. 

The  probable  cause  for  these  instances 
of  bladder  neck  obstruction  is  congenital 
and  it  would  seem  reasonable  that  contin- 
ued vesical  dysfunction,  with  or  without 
infection,  may  greatly  magnify  the  initial 
disturbance.  Obviously  in  the  face  of  these 
findings  and  operative  results  the  answer 
to  recurrent  urosepsis  must  lie  in  the  de- 
tection of  causative  lesions  since  antibiot- 
ics or  chemotherapeutic  agents  can  afford, 
at  most,  only  specific  urinary  tract  sterili- 
zation with  unavoidable  recurrence  at  the 
time  of  another  bacterial  invasion.  Simi- 
larly, that  surgical  correction  alone  can 
consistently  successfully  overcome  an  ob- 
structive uropathy  has  been  long  demon- 
strated in  the  upper  urinary  tract.  Dila- 
tation of  the  urethra  or  ureter  are  on  occa- 
sion successful,  but  only  in  instances 
of  superimposed  morphologic  obstruction 
(i.e.,  fibrous  contractures)  where  the  le- 


sion is  not  of  intrinsic  functional  impor- 
tance. 

CONCLUSIONS 

In  the  light  of  these  findings  both  diag- 
nostically and  therapeutically  it  would  ap- 
pear that  entire  picture  of  recurrent  and 
chronic  urinary  tract  infections  should  be 
reexamined.  We  have  found  adults  suffer- 
ing with  recurrent  urosepsis  demonstrat- 
ing bladder  neck  obstruction  and  dysfunc- 
tion not  unlike  the  children  reported 
herein.  In  these  patients  too  there  oc- 
curred a similarly  satisfactory  postopera- 
tive result.  This  study  is  being  extended 
in  our  institution  and  it  would  appear  with 
very  significant  and  gratifying  results. 
The  recent  report  of  Hodson  and  Edwards 
(4)  would  seem  to  correlate  well  with  our 
findings  in  the  lower  urinary  tract. 
SUMMARY 

The  importance  of  obstructive  uropa- 
thies  in  children  is  discussed.  A method 
for  the  detection  of  even  incipient  vesical 
neck  obstruction  is  outlined.  The  need  for 
a reevaluation  of  chronic  or  recurrent 
urosepsis  is  suggested  by  these  findings. 
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REEDUCATIONAL  PSYCHOTHERAPY, 

The  Rehabilitation  of  the  Psychoneurotic 

Patient* 

William  B.  Terhune,  M.D.** 


Reeducational  Psychotherapy  is  effec- 
tive in  the  treatment  of  the  psychoneuro- 
ses, useful  in  psychosomatic  disorders,  and 
helpful  in  borderline  psychotic  disturb- 
ances. Reeducational  psychotherapy  steers 
a middle  course  in  the  treatment  of  emo- 
tional illnesses,  avoiding  the  overly  psy- 
chological as  well  as  the  overly  somatic 
approach. 

It  is  based  on  certain  fundamental  con- 
cepts. First,  the  belief  that  people  inher- 
ently wish  to  be  well,  are  capable  of 
attaining  a workable  daily  philosophy  and 
must  develop  a satisfying,  spiritual  way  of 
life.  Second,  the  belief  that  man  can  in- 
crease the  use  of  intelligence  by  exercis- 
ing choice,  and  therefore  need  not  be 
entirely  at  the  mercy  of  instincts  and  sub- 
conscious mechanisms.  Third,  the  belief 
that  each  individual  possesses  fundamen- 
tal personality  assets  which,  when  em- 
ployed, bring  to  pass  rehabilitation  and 
regeneration. 

The  principles  and  techniques  of  psy- 
chiatry, as  well  as  the  approaches  and  em- 
phases on  psychotherapy,  are  not  uniform 
throughout  the  world.  The  elements  are 
influenced  by  variations  of  medical  prog- 
ress, by  cultural  forces  and  by  economic 
factors.  For  example,  England  favors 
what  might  be  called  “social  psychiatry,” 
France  focuses  largely  on  descriptive  psy- 
chiatry, and  the  United  States  emphasizes 
individual  psychodynamic  psychiatry. 

Within  this  frame  of  reference  there  are 
various  and  sometimes  conflicting  schools 
of  psychiatry,  each  with  its  rationale,  ap- 
proach, and  techniques.  In  the  United 
States  the  three  principle  groups  are  : ( 1 ) 
directive  psychotherapy,  (2)  physiological 
and  chemical  therapy,  and  (3)  the  various 
forms  of  psychoanalysis. 

Reeducation  is  essentially  directive  psy- 
chotherapy. Rut  more  than  that,  it  is 
eclectic  and  flexible,  in  that  it  accepts  and 
incorporates  into  its  procedures  scientific 
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principles  of  proven  value  from  all  psy- 
chiatric disciplines.  It  is  directive  psycho- 
therapy, grounded  on  Freudian  principles, 
which  may  utilize  physiological  methods 
of  treatment  with  certain  precautionary 
restrictions. 

During  thirty  years  of  psychiatric  prac- 
tice, I have  used  reeducation  in  treating 
over  fifteen  thousand  patients,  both  adults 
and  children.  The  results,  I am  convinced, 
justify  the  widespread  use  of  this  form  of 
psychotherapy  in  treating  the  psychoneu- 
roses and  certain  other  emotional  ill- 
nesses. 

A word  of  clarification  is  in  order  here, 
as  to  the  ways  in  which  reeducation  does 
not  adhere  to  strict  Freudian  doctrine. 

The  reeducational  psychiatrist  does  not 
believe  that  the  only  way  to  cure  or  help 
patients  is  to  allow  them  to  talk  endlessly 
about  their  difficulties.  The  process  of 
ventilation,  or  abreaction,  can  often  be 
misleading  or  harmful.  Too  much  “talking 
out”  of  difficulties  for  many  hours,  over  a 
long  period  of  time — indeed,  sometimes 
for  years — focuses  the  patient’s  attention 
on  his  troubles  and  on  himself  as  a sick 
person.  And  this  is  precisely  what  we  are 
trying  to  teach  the  patient  not  to  do. 

The  reeducational  approach  puts  sex  in 
proper  perspective.  It  holds  that  sex  is 
good  when  it  is  part  of  a good  life,  but 
that  it  seldom,  if  ever,  is  in  itself  a cause 
of  emotional  illness.  Another  point  of  dif- 
ference with  Freudian  doctrine  is  that  re- 
education does  not  believe  that,  when 
repressed,  anger  contributes  to  emotional 
illness  and  that  the  cure  lies  in  expressing 
such  anger.  On  the  contrary,  it  believes 
that  it  is  usually  a mistake  to  express 
anger  in  its  primitive  form.  Together  with 
fear,  anger  is  the  most  destructive  force 
in  life.  The  antidote  is  not  to  give  vent  to 
it,  but  to  understand  it,  know  how  to  meet 
it,  and  conquer  it  with  love.  It  does  not 
necessarily  hold  that  all  neurotic  tenden- 
cies are  the  result  of  the  usual  home  en- 
vironment of  practically  all  children.  It 
does  not  place  all  the  blame  on  the  par- 
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ents.  Unlike  Freudian  therapy,  reeduca- 
tion, since  it  is  directive  therapy,  expects 
the  psychiatrist  to  take  an  active  role  in 
instructing  and  guiding  the  patient.  It 
calls  upon  the  patient  to  participate  ac- 
tively in  treatment  through  close  associa- 
tion with  the  doctor.  Psychotherapy  is 
not  a one-way  street ; it  is  effective  only 
when  both  the  patient  and  the  therapist 
contribute  to  it. 

This  concept  of  close  association  touches 
upon  the  matter  of  Freudian  transference. 
The  reeducationist  believes  that  the  pa- 
tient needs  a close  and  enduring  friend- 
ship with  his  doctor,  something  much 
more  meaningful  to  him  than  the  ordinary 
doctor-patient  relationship.  Hence  reedu- 
cation encourages  social  contacts  between 
the  psychiatrist  and  his  patient,  instead  of 
setting  up  an  artificial  barrier,  as  the 
Freudian  analyst  does. 

With  respect  to  physiological  and  chem- 
ical methods  of  treatment,  reeducation  has 
recourse  to  these  forms  of  therapy  only 
when  they  are  absolutely  essential.  Physi- 
ological intervention  frequently  makes  the 
patient  inaccessible  to  psychotherapy. 
Chemiotherapy  often  causes  the  individual 
to  depend  upon  drugs  instead  of  progres- 
sively building  character  and  using  intel- 
lect in  learning  techniques  of  efficient 
living. 

Thus  far,  I have  tried  to  give  you  a 
bird’s  eye  view  of  some  of  the  principles 
of  reeducation.  Let  us  look  for  a moment 
at  its  historical  development. 

One  might  well  say  that  reeducation  has 
existed  since  man  first  attempted  to  help 
himself  and  others  find  an  emotionally 
healthy  and  constructive  way  of  life.  On  a 
more  factual  basis,  reeducation  as  a form 
of  psychotherapy  entered  medical  history 
in  the  late  nineteenth  century  when  Du- 
Bois  used  it  successfully  in  Switzerland. 
Following  this  beginning,  DeJerine  of 
Paris  improved  the  techniques,  and  the 
elder  Janet  advocated  and  used  this  method. 

In  this  country,  S.  Weir  Mitchel  also 
used  reeducation,  although  this  is  seldom 
realized  since  he  is  better  known,  medi- 
cally, for  his  extensive  writings  on  the 
physiological  approach  to  the  neuroses. 
The  first  organized  attempt  to  formulate 
the  technique  in  this  country  was  made 
by  Austin  Riggs,  who  in  1916  wrote  a 
series  of  pamphlets  designed  to  enlist  the 
cooperation  of  the  patient  in  his  own  re- 


habilitation. A group  of  physicians  asso- 
ciated with  Riggs  used  reeducation  inten- 
sively. They  reported  in  the  literature 
that  it  was  a satisfactory  method  of  treat- 
ing the  psychoneuroses  and  some  other 
psychiatric  disorders,  but  they  did  not 
focus  on  describing  the  method  or  encour- 
age its  use  by  other  physicians. 

Today,  nearly  all  psychiatrists  give  lip- 
service  to  the  reeducational  approach,  but 
relatively  few  are  familiar  with  its  tech- 
niques or  trained  in  their  application.  On 
the  surface,  reeducation  therapy  appears 
to  be  a matter  of  simple  common  sense. 
Actually,  its  effective  use  requires  inten- 
sive training  for  a period  of  two  or  three 
years,  over  and  above  the  usual  training 
period  in  psychiatry.  Just  as  the  psycho- 
analyst must  himself  be  analyzed  before 
he  can  use  psychoanalysis  as  a therapy, 
so  the  reeducationist  must  himself  be  “re- 
educated” and  well-adjusted.  He  must  be 
thoroughly  grounded  in  the  principles  and 
techniques. 

These  must  be  actively  taught  to  the 
patient,  not  merely  presented  to  him.  Un- 
less the  psychiatrist  practicing  reeduca- 
tion has  full  command  of  the  subject  and 
a deep  understanding  of  its  principles  he 
may  do  the  patient  more  harm  than  good. 
He  may  actually  strengthen  the  psycho- 
neurotic’s tendency  to  accumulate  medical 
information  and  use  it  to  fortify  his  posi- 
tion as  an  ill  person.  The  psychiatrist,  to 
be  effective,  must  have  training,  skill, 
knowledge,  and  experience  in  using  this 
form  of  psychotherapy.  And,  as  in  all 
forms  of  psychotherapy,  he  should  be  a 
physician  of  absolute  integrity. 

I have  indicated  that  reeducation  is  es- 
pecially effective  in  the  treatment  of  the 
psychoneuroses.  Some  clue  to  why  this  is 
so  may  be  found  in  examining  the  charac- 
teristic difficulties  encountered  in  this 
type  of  emotional  illness,  and  then  in  trac- 
ing how  these  difficulties  are  alleviated  by 
reeducation  therapy. 

As  you  know,  many  causal  factors  are 
involved  in  the  psychoneuroses.  They  vary 
in  different  individuals  and  under  differ- 
ent circumstances.  Moreover,  the  psycho- 
neurotic patient  seldom  reveals  all  the 
factors  that  are  at  the  root  of  his  illness, 
even  if  he  is  aware  of  them.  To  do  so 
would  shatter  his  ego  and  intensify  his 
illness  instead  of  alleviating  it. 

Despite  the  fact  that  it  is  impossible  to 
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pin-i)oint  all  of  the  causes  of  the  psycho- 
neuroses  and  to  list  them  in  orderly  fash- 
ion, some  elements  appear  in  practically 
all  cases,  and  may  be  considered  common 
denominators.  These  are: 

1.  Fear,  with  accompanying  guilt  feel- 
ings; 

2.  Introverted  sensitiveness ; 

3.  Ignorance  of  basic  psychological 
principles  necessary  for  emotional 
health ; 

4.  Unresolved  conflicts; 

5.  Unwillingness  to  relinquish  the  sec- 
ondary gains  of  illness,  and  hence 
lack  of  motivation  for  recovery ; 

6.  Unwillingness  or  inability  to  come 
to  grips  with  situations  on  an  either- 
or  basis  and  thus  make  clear-cut  de- 
cisions— that  is,  no  techniques  for 
adaptation  to  circumstances ; 

7.  Absence  of  goals  and  ideals,  or,  to 
put  it  another  way,  no  basic  guid- 
ing philosophy  of  life. 

Of  all  these  elements,  fear  is  the  all- 
pervading  one.  It  is  the  greatest  single 
cause  of  the  psychoneuroses.  Since  it 
never  completely  subsides  in  the  psycho- 
neurotic, he  must  accept  it  and  learn  to 
live  with  it.  He  can  be  taught  how  to  use 
his  feeling  of  fear  as  a challenge  and  a 
stimulus  for  courageous  living,  instead  of 
as  an  alibi  to  justify  and  perpetuate  ill- 
ness. 

How  does  reeducation  treat  these  com- 
mon elements  of  psychoneurosis,  how  does 
it  remove  them  or  lessen  them?  Framing 
the  question  another  way,  why  does  expe- 
rience show  that  reeducation  is  the  pre- 
ferred method  of  psychotherapy  for  the 
psychoneuroses?  I shall  try  to  answer  this 
question  by  presenting  the  fundamental 
therapeutic  principles  of  reeducation. 
They  will  show  clearly,  I believe,  the  use- 
fulness of  this  method  of  psychotherapy 
in  treating  the  psychoneuroses. 

1.  Reeducation  makes  it  possible  for 
the  patient  to  obtain  emotional  release 
through  limited  ventilation.  The  term  lim- 
ited means  that  ventilation  is  used  to  the 
extent  that  it  relieves  the  patient  and 
strengthens  his  ego  constructively,  but  not 
to  the  extent  of  perpetuating  preoccupa- 
tion with  his  own  troubles  and  himself. 
A fruitful  result  of  ventilation  within 
these  limits  is  the  development  of  empa- 
thy and  rapport  between  the  doctor  and 
the  patient. 
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2.  The  patient’s  confidence  in  himself 
and  in  relation  to  other  persons  is  devel- 
oped through  the  support  and  construc- 
tive suggestions  given  to  him  by  the  phy- 
sician. I have  already  stressed  the  impor- 
tance of  the  patient  having  confidence  in 
his  physician.  From  this  feeling  he  can 
progress,  under  guidance,  to  confidence  in 
himself.  From  firm  belief  that  he  is  sick 
and  weak  he  can  pass  to  conviction  that 
he  is  fundamentally  sound ; or,  let  us  say, 
conviction  that  he  is  capable  of  becom- 
ing so. 

3.  The  patient’s  latent  capacity  for 
using  his  intelligence  and  developing  self- 
discipline  is  mobilized  through  didactic 
teaching.  He  learns  that  he  need  not  be 
the  victim  of  his  emotions.  Instead,  he 
can  direct  and  use  them  constructively. 
This  does  not  mean  that  he  is  taught  to 
repress  or  inhibit  his  emotions.  Rather, 
he  is  taught  to  recognize  and  understand 
them  and  to  make  his  emotional  drives 
work  for  him  rather  than  against  him. 

4.  Knowledge  about  simple  physiologi- 
cal and  psychological  facts  that  make  for 
healthy  functioning  are  given  the  patient. 
These  facts  dispel  former  ignorance,  as 
well  as  some  of  the  fears  and  confusions 
that  are  the  fruits  of  ignorance. 

5.  A balanced  life  is  established  for  the 
patient  while  under  treatment,  with  a re- 
gime of  work,  exercise,  play,  and  rest 
adapted  to  individual  needs.  This  regime 
provides  the  individual  with  a guide  for 
living  which  must  be  carried  over,  with 
modifications,  into  life  after  the  period  of 
intensive  treatment. 

6.  The  patient  is  assisted  to  develop  so- 
cial relationships  and  new  interests.  The 
emotionally  sick  person  is  withdrawn ; he 
is  preoccupied  with  his  troubles,  symp- 
toms and  himself,  and  therefore  lives  in  a 
restricted  world.  Through  learning  to  es- 
tablish meaningful  relationships  with 
other  people,  to  look  constantly  for  new 
interests,  such  a person  discovers  that  life 
need  not  be  an  ordeal  but  can  become  an 
interesting,  rewarding  adventure. 

7.  The  emotionally  ill  person  is  highly 
suggestible.  The  doctor  uses  reassuring 
suggestion,  to  replace  the  patient’s  dire 
suggestions.  The  aim  is  to  develop  in  the 
patient  the  capacity  for  constructive  self- 
suggestion. 

8.  Finally,  reeducation  seeks  to  give  the 
patient  spiritual  reorientation — that  is,  a 
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new  purpose  in  life  and  well-defined  goals. 
The  individual  is  helped  to  develop  a phi- 
losophy of  life  that  will  give  him  a chart 
to  direct  him,  a beacon  to  guide  him,  a 
philosophy  that  will  make  his  life  mean- 
ingful. 

With  these  fundamental  therapeutic 
principles  as  a baseline,  I now  want  to 
outline  for  you  the  step-by-step  procedures 
of  reeducation.  Before  doing  so,  it  is  nec- 
essary to  emphasize  one  important  atti- 
tude, for  it  pervades  all  the  procedures  of 
this  form  of  therapy. 

An  emotionally  ill  person  is  confused 
and  frightened.  He  must  feel  at  the  very 
outset  of  treatment  that  his  psychiatrist 
is  competent  to  help  him.  The  psychia- 
trist, through  knowledge  of  the  patient’s 
cultural  background  and  major  life  expe- 
riences, must  quickly  sense  the  appropri- 
ate approach  for  a particular  individual. 
He  must  be  able  to  give  both  the  patient 
and  his  family  a feeling  of  security  and 
confidence  in  him.  He  must  arouse  in  the 
patient  the  immediate  response,  “This  doc- 
tor recognizes  that  I am  a worthwhile  per- 
son. He  is  sincerely  interested  in  helping 
me  and  he  knows  how  to  do  it.” 

It  is  of  the  utmost  importance  that  the 
patient  have  this  feeling  at  the  beginning 
of  treatment,  for  he  will  then  be  able  to 
progress  from  confidence  in  his  doctor  to 
confidence  in  himself.  Only  through  be- 
lief in  the  doctor  as  a friend  and  a person 
who  can  help  him  can  he  eventually  attain 
belief  in  himself,  in  others,  and  in  the 
value  of  life.  This  is  why  the  physician 
must  at  first  encourage  the  patient  to  lean 
on  him  for  support,  comfort,  and  friend- 
ship. With  these  aids,  the  patient  will  be 
able  to  undertake  the  task  of  regaining 
his  self  esteem,  of  facing  life  with  cour- 
age and  confidence. 

Let  us  now  consider  the  procedures  of 
reeducation. 

The  first  step  is  to  take  a medical  psy- 
chiatric history.  In  doing  this,  the  psy- 
chiatrist expertly  leads  the  patient  to  re- 
veal facts  pertinent  to  the  clinical  picture, 
and  at  the  same  time  guards  against 
being  snowed  under  by  irrelevant  mate- 
rial. Many  psychoneurotics  tend  to  con- 
centrate on  trivialities,  and  some  deliber- 
ately use  irrelevant  details  to  mislead  or 
confuse  the  therapist.  They  are  sabotag- 
ing themselves  in  doing  this,  but,  remem- 


ber, they  have  not  yet  developed  a strong 
motivation  for  recovery.  If  the  therapist 
is  skillful  in  taking  the  history,  if  he  can 
parry  the  patient’s  conscious  or  uncon- 
scious attempts  to  get  him  off  the  track, 
he  will  get  the  data  needed  for  diagnosis 
and  treatment.  He  will  also  strengthen 
the  patient’s  feeling  that  he  is  in  compe- 
tent hands.  Thus  in  a therapeutic  history, 
treatment  begins  with  the  first  question. 

The  second  step  is  to  give  the  patient 
a thorough  physical  examination,  made  by 
the  physician  who  is  treating  the  patient, 
not  by  another  physician,  as  is  the  prac- 
tice in  some  forms  of  psychotherapy.  As 
with  the  history-taking,  there  are  two 
reasons  for  this  procedure.  First,  the  psy- 
chiatrist gets  the  entire  clinical  picture  at 
first  hand,  the  physiological  as  well  as  the 
psychological  problems.  Second,  the  pa- 
tient’s confidence  in  his  doctor  is  rein- 
forced. It  is  made  clear  to  him  that  the 
person  who  is  to  treat  him  is  a competent 
all-round  physician,  not  a psychologist, 
philosopher,  preacher,  or  other  non-medi- 
cal practitioner. 

The  next  procedural  step  is  the  diagno- 
sis. After  a few  days  of  intensive  study, 
the  physician  determines  what  is  the  mat- 
ter with  the  patient — physically,  emotion- 
ally, and  spiritually.  In  doing  this  he 
should  forget  about  the  diagnostic  terms 
in  the  official  nomenclature  of  mental  dis- 
orders. They  will  do  neither  him  nor  the 
patient  any  good.  He  should  consider  only 
what  appear  to  him  to  be  this  particular 
patient’s  disturbances  and  difficulties, 
and  not  get  side-tracked  on  fitting  them 
into  nomenclature  pigeon-holes.  Having 
done  this,  he  should  explain  his  conclu- 
sions to  the  patient  in  lay  terms,  being 
careful  to  guard  the  sick  person  against 
more  insight  than  can  be  helpful  to  him. 

The  physician  next  formulates  a defi- 
nite plan  of  treatment.  He  estimates  how 
much  the  patient  can  be  helped  in  the  time 
available  for  treatment,  and  how  the  help 
can  best  be  given.  The  competent  psychia- 
trist does  not  fumble  or  drift.  He  knows 
what  he  is  going  to  do,  and  how  and  when 
he  is  going  to  do  it.  The  last  element, 
when,  should  be  stressed,  for  timing  is  as 
important  in  reeducation  as  it  is  in  sur- 
gery. After  the  physician  has  made  the 
treatment  plan,  he  explains  it  to  the  pa- 
tient, just  as  he  explained  his  diagnostic 
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conclusions.  Needless  to  say,  he  does  this 
in  terms  that  the  patient  can  understand. 
Explaininji:  matters  to  the  patient  is  im- 
portant, for  in  this  way  he  becomes  an 
active  participant  in  treatment. 

An  essential  part  of  the  treatment  plan 
is  the  establishment  of  a treatment  milieu 
suitable  for  the  particular  patient.  Con- 
sideration must  be  ^iven  to  how  the  pa- 
tient is  going-  to  live  and  what  he  is  going 
to  do  while  under  treatment.  Obviously 
an  emotionally  sick  person  will  get  little 
or  no  benefit  from  a few  hours  a week  in 
a doctor’s  office  if  the  conditions  under 
which  he  is  living  are  aggravating  his  ill- 
ness, if  his  home  life  or  his  work — or  per- 
haps both  home  and  work — make  it  im- 
possible for  him  to  take  the  first  step 
away  from  illness  and  toward  health.  Such 
a patient  must  quickly  be  taught  how  to 
change  his  reactions  to  his  living  condi- 
tions. Preferably,  he  should  be  temporar- 
ily placed  in  a special  therapeutic  environ- 
ment. 

One  of  these  steps  must  be  taken  deci- 
sively and  speedily,  for  it  is  well  known 
that  the  nervous  patient  under  treatment 
will  rapidly  get  worse  if  he  does  not  at  the 
beginning  of  treatment  get  better.  This 
is  an  elementary  fact. 

In  regard  to  a special  therapeutic  envi- 
I’onment,  I do  not  consider  a mental  hos- 
pital or  the  psychiatric  ward  of  a general 
hospital  the  proper  milieu  for  psychoneu- 
rotics. I am  opposed  to  placing  such  pa- 
tients with  psychotics  or  with  other 
complaining  neurotics  under  the  care  of 
uniformed  nurses  who  baby  them  and  en- 
hance their  dependency  feelings.  The  ideal 
milieu  is  a psychiatric  rehabilitation  cen- 
ter with  a relatively  small  number  of 
ambulatory  patients  under  active  treat- 
ment who  are  regaining  their  physical  and 
mental  health.  Patients  in  such  a center 
should  be  asked  to  pledge  that  they  will 
not  complain  or  discuss  their  symptoms 
with  anyone  except  the  physician  who  is 
treating  them. 

To  recapitulate  the  steps  I have  thus  far 
discussed : The  psychiatrist  has  obtained 
the  patient’s  history,  given  him  a physical 
examination,  made  a preliminary  diagno- 
sis, and  prepared  a treatment  plan,  part 
of  which  is  the  establishment  of  the  appro- 
priate treatment  milieu.  He  has  explained 
to  the  patient  the  nature  of  his  illness  and 
the  proposed  plan  for  treating  it. 

Volume  58,  Number  4 — SEPTEMBER,  1961 


The  psychiatrist  and  the  patient  are 
now  ready  for  the  next  step — the  didactic 
reeducation  of  the  patient.  The  psychia- 
trist has  the  training  and  experience,  and 
also  the  necessary  data  about  the  particu- 
lar patient.  The  patient,  who  has  already 
been  fortified  by  the  feeling  that  the  doc- 
tor is  competent  and  is  sincerely  inter- 
ested in  helping  him,  is  generally  willing 
to  cooperate.  If  he  is  hesitant,  the  psy- 
chiatrist can  usually  persuade  him  by 
pointing  out  that  he  has  nothing  to  lose  in 
trying  a treatment  that  has  been  used  suc- 
cessfully with  many  other  patients. 

The  objective  of  the  didactive  reeduca- 
tion of  the  patient  is  for  him  to  learn  the 
principles  of  reeducation  in  such  a way 
that  they  become  a part  of  him,  so  that  he 
can  utilize  them  automatically,  without 
conscious  thought.  They  become  as  nat- 
ural to  him  as  breathing — to  employ  them 
becomes  second  nature.  It  also  keeps  the 
individual  occupied  for  about  three  weeks 
with  objective,  intellectual  pursuits  and 
does  not  permit  him  to  discuss  his  symp- 
toms and  himself  with  his  doctor.  This 
proves  to  him  that  such  preoccupation  has 
accentuated  and  continued  his  illness  in 
the  past.  The  process  of  accomplishing 
this  follows  a definite  pattern,  which  has 
been  proven  by  experience  to  give  speedy 
and  lasting  results.  The  process  proceeds 
on  three  fronts: 

1.  On  the  first  front,  reeducation  is 
taught  by  the  psychiatrist  in  daily  indi- 
vidual tutoring  sessions.  During  these  ses- 
sions the  patient  and  the  therapist  get  to 
know  each  other.  They  exchange  ideas. 
They  do  not  talk  about  sickness  or  use 
psychiatric  jargon.  They  think  and  talk 
in  terms  of  health.  These  sessions,  usually 
of  one  hour  duration,  break  the  patient’s 
habit  of  thinking  of  himself  as  a sick  per- 
son. He  is  flattered  and  stimulated  by  the 
value  which  the  doctor  obviously  puts  on 
his  intellectual  capacity,  and  he  begins  to 
feel  that  he  can  do  something  for  himself 
in  dealing  with  his  problems  and  his 
illness. 

In  these  tutoring  sessions,  the  therapist 
takes  the  patient  one  step  at  a time 
through  the  entire  program  of  reeduca- 
tion. 

2.  The  second  front  is  reading  of  spe- 
cially prepared  printed  material,  divided 
into  a series  of  brief  pamphlets.  After  the 
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first  few  tutoring  sessions,  the  patient  is 
given  these  pamphlets,  not  all  at  once  but 
one  at  a time.  He  is  required  to  study 
them  for  two  hours  daily,  and  to  learn 
their  content  academically,  not  to  apply  it 
to  himself  and  his  own  problems.  The  pa- 
tient is  never  given  reeducational  material 
which  has  not  at  first  been  fully  explained 
to  him.  Never  say  “Take  this  book  and 
read  it;  it  will  help  you” — because  it  won’t. 
It  only  becomes  valuable  when  employed 
by  the  doctor  and  the  patient. 

For  most  people,  the  printed  word  car- 
ries more  authority  than  the  spoken  word. 
Hence  what  the  patient  reads  in  his  study 
of  the  reeducational  pamphlets  fortifies 
what  he  has  been  told  in  his  face-to-face 
sessions  with  the  psychiatrist,  gives  it 
authority,  and  establishes  it  firmly  in  his 
mind.  In  addition  to  this  function,  the 
pamphlets  have  two  other  purposes.  One 
is  to  enlist  the  patient’s  intellectual  pow- 
ers, to  train  him  to  think  in  impersonal 
terms  instead  of  only  feeling  in  an  ego- 
tistical, emotional  way.  The  second  pur- 
pose is  to  convey  to  the  patient,  through 
the  medium  of  the  impersonal  printed 
word,  some  ideas  that  it  might  not  be  wise 
to  talk  with  him  about  in  the  initial  stages 
of  treatment. 

There  is,  of  course,  no  hard  and  fast 
rule  about  the  content  of  the  pamphlets. 
In  choosing  the  specific  topics  in  the  gen- 
eral area  of  reeducation,  the  basic  func- 
tions of  the  printed  material  should  be 
kept  firmly  in  mind.  These  are:  educa- 
tion, intellectual  stimulation,  emotional 
support,  strong  suggestion,  and  giving  the 
patient  something  in  which  he  can  believe 
and  which  he  can  see  is  effective. 

The  reeducational  pamphlets  used  in  the 
psychiatric  treatment  center  where  I prac- 
tice cover  the  following  topics,  each  one 
taken  up  in  a separate  pamphlet : 

1.  The  usual  emotional  disorders; 

2.  The  nature  and  techniques  of  adap- 
tation ; 

3.  Man’s  adaptive  mechanism; 

4.  General  discussion  of  psychosomatic 
symptoms  and  the  psychoneuroses; 

5.  The  most  usual  “nervous  reactions”  ; 

6.  General  techniques  for  more  effi- 
cient adjustment; 

7.  The  dynamic  philosophy  of  accept- 
ance. 


The  third  front  on  which  the  reeduca- 
tion process  proceeds  is  for  the  patient  to 
attend  a series  of  group  seminars  while 
participating  in  daily  psychotherapeutic 
sessions  with  the  therapist.  In  these  group 
seminars  the  subjects  covered  in  the  pam- 
phlets are  discussed  and  the  patients  are 
expected  to  participate.  The  material  is 
presented  impersonally.  This  is  an  impor- 
tant point.  Only  the  doctor  and  the  pa- 
tient, in  their  one-to-one  sessions,  talk 
about  the  patient’s  personal  problems.  In 
the  discussion  sessions,  the  patient  gains 
a great  deal  from  being  part  of  a group. 
He  gets  the  feeling,  “all  of  us  are  in  the 
same  boat — my  situation  is  not  unique  or 
very  serious — I am  one  of  many  people 
who  are  in  some  way  temporarily  emo- 
tionally handicapped.”  Thus  the  patient 
gets  some  perspective  on  his  difficulties. 
As  he  comes  to  realize  that  his  life  situa- 
tion and  difficulties  are  no  more  severe 
than  those  of  the  average  person,  he  be- 
gins to  feel  that  he  is  actually  better  off 
than  a lot  of  other  people  in  that  he  is 
learning  something  they  do  not  know,  ob- 
taining information  they  do  not  have. 

The  process  I have  thus  far  described — 
namely,  the  daily  tutoring  sessions  with 
the  psychiatrist,  the  study  of  printed  ma- 
terial, and  the  group  meetings — continue 
concurrently  for  about  three  weeks.  The 
remaining  period  of  the  patient’s  stay  at 
the  center  is  devoted  to  intensive  discus- 
sion between  the  therapist  and  the  patient 
of  the  patient’s  unsolved  difficulties,  and 
the  inculcation  of  practical  techniques  for 
dealing  with  them.  As  a method  of  teach- 
ing, patient  and  doctor  reverse  roles,  and 
the  patient  tries  to  teach  the  doctor.  He 
also  writes  out  a full  account  of  what  he 
has  learned,  supplementing  it  with  his 
own  ideas. 

By  now,  the  patient  begins  to  feel  eager 
to  return  home  to  family  and  work.  This 
is  a natural  reaction  to  a growing  feeling 
of  security  and  capacity  for  handling 
problems.  It  is,  in  a sense,  a measure  of 
how  successful  the  treatment  has  been. 
Then,  too,  the  patient’s  family  has  been 
kept  in  close  touch  with  him  throughout 
the  course  of  treatment,  and  the  psychia- 
trist has  kept  in  close  touch  with  the  fam- 
ily, in  order  to  prepare  the  way  for  the 
patient’s  return  home. 

Care  should  be  taken  not  to  isolate  the 
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patient  from  family  ami  friends.  To  do  so 
makes  for  difficulties  in  adjustment  to 
normal  life.  P^requent  visits  are  encour- 
aged. Short  trial  visits  at  home  toward 
the  end  of  his  residential  stay  are  prefer- 
able to  keeping  the  patient  too  long  in  the 
treatment  milieu  for  fear  that  he  will  not 
do  well  at  home.  The  treatment  milieu 
must  not  become  a refuge. 

When  the  patient  is  sent  home  after  a 
few  short  trial  visits,  he  takes  with  him  a 
carefully  planned  written  schedule  to 
serve  as  a guide  in  planning  his  life — his 
work,  play,  exercise,  and  rest.  Please  take 
note  of  the  first  item  in  this  line-up — 
work.  It  is  important  that  the  patient 
takes  up  his  normal  life,  his  work  as  well 
as  his  other  activities.  Only  by  doing  this 
can  he  face  reality  and  put  into  practice 
the  principles  of  reeducation  which  he  has 
learned. 

Systematic  follow-up  is  an  integral  part 
of  reeducation  therapy.  This  follow-up  is 
essentially  after-care,  or,  to  put  it  another 
way,  it  is  supervision  and  guidance  while 
the  basic  principles  and  techniques  that 
have  been  learned  are  put  into  practice. 
During  the  first  six  months  after  inten- 
sive treatment,  the  therapist  should  keep 
in  touch  with  the  patient  by  visits,  tele- 
phone talks,  and  letters.  The  tie  between 
doctor  and  patient  is  not  abruptly  broken 
at  the  end  of  this  specific  follow-up  period. 
It  is  maintained  just  as  a friendship  is 
maintained.  Like  any  other  friendship  re- 
lationship, it  gives  the  patient  the  feeling 
that  he  can  go  it  alone,  but  that — if  need 
be — someone  stands  ready  to  give  him  a 
helping  hand. 

In  addition  to  the  intensive  reeduca- 
tional  treatment  of  resident  patients 
which  I have  described,  the  center  where 
I practice  reeducation  has  worked  out  an- 
other similar  technique  of  handling  out- 
patients. The  center  cares  for  twice  as 
many  of  these  as  resident  patients.  We 
have  found  that  for  mild  emotional  diffi- 
culties, or  difficulties  of  not  too  long  dura- 
tion, brief,  out-patient  treatment  is  very 
successful. 
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And  now,  some  statistics  on  the  effec- 
tiveness of  reeducation  as  a psychothera- 
peutic procedure.  A study  of  fifteen  thou- 
sand clinical  records  of  emotionally  ill  pa- 
tients treated  by  reeducation  shows  the 
following  results : 

1.  Patients  with  acute  psychoneuroses: 
On  the  basis  of  ten  years  of  follow- 
up, close  to  100  per  cent  were  cured. 

2.  Patients  with  chronic  psychoneuro- 
ses : 50  per  cent  were  relieved ; 30 
per  cent  were  helped  ; approximately 
20  per  cent  were  neither  better  nor 
worse  than  before  treatment. 

3.  Patients  with  prepsychotic  personal- 
ities: No  percentages  can  be  given 
for  this  group,  since  the  results  were 
not  definite,  but  it  appeared  that  in 
many  instances  these  patients  were 
strengthened.  They  were  either  less 
likely  to  suffer  subsequent  psychotic 
breaks,  or  when  such  breaks  oc- 
curred many  of  them  were  able  to 
continue  with  their  work  in  spite  of 
what  might  be  considered  psychotic 
manifestations. 

To  sum  up:  The  majority  of  emotion- 
ally ill  patients  are  not  as  interested  in 
what  makes  them  sick  as  they  are  in  get- 
ting well,  once  their  motivation  for  recov- 
ery has  been  mobilized.  To  get  well,  and 
to  avoid  the  recurrence  of  their  illness, 
they  must  understand  to  a practicable  ex- 
tent the  factors  that  caused  their  illness. 
They  must  develop  maturity  of  character, 
understand  the  environment  in  which  they 
live,  and  learn  the  techniques  of  adjust- 
ment. Reeducation  teaches  emotionally  ill 
persons,  particularly  psychoneurotics,  how 
to  accomplish  these  ends.  It  helps  them 
find  new  purposes  and  goals  in  life,  and 
gives  meaning  to  the  concept  that  happi- 
ness cannot  be  selfishly  sought,  but  is  a by- 
product of  a life  of  usefulness  and  service. 

The  psychiatrist  practicing  reeducation 
is  a teacher,  spiritual  leader  and  friend, 
as  well  as  a doctor  of  medicine.  His  work 
is  grueling  but  the  results  richly  repay  the 
effort. 


Speech  Made  at  Blytheville  to  the  Arkansas 
Practical  Nurses  Association 

James  M.  Kolb,  M.D.* 


It  is  indeed  an  honor  to  be  here  and 
have  the  privilege  of  speaking  to  you  to- 
night. 

First,  I wish  to  congratulate  you  on  the 
success  of  your  growth.  I have  observed 
with  interest  your  rise  in  numbers  and 
influence.  You  are  to  be  congratulated 
that  so  young  an  organization  has  had  the 
national  convention  in  its  state.  I wish  to 
recognize  your  able  executive  secretary, 
and  congratulate  you  on  having  so  effi- 
cient a director.  We  of  the  medical  pro- 
fession recognize  her  ability  and  efficien- 
cy, and  wish  to  state  that  she  is  a very 
definite  help  to  us  in  our  allied  endeavors, 
namely,  the  Rural  Health  Council,  the 
Joint  Council  on  Aged,  and  other  such 
programs. 

I shall  depart  from  my  subject,  “Ex- 
panding Frontiers”,  in  some  instances  to 
bring  you  current  thinking  of  the  medical 
profession  on  subjects  vital  to  the  welfare 
of  all  of  us. 

More  progress  has  been  made  in  the 
first  half  of  the  20th  century  than  took 
place  in  the  previous  period  of  more  than 
6,000  years  from  the  beginning  of  medi- 
cine in  the  earliest  known  civilizations. 
During  this  time,  the  physician  has  par- 
ticipated in  victories  over  yellow  fever, 
malaria,  typhoid,  cholera,  dysenteries,  ap- 
pendicitis, pneumonia,  and  tuberculosis. 
There  is  hope  now  of  virtually  eliminating 
from  the  American  scene  all  of  the  infec- 
tious diseases  and  others  besides.  While 
Arkansas  is  3rd  from  the  top  in  the  na- 
tion’s death  rates  for  tuberculosis,  this  is 
due  mostly  to  the  death  rate  among  our 
colored  population.  They  will  not  take  ad- 
vantage of  the  help  and  sanitation  offered 
them  by  our  state  agencies.  Contrary  to 
recent  publications  in  our  state  newspa- 
pers, the  colored  race  is  not  being  neg- 
lected by  our  state  and  our  physicians. 
The  pro-rata  bed  space  and  appropriations 
for  the  treatment  of  tuberculosis  in  the 
colored  race  is  higher  than  that  of  the 
white  race  in  Arkansas.  In  round  figures, 

^President  of  the  Arkansas  Medical  Society  at  the  annual 
banquet  of  the  Arkansas  Practical  Nurses  Association,  at 
Blytheville,  Arkansas. 


they  have  approximately  Vs  as  many  beds 
as  the  white  patients  and  nearly  V2  as 
much  appropriation  as  the  white,  while 
their  population  will  not  exceed  15  that 
of  the  white  population.  The  fault  lies  in 
the  economic  level  of  the  average  colored 
population.  Arkansas  is  making  strides  to 
correct  this  in  providing  employment, 
homes,  and  so  forth. 

But  there  is  still  need  for  physicians 
with  understanding  hearts  and  sober,  in- 
vestigating minds.  Misbehavior  of  all 
sorts,  mental  illness,  and  suicide  will  de- 
cline as  new  drugs  are  developed  and  their 
use  understood. 

During  my  brief  practice  of  medicine, 
having  graduated  in  1930,  the  use  of  the 
common  drugs  of  salts,  quinine,  and  calo- 
mel have  mostly  gone  by  the  wayside.  In 
their  place  are  the  antibiotics,  sulfas,  mya- 
cins,  penicillin,  and  others.  The  electro- 
cardiogram, the  encephalogram,  more  use 
of  x-ray,  radium,  ophthalmoscope,  oto- 
scope have  developed.  Isotopes,  electronic 
and  ultrasonic  devices  have  developed. 
Heart  surgery,  blood  vessel  transplants 
and  plastic  replacements  have  developed. 

While  I was  still  in  high  school,  I was 
office  boy,  janitor,  maid,  and  “general 
flunky”  to  my  father  and  his  two  part- 
ners. Many  a time  I have  gone  into  a 
home,  moved  out  all  the  furniture  in  a 
room,  swept  down  the  ceiling  and  walls, 
then  gone  over  everything  with  a wet 
cloth,  set  up  a portable  operating  table, 
sterilized  the  instruments  and  drapes  in  a 
large  copper  double-boiler-type  sterilizer 
(which  I still  have),  and  acted  as  circu- 
lating nurse  while  operations  of  radical 
mastoidectomies,  appendectomies,  total 
hysterectomies,  amputations  and  other 
major  surgery  were  in  progress.  Then 
after  the  operation,  I reversed  the  process. 
All  instruments  were  re-sterilized  before 
they  left  the  house.  The  drapes,  towels, 
and  gowns  were  taken  to  the  laundry  be- 
fore being  returned  to  the  office.  In  fact, 
I did  my  first  appendectomy  after  return- 
ing home  from  medical  school  in  the 
mountains  north  of  Clarksville,  in  such  a 
manner.  The  patient  is  alive  and  doing 
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fine.  Incidentally,  he  has  never  gotten 
around  to  paying  for  that  operation,  either. 

Just  as  there  have  been  changes  in  the 
practice  of  medicine,  our  way  of  life  has 
been  changed.  Electricity  in  nearly  every 
home,  gas,  water,  telephones,  radio,  tele- 
vision, cars,  and  air  transportation  are  a 
few  of  the  “wonders  of  the  world”  unheard 
of  at  the  turn  of  the  century. 

There  have  been  changes  in  our  socio- 
economic world,  too.  Taxes  have  increased. 
We  have  lost  our  “freedom”  for  which  our 
forefathers  left  the  “old”  country  and  es- 
tablished this  great  nation.  Centralization 
of  powers  in  Washington  has  taken  place, 
and  unless  stopped  will  be  the  downfall  of 
our  nation.  Our  enemies  have  stated  for 
the  past  50  years  that  they  would  not  and 
could  not  conquer  us  from  without  by  con- 
quest, but  would  conquer  us  from  within 
by  dividing,  setting  race  against  race,  and 
rotting  from  within. 

As  you  know,  the  American  people  have 
on  numerous  occasions  rejected  socialized 
medicine,  when  congressional  bills  for  it 
were  defeated.  But,  the  people  who  are 
advocating  it  haven’t  given  up  the  fight. 
They  have  merely  changed  their  tactics. 
They  avoid  the  term  “socialized  medicine”, 
which  is  plainly  a governmental  operated 
system  for  providing  medical  care,  instead 
of  private  enterprise.  Some  people  favor 
state  medicine.  Others  oppose  it.  This 
group  is  in  the  majority  so  far.  But  no 
matter  which  side  of  the  fence  you’re  on, 
everyone  seeks  the  same  goal  — better 
health  and  medical  care  for  every  peivson 
in  this  country.  It  is  just  a matter  of  how 
this  goal  is  reached. 

Physicians  oppose  state  medicine  for 
two  reasons:  First,  they  have  faith  in  the 
ability  of  most  Americans  to  make  their 
own  way  in  the  world,  with  a little  help 
from  their  neighbors  when  they  hit  bad 
luck.  They  believe  a man  ought  to  be  his 
own  master,  making  his  own  decisions 
about  his  way  of  life  and  the  way  he  lives 
it.  They  believe  it  is  this  very  spirit  which 


has  made  America  a nation  of  self-reliant, 
self-respecting  individuals.  Second,  they 
believe  in  improving  the  present  system  of 
medical  care  rather  than  scrapping  it  and 
starting  from  scratch  with  a plan  which 
would  result  in  poorer  quality  medicine  for 
everyone. 

Our  good  friend.  Dr.  Lowrey  McDaniel, 
in  his  Chairman’s  Address  to  the  General 
Practice  Section  of  the  AMA  at  Atlantic 
City  on  June  8,  1955,  made  quite  a few 
predictions  as  to  what  would  happen  in 
the  last  half  of  the  20th  century.  Among 
those  that  have  come  to  pass  in  these  five 
short  years  are : improvement  of  salk  vac- 
cine to  an  improved  living  virus  vaccine, 
ultrasonic  and  electronic  devices,  treat- 
ment of  diabetes  by  tablets,  and  the  begin- 
ning of  space  medicine. 

Before  January  1,  2000,  I predict  that 
cancer  will  be  conquered.  I have  main- 
tained for  the  past  25  years  that  cancer  is 
caused  by  viruses,  and  now  that  has  been 
proved  in  experimental  animals.  Biochem- 
istry is  due  for  an  advance.  By  that  date 
most  diseases  will  be  treated  by  replace- 
ment therapy,  following  a complete  exten- 
sive chemical  analysis  of  the  blood  and 
body  serum.  Transplantation  of  whole 
organs,  replacement  of  blood  vessels  with 
plastic  or  such  substances,  will  be  a com- 
mon operation.  Mental  disease  will  be  on 
the  wane.  The  plastic  repair  of  bones  by 
a plastic  glue  will  be  out  of  the  experi- 
mental place  where  it  is  now.  Hospital  de- 
signs are  due  for  modernization,  too, 
where  care  may  be  given  with  less  effort 
and  at  a cheaper  cost  than  today. 

Even  with  all  these  and  other  advances 
not  yet  dreamed  of,  it  will  still  take  the 
care  given  by  the  nurses  and  their  aides. 
There  is  nothing  that  replaces  the  so- 
called  “TLC”  when  one  is  in  a sick  bed 
and  with  his  stamina  and  determination 
at  a low  ebb.  This  is  where  you  come  in — 
and  no  one  nor  no  machine  will  ever  be 
able  to  take  your  place. 
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What’s  New  in  Eye  Surgery? 

John  G.  Watkins,  M.D. 


There  is  much  that  is  new  in  the  field 
of  eye  surgery.  A comprehensive  review 
covering  the  entire  field  is  virtually  im- 
possible. It  is  felt  the  following  items 
would  be  of  interest  to  the  general  phy- 
sician. 

Some  rather  inaccessible  areas  of  the  eye 
can  be  treated  with  a light  beam  instead 
of  requiring  surgery.  Light  coagulation  of 
lesions  in  the  retina  and  choroid  of  the 
posterior  of  the  eye  is  a recent  develop- 
ment. Gerd  Meyer-Schwickerath,  M.D.,  a 
German  Ophthalmologist,  is  given  credit 
for  this  procedure.  A measured  amount  of 
light  is  passed  through  the  optical  media 
of  the  eye  and  carefully  focused  on  the 
area  of  the  retina  or  choroid  to  be  coagu- 
lated. This  area  is  controlled  as  to  size 
and  intensity.  This  treatment  is  indicated 
in  many  conditions,  including  Macula 
holes  and  degenerations,  cysts,  angiomato- 
sis retinal,  malignant  melanoma  of  the 
choroid  retinoblastoma  and  others.  The 
high  cost  of  the  equipment  limits  this  pro- 
cedure to  the  larger  medical  centers  which 
are  able  to  afford  the  expense. 

The  use  of  Alpha-Chymatrypsin  in  cata- 
ract surgery  is  another  recent  develop- 
ment. The  chemical  disintegrating  and 


fragmenting  of  the  fibers  of  the  zonule 
during  cataract  surgery,  Enzymatic  Zonu- 
lolysis,  has  created  a good  deal  of  discus- 
sion. A majority  of  authors  favor  its  use; 
there  are  a number  of  dissents,  however. 
In  the  condition  where  it  is  needed  the 
most,  older  children,  it  is  unfortunately 
contraindicated.  It  is  used  in  young  adults 
over  twenty-one  years  old  with  good  re- 
sults. 

A new  needle  holder  has  been  designed 
by  Constroviejo.  It  has  a long  handle 
which  is,  in  effect,  a spring.  It  can  be 
released  by  a gentle  squeeze  when  held 
like  a pencil,  and  is  free  of  projections 
which  entangle  sutures. 

Sterilization  of  instruments  by  placing 
them  in  hot  air  325°  F.  for  timed  intervals 
is  a practical  method  now.  The  instru- 
ments are  ready  to  use  as  soon  as  they  are 
removed  from  the  sterilizer;  they  are  free 
of  irritating  solutions.  Rusting  of  instru- 
ments is  nil  and  the  heat  does  not  damage 
the  instruments,  even  the  cutting  edge. 
There  are  various  hot  air  sterilizers  on 
the  market  ranging  in  size  from  very  small 
portable  models  to  large  cabinet  type 
models. 


140 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


A TEACH  INC  SEMINAR 

FROM  THE 

UNIVERSITY  OF  ARKANSAS  SCHOOL  OF  MEDICINE 


The  Diagnosis  and  Management  of 
Hypoglycemia  During  Infancy  and  Childhood 

D.  A.  Fisher,  M.D.* 


Hypoglycemia  is  a particularly  difficult 
problem  in  children  because  of  its  fre- 
quency during  the  critical  stages  of  brain 
growth  and  development  and  the  tendency 
for  irreversible  brain  damage  to  occur 
with  repeated  hypoglycemic  episodes.  It 
has  been  estimated  that  hypoglycemic 
states  occur  with  a frequency  equal  to  that 
of  diabetes  mellitus,  but  McQuarrie  et  al 
feel  that  they  occur  far  more  frequently 
than  diabetes  mellitus  in  children  under 
school  age  (1,2).  The  undue  susceptibility 
of  the  immature  brain  to  permanent  dam- 
age secondary  to  hypoglycemia,  as  well  as 
a variety  of  other  metabolic  disorders, 
makes  it  imperative  that  diagnosis  and 
treatment  be  accomplished  relatively 
promptly  in  infants  and  young  children. 

Brain  tissue  is  unique  among  body  tis- 
sues in  that  it  is  almost  exclusively  de- 
pendent upon  oxidation  of  blood  glucose 
for  its  energy  needs  (3,  4).  Thus  optimal 
brain  metabolism  requires  maintenance  of 
an  adequate  blood  sugar  level.  This  re- 
sponsibility falls  predominantly  upon  the 
liver.  The  liver  acts  as  a glucostatic  organ, 
buffering  changes  in  blood  sugar,  by  vir- 
tue of  the  free  permeability  of  the  hepatic 
cell  to  glucose  and  the  presence  of  glucose 
6 phosphatase  for  the  conversion  of  glu- 
cose 6 phosphate  (G6P)  to  free  glucose 
(5)  ; changes  in  blood  glucose  may  thus  be 
buffered  acutely  by  regulating  the  inter- 
conversion of  glucose  and  liver  glycogen. 
Peripheral  tissues  function  predominantly 
as  carbohydrate  consumers  but  also  act  as 
storage  reservoirs  of  carbohydrate  pre- 
CLirsers  (fat  and  protein)  which  may  be 
mobilized  in  situations  of  inadequate  car- 
bohydrate intake  or  other  clinical  circum- 
stances where  peripheral  glucose  supply  or 
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metabolism  is  inadequate  and  liver  glyco- 
gen stores  have  depleted  (6-9).  See  Fig.  I. 


Figure  I 

General  plan  for  blood  sugar  homeostasis. 


In  the  overall  “system”  of  intermediary 
metabolism  there  appears  to  be  a compart- 
mentalization  or  individualization  of  func- 
tion among  the  several  body  tissues  as 
regards  the  predominance  of  one  or  an- 
other pathway  of  metabolism.  In  the  gen- 
eral pattern  of  cellular  metabolism  glucose 
is  phosphorylated,  under  the  influence  of 
glucokinase,  to  G6P  and  is  thence  either 
polymerized  to  glycogen  or  metabolized  by 
way  of  the  Emden  Meyerhof  and  Pentose 
Phosphate  pathways  to  pyruvate.  Pyru- 
vate, in  turn,  is  predominantly  oxidized 
directly  in  the  Krebs  tricarboxylic  acid 
cycle  or  converted  to  fatty  acid  for  storage 
as  body  fat.  Some  conversion  to  amino 
acid  may  occur  depending  on  the  anabolic 
steroid  influence  and,  in  situations  where 
pyruvate  levels  surpass  the  capacity  of 
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other  pathways,  lactate  may  be  formed 
(the  latter  is  of  greatest  significance  in 
muscle  tissue)  (5).  These  events  are  sum- 
marized in  Fig.  Ila. 
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Figure  II 

General  plan  of  intermediary  metabolism, 
a.  insulin  effect 


b.  anti  insulin  effect 
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As  noted  in  Fig.  Ila  this  sequence  of 
utilization  and  storage  of  glucose  is  largely 
insulin  dependent.  The  mechanism  of  m- 
sidin  action  is  not  entirely  worked  out  (5, 
7,  10).  The  predominant  effects  appear  to 
be  a stimulation  of  the  utilization  and 
storage  of  carbohydrate  by  the  liver,  per- 
haps by  a stimulation  of  hepatic  glucoki- 
nase  (the  enzyme  responsible  for  conver- 
sion of  glucose  to  G6P),  and  an  increased 
permeability  of  peripheral  cells  to  glucose 
(5,  7,  10,  11).  The  net  effect  is  a decrease 
in  blood  sugar  with  an  increased  hepatic 
glycogen  deposition,  increased  peripheral 
glucose  utilization  and  muscle  glycogen 
and  stimulation  of  lipogenesis  in  adipose 
tissue.  Whether  insulin  has  specific  ef- 
fects on  glycogenesis  and  Krebs  cycle 
activity  is  undecided  (6,  7,  10). 

In  situations  of  inadequate  carbohy- 
drate provision  or  insulin  excess  with 
hypoglycemia,  reversal  of  many  of  these 
pathways  of  glucose  utilization  is  effected, 
largely  under  hormonal  influences,  to 
counteract  the  actual  or  relative  carbohy- 
drate deficit. 

Epinephrine  and  glucagon  by  activat- 
ing liver  phosphorylase  stimulate  the 
breakdown  of  hepatic  glycogen  to  G6P  and 
thus  glucose  (5,  12).  Glucagon  may  have 
only  an  hepatic  effect  whereas  epine- 
phrine also  stimulates  mobilization  of 
muscle  glycogen  and  is  an  important  stim- 
ulant of  peripheral  fatty  acid  mobilization 
(7,  8,  12-14).  Glucagon  may  also  have 
an  effect  on  the  mobilization  of  fatty 
acid  (8). 

Adrenal  glucocorticoids  are  predomi- 
nantly gluconeogenic,  mobilizing  body 
protein  stores  and  accelerating  hepatic 
carbohydrate  formation  from  amino  acid 
precursers  (7).  In  addition  cortisone  plays 
an  important  role  in  the  mobilization  of 
body  fat  stores  either  directly  or,  more 
likely,  by  exerting  a permissive  action  such 
that  the  mobilization  of  fatty  acid  by 
epinephrine  and  growth  hormone  is  great- 
ly enhanced  in  the  presence  of  adrenal  glu- 
cocorticoids (7,  8,  13,  14).  Whether  these 
hormones  exert  an  additional  direct  effect 
on  intermediary  metabolic  events  is  unde- 
cided (7). 

Growth  hormone  is  predominantly  ana- 
bolic, stimulating  protein  synthesis  and  or 
decreasing  protein  degradation,  but  also 
appears  to  mobilize  body  fat  stores,  par- 
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ticularly  under  llie  cunibiued  permissive 
influence  of  adrenal  ylncocorticoids  (7,  8, 
18,  14). 

TInp-oid  function  in  the  role 

of  metabolic  stimulants,  iiresumably  by 
nnconplinf?  oxidative  phosphorylation  and 
increasing  energy  expenditure  and  energy 
needs.  An  associated  tendency  to  in- 
creased glnconeogenesis  from  protein  and 
mobilization  of  fatty  acid  occurs,  probably 
secondary  to  increased  energy  needs  rath- 
er than  direct  influence  of  thyroid  hor- 
mones (8,  15).  Mobilization  of  fatty  acids 
by  epinephrine  may  also  require  thyroid 
hormones  (15).  The  occasional  hypogly- 
cemia in  thyroid  deficiency  probably  re- 
sults, however,  from  a secondary  adrenal 
insufficiency  as  well  as  the  general  im- 
pairment in  glucose  absorption  and  basal 
metabolism  (15). 

Anabolic  steroids  (estrogen  and  andro- 
gen) effect  an  increased  protein  synthesis 
and  or  decreased  degradation.  There  is  an 
effect,  particularly  of  estrogens,  on  fat 
metabolism  and  perhaps  adrenal  function, 
but  these  hormones  are  relatively  unim- 
portant in  the  etiology  and  therapy  of  hy- 
poglycemia (17).  Thus  the  result  of  an 
actual  or  relative  deficiency  of  available 
carbohydrate  is  an  initial  increased  pro- 
duction of  epinephrine  and  glucagon  and 
an  increased  adrenal  glucocorticoid  and 
perhaps  growth  hormone  secretion  such 
that  a net  anti-insulin  or  hyperglycemic 
effect  occurs.  See  Fig.  Ilb. 

The  details  of  these  events  of  intermedi- 
ary metabolism  are  tremendously  complex 
involving  as  they  do  many  pathways  and 
reactions,  many  enzyme  systems  and 
many  hormonal  regulatory  factors.  In 
general,  however,  these  events  place  the 
liver  in  the  role  of  maintaining  blood 
sugar  by  virtue  of  the  predominance  of 
the  glycogen  stores  and  the  presence  of 
the  enzyme  system  (lacking  peripherally) 
for  conversion  of  G6P  to  glucose.  Muscle 
tissue  is  oriented  to  the  production  of  en- 
ergy by  way  of  the  Krebs  cycle  as  well  as 
the  insulin  insensitive  anaerobic  glycolytic 
system.  In  addition  muscle  tissue  serves 
as  a large  reservoir  of  protein  for  glu- 
coneogenesis.  Adipose  tissue  functions 
predominantly  as  a storehouse  of  excess 
carbohydrate  as  body  fat.  These  tissue 
functions  are  influenced  on  the  one  hand 
by  insulin,  which  increases  utilization  and 
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storage  of  cai'bohydrate,  and,  on  the  othei' 
hand,  by  several  hormones  with  an  “anti- 
insulin” effect  which  affect  the  mobiliza- 
tion of  stored  carbohydrate  (glycogen  and 
body  fat)  and  body  proteins  for  mainte- 
nance of  body  energy  metabolism. 

CAUSES  OF  HYPOGLYCEMIA 
Hypoglycemia  may,  then,  result  from 
inadequate  carbohydrate  intake,  inade- 
quate hepatic  function  and  effective  gly- 
cogen stores,  an  increased  insulin  effect 
or  a decreased  anti-insulin  effect.  The  pos- 
sible causes  are  more  specifically  listed  in 
Table  I.  Idiopathic  hypoglycemia  as  the 
term  is  used  clinically  will  often  neces- 
sarily include  the  cases  with  pancreatic 
islet  cell  hyperplasia  and  in  many  in- 
stances the  functional  hypoglycemia  pa- 
tients (16,  18,  20).  Perhaps  10-15%  of 
idiopathic  hypoglycemia  cases  may  be  ob- 
served to  manifest  pancreatic  islet  cell 
hyperplasia  (20).  McQuarrie  has  observed 
an  absence  of  alpha  cells  in  the  pancreatic 
islet  of  2 patients  (21).  The  etiology  of 
the  occasional  hypoglycemia  in  the  infants 
of  diabetic  or  prediabetic  mothers  is  in- 
completely defined.  There  is  convincing 
evidence,  however,  that  it  is  the  result  of 
maternal  hyperglycemia  and  secondary 
fetal  hyperinsulinism  (22,  23).  Pancre- 
atic neoplasia  in  children  is  extremely  rare 
as  a cause  of  hypoglycemia  in  contradis- 
tinction to  adults.  Howard  in  1950  re- 
viewed 398  recorded  cases  of  pancreatic 
neoplasia  producing  hypoglycemia  (24). 
Only  nine  of  these  were  under  15  years. 
The  etiologic  factors  in  40  cases  of  spon- 
taneous hypoglycemia  at  the  University  of 
Minnesota  over  a 12-year  period  (1942- 
1954)  is  summarized  in  Table  H (2)  ; as 
noted,  the  majority  of  spontaneous  hypo- 
glycemia patients  are  likely  to  fall  in  the 
heterogeneous  group  labeled  idiopathic 
hypoglycemia. 

SYMPTOMS  OF  HYPOGLYCEMIA 
Symptoms  of  hypoglycemia,  because  of 
the  singular  role  of  glucose  in  brain  me- 
tabolism, will  be  manifest  predominantly 
by  CNS  dysfunction.  Observation  of  the 
symptoms  and  signs  with  progressive  hy- 
poglycemia during  insulin  shock  therapy 
in  schizophrenic  patients  has  shown  that 
the  cerebrum  is  most  sensitive  to  glucose 
deficiency  with  progressive  involvement 
of  “deeper”  more  central  and  caudal  brain 
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areas  as  hypoglycemia  progresses  (25, 
26).  The  usual  manifestations  will  be  cor- 
tical and  will  include  inattention,  clouded 
consciousness,  sweating,  salivation  and 
tremors.  Convulsions  may  occur,  particu- 
larly in  infants  and  younger  children. 
Diencephalic  autonomic  dysfunction  may 
be  manifest  as  sympathetic  hyperactivity, 
motor  restlessness  and  automatic  move- 
ments. With  more  severe  and  prolonged 
hypoglycemia  mesencephalic  symptoms  in- 
cluding tonic  and  torsion  spasms  and 
pathological  reflexes  may  appear.  The  pu- 
pils become  dilated  and  unresponsive  to 
light  and  diplopia  may  be  observed.  In 
the  late  Premyelencephalic  and  Myelence- 
phalic  phases  tonic  extensor  rigidity, 
coma,  hypotonia  and  depressed  or  absent 
reflexes  are  evident.  If  the  depressed  cor- 
tical metabolism  is  prolonged,  particularly 
in  infants  and  children,  irreversible  dam- 
age may  occur. 

Recurrence  of  the  above  symptoms  two 
or  three  hours  postprandially  or  progres- 
sive symptoms  with  fasting  should  arouse 
suspicion  of  hypoglycemia.  This  suspicion 
is  confirmed  by  finding  a true  blood  sugar 
of  less  than  40  mg.  % at  the  time  of  the 
attack  or  during  fasting  with  relief  or 
symptoms  following  glucose  administra- 
tion. 

DIFFERENTIAL  DIAGNOSIS 

Differential  diagnosis  includes  first  of 
all  a good  history — particularly  regarding 
the  time  of  initial  onset  of  the  attacks — 
the  frequency  and  relationship  of  attacks 
to  feeding,  possible  emotional  or  stressful 
stimuli,  possible  familial  incidence  and  the 
presence  of  symptoms  which  might  sug- 
gest thyroid,  adrenal  or  pituitary  defi- 
ciency, liver  disease  or  a malabsorptive 
phenomenon.  Physical  examination  may 
reveal  cataracts  and  hepatomegally  in  a 
galactosemic  infant  or  hepatomegally  in 
an  infant  with  one  of  the  glycogen  storage 
diseases.  Signs  of  thyroid,  adrenal  or  pi- 
tuitary insufficiency  may  be  manifest. 
Evidence  of  brain  damage  in  those  chil- 
dren having  had  severe  recurrent  hypo- 
glycemic episodes  may  be  present.  Table 
III  summarizes  the  distinctive  differential 
features.  It  is  frequently  impossible  in 
children  to  differentiate  the  functional 
and  organic  hyperinsulin  syndromes  and 
observation  of  the  effect  of  therapy  is  usu- 
ally necessary. 


Investigation  of  the  patient’s  blood  sugar 
responses  to  test  doses  of  glucose,  insulin, 
epinephrine  or  glucagon,  and  occasionally 
L-Leucine  may  be  of  differential  diagnos- 
tic aid. 

Figures  III-V  show  typical  responses  in 
the  several  syndromes  to  glucose,  insulin 
and  glucagon  or  epinephrine.  These  typi- 


TIME  IN  HOURS 
Figure  III 


cal  responses  are  not  invariable,  how- 
ever. For  their  proper  interpretation  it  is 
important  to  control  the  dietary  prepara- 
tion of  the  patient  for  several  days  prior 
to  testing  in  order  to  insure  reasonable 
homeostasis  and  glycogen  reserves  (27). 

Glucose  Tolerance  Test  {Fig.  Ill)  The 
glucose  tolerance  test  will  show  a diabetic 
response  in  the  presence  of  hepatic  disease 
and  inability  to  store  glycogen.  A normal 
initial  response  with  a hypoglycemic  two 
or  three  hour  level  indicates  hyper-reac- 
tivity to  the  elevated  blood  sugar  and  may 
result  from  over-production  of  insulin 
(functional  or  less  frequently  organic)  or 
a lack  of  compensation  in  the  form  of  an 
anti-insulin  effect  (adrenal  or  pituitary 
insufficiency).  The  patients  with  an  or- 
ganic hyperinsulinism  are  more  likely  to 
show  a minimal  response  to  the  average 
glucose  load. 

Glucagon  or  Epinephrine  Tolerance 
Test  (Fig.  IV)  An  inadequate  glucagon 
or  epinephrine  response  indicates  either 
inability  to  store  glycogen  (cirrhosis.  Hep- 
atitis) or  inability  to  mobilize  liver  glyco- 
gen (glycogen  storage  diseases) . The  ma- 
jority of  patients  with  glycogen  storage 
diseases  are  of  type  I (von  Gierki’s  dis- 
ease), with  deficient  glucose  6 phospha- 
tase, and  cannot  convert  G6P  to  glucose 
(28).  Thus  no  hyperglycemic  response 
occurs.  The  rarer  glycogen  storage  dis- 
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eases  with  brandling  enzyme  deficiencies 
and  abnormal  glycogens  may  manifest  a 
partial  glucagon  response  (28).  In  this 


Figure  IV 


instance  a repeat  test  2-3  hours  later  will 
often  show  an  absent  blood  sugar  response 
indicating  only  a small  reservoir  of  “avail- 
able” glycogen. 

In  congenital  galactosemia  the  inability 
to  convert  galactase  I phosphate  to  glucose 
I phosphate  blocks  the  utilization  or  stor- 
age of  this  sugar  by  way  of  normal  path- 
ways (28).  With  predominantly  milk 
feeding  the  carbohydrate  is  largely  galac- 
tose which  accumulates  in  blood  to  the  ex- 
clusion of  glucose  and  produces  hypogly- 
cemia in  the  presence  of  normal  total  blood 
reducing  sugar.  The  blood  glucose,  how- 
ever, is  low.  (Both  Folin  and  Tungstic 
acid  filtrates  and  Somogyi  zinc  filtrates 
contain  total  reducing  sugar.  Galactose 
can  be  eliminated  from  blood  sugar  deter- 
mination, however,  by  using  a specific 
glucose  oxidase  method.)  The  renal 
threshold  for  galactose  is  low  and  galac- 
tose spills  in  the  urine  producing  a posi- 
tive Benedict’s  test  or  clinitest®  (total 
reducing  sugar)  but  a negative  response  to 
clinistix®  (specific  glucose  oxidase).  Glu- 
cose tolerance  is  normal  but  a galactose 
tolerance  test  shows  a typical  diabetic 
curve  when  total  blood  reducing  substance 
is  measured  (Folin  Wu  or  Somogyi  meth- 
ods). Galactose  and  galactase  1 phosphate 
accumulate  in  tissues  and  presumably  are 
responsible  for  the  cirrhosis  in  these  pa- 
tients. The  glucagon  or  epinephrine  toler- 
ance test  in  these  patients  usually  shows 
an  inadequate  or  hepatic  type  curve  be- 
cause of  the  chronic  hypoglycemia  and  de- 
pleted glycogen  reserves  and  because  of 
the  cirrhotic  changes.  A partial  response 
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is  not  uncommon  in  hypoglycemic  jiatients 
after  prolonged  hypoglycemia  and  deple- 
tion of  glycogen  stores,  but  the  response 
usually  becomes  normal  with  adequate  die- 
tary preparation. 

Insulin  Tolerance  Test  (Tig.  V)  The 
insulin  tolerance  in  the  majority  of  hypo- 
glycemic children  is  normal.  Occasionally 
with  organic  hyperinsulinism  an  increased 
tolerance  to  the  test  dose  of  insulin  may 
be  seen  (29).  A decreased  insulin  toler- 

TYPICAL  INSULIN  TOLERENCE 
{ O.lp  / Kg  ) 


ance  with  prolonged  hypoglycemia  may 
result  with  deficiency  of  anti-insulins  (pi- 
tuitary or  adrenal  insufficiency)  or  in 
hepatic  disease  where  there  are  deficient 
glycogen  reserves. 

Most  of  the  problems  of  differential 
diagnosis  arise  in  the  group  referred  to 
clinically  as  idiopathic  hypoglycemia.  This 
group  may  include  patients  with  unde- 
tected small  islet  cell  adenomas,  islet  cell 
hyperplasia  or  alpha  cell  deficiency  as  well 
as  patients  with  functional  hyperinsulin- 
ism. The  often  familial  and  truly  idio- 
pathic cases  probably  represent  a hete- 
rogeneous group  of  etiologic  factors.  Some 
of  these  patients  have  seemed  to  show  a 
decreased  adrenalin  response  to  hypogly- 
cemia (30).  Others,  who  were  first  ob- 
served to  do  poorly  on  a high  protein  diet 
were  found  to  manifest  profound  hypo- 
glycemia upon  administration  of  the 
amino  acid  L-Leucine  (31-34).  There  is 
evidence  that  L-Leucine  and  perhaps 
L-isoleucine  as  well  as  their  respective 
alpha  keto  acids  in  some  way  stimulate 
pancreatic  islet  cells  directly  to  release  in- 
sulin or  perhaps  potentiate  the  peripheral 
action  of  insulin  (32,  34).  Two  of  the 
normal  family  members  in  Grumbach’s 
cases  also  were  hyper-reactive  to  L-Leu- 
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cine,  suggesting  an  inborn  metabolic  error 
(32).  Several  patients,  however,  with 
maple  sugar  urine  disease  (a  block  in  me- 
tabolism of  branched  chain  amino  acids) 
and  markedly  elevated  serum  Leucine  lev- 
els have  manifest  hypoglycemia  as  have 
patients  with  pancreatic  islet  cell  adeno- 
mas (32).  Thus  whether  this  is  a specific 
defect  or  a secondary  phenomenon  is  as 
yet  undecided. 

With  a history  of  early  postprandial 
hypoglycemia  in  an  infant  or  young  child 
after  a high  protein  meal  an  L-Leucine 
tolerance  test  (150mg  Kg  PO)  may  show 
a marked  drop  in  blood  sugar  (an  insulin 
release)  within  30  minutes  (32).  It  is  im- 
portant to  remember,  however,  that  this 
finding  does  not  rule  out  an  islet  cell 
neoplasm. 

All  of  the  available  diagnostic  aids  may 
not  allow  a differential  diagnosis,  particu- 
larly in  the  non  familial,  non  Leucine  sen- 
sitive patients  in  whom  pancreatic  neo- 
plasia cannot  be  ruled  out.  Some  of  these 
children  will  have  a normal  response  to 
the  test  situations  except  for  a low  fasting 
blood  sugar.  Not  infreciuently  the  only 
manifestation  will  be  a hyperactive  or  re- 
active glucose  tolerance  curve.  In  these 
patients  observation  and  trial  of  medical 
management  is  in  order. 

THERAPY 

Therapy  of  the  hypoglycemic  patient 
will  depend  upon  the  etiologic  factors  in- 
volved. Specific  replacement  is  indicated 
for  anti-insulin  deficiencies  (thyroid-cor- 
tisone). Therapy  in  congenital  galactose- 
mia requires  restriction  of  galactose  in- 
take (predominantly  milk  and  milk  prod- 
ucts). Nutramigen  or  other  non  galactose 
milk  substitutes  may  be  used.  An  in- 
creased protein  intake  and  carbohydrate 
supplements  between  meals  may  be 
helpful. 

In  glycogen  storage  disease  frequent 
small  feedings  of  more  slowly  available 
glucose  precursors  is  indicated.  Increased 
protein  (as  much  as  20-25%  of  calories) 
and  polysaccharide  sugar  sources  (as  in 
the  diabetic)  may  be  helpful.  Elimination 
of  galactose  is  also  desirable  since  for  me- 
tabolism this  sugar  must  first  be  converted 
to  G6P  in  the  liver. 

The  hypoglycemia  of  chronic  hepatic 
disease  will  usually  respond  to  frequent 
feedings  of  more  complex  polysaccharides. 


as  in  the  diabetic,  and  increased  protein 
intake. 

In  the  functional  or  hyperactive  hypo- 
glycemias similar  dietary  manipulation  to 
avoid  high  postprandial  blood  sugar  levels 
may  be  helpful.  Attempts  at  avoidance  of 
stress  and  infection,  as  well  as  prompt 
symptomatic  approach  to  such  situations, 
will  also  be  of  benefit.  These  patients  usu- 
ally improve  as  they  get  older. 

The  major  therapeutic  problems  again 
arise  in  the  group  of  idiopathic  hypogly- 
cemias. These  comprise  the  largest  group 
which  will  be  encountered.  The  first 
problem  is  the  always  present  possibility 
that  a pancreatic  islet  cell  neoplasm  may 
exist.  The  statistical  possibility  if  small, 
but  in  the  single  patient  statistics  are  of 
little  help.  The  major  clue  will  be  progres- 
sive symptoms  in  spite  of  therapy. 

In  the  absence  of  Leucine  sensitivity  a 
high  protein  diet  (15-25%  of  calories)  and 
frequent  feedings  with  more  complex  poly- 
saccharides is  of  value.  “Anti -insulin” 
hormone  therapy  is  frequently  helpful. 
The  most  practical  chronic  anti-insulin  ef- 
fect clinically  is  obtained  with  the  adrenal 
glucocorticoids.  These  agents  may  affect 
a very  significant  increase  in  insulin  toler- 
ance and  alleviation  of  symptoms.  Reposi- 
tory adrenocorticotropin  may  be  useful  in 
an  occasional  patient.  Epinephrine  is  of 
limited  value  in  chronic  therapy  but  may 
be  helpful  in  the  therapy  of  hypoglycemic 
episodes.  Ephedrine  has  proven  of  value 
in  the  few  patients  with  a deficient  epine- 
phrine response  (30).  In  the  Leucine  sen- 
sitive patient  carbohydrate  supplements 
one  to  two  hours  postprandially  may  pro- 
vide relief  of  symptomatology.  However, 
with  marked  sensitivity  some  restriction 
of  dietary  Leucine  and  Isoleucine  may  be 
beneficial.  Since  these  are  essential  amino 
acids,  some  dietary  provision  is  necessary. 
The  minimal  requirement  of  Leucine  for 
growth  is  150  to  230  mg  per  Kg  (37). 
Human  milk  contains  only  40%  as  much 
Leucine  as  cow’s  milk  on  an  isocaloric 
basis.  Several  of  the  prepared  milk  formu- 
las approach  human  milk  in  L-Leucine 
content  (33).  These  ai’e  listed  in  Table 
IV.  Goats  milk  and  soy  bean  milk  for- 
mulas are  also  useful  and  contain  about 
220  mg  L-Leucine  per  100  ml  of  20  cal,  Oz 
formula.  Plain  gelatin  contains  only  Vs 
the  L-Leucine  of  casein  and  that  of 
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beef  muscle  protein  and  is  a useful  for- 
mula supi)lement  in  low  Leucine  diets.  Ten 
jrm.  of  i)lain  di-y  ^^elatin  provides  8.(5 
of  protein  with  oidy  274  mg.  of  L-Leucine. 
Thus  the  dietary  approach  is  one  of  pro- 
vision of  a relatively  low  Leucine  protein 
source  with  supplementation  of  vegeta- 
bles, fruit,  and  cereals.  The  most  suitable 
of  the  latter  are  listed  in  Table  V. 

As  an  e.xample  it  is  desired  that  a 
1-year-old  10  Kg.  child  who  manifests 
L-Leucine  sensitive  hypolycemia  be  put  on 
a low  Leucine  diet.  The  child  requires 
1,000  calories  daily  and  25  to  30  gm.  of 
protein.  A conservative  and  minimal  1.5 
gm.  L-Leucine  requirement  is  desired.  The 
following  basic  Formula  might  be  pro- 
vided. 

Formula  Content  in  gms 


Calories 

Protein 

Fat 

Similac,  24  ounces 
(Jelatin  (plain) 

480 

13 

25 

20  gm. 

70 

17 

TOTAL 

550 

30 

25 

The  remaining  450  calories  may  be  pro- 
vided from  the  listed  items  in  Table  V. 

In  older  children  substitution  of  a pre- 
pared formula  for  cow’s  milk  and  restric- 
tion of  meat  with  supplementation  of  gela- 
tin allows  a minimal  but  adequate  L-Leu- 
cine intake. 

The  majority  of  idiopathic  hypoglyce- 
mia patients  respond  to  medical  manage- 
ment and  will  often  spontaneously  im- 
prove by  five  to  six  years  of  age.  In  the 
face  of  continued  symptoms  poorly  respon- 
sive to  medical  therapy,  given  a 1-2  year 
period  of  adequate  trial,  a laparotomy  for 
attempted  identification  of  an  islet  cell 
adenoma  or  partial  pancreatectomy  is  in 
order.  Of  the  58  cases  of  reported  idio- 
pathic hypoglycemia  reviewed  by  Ha- 
worth and  Coodin  25  underwent  partial 
pancreatectomy  (20).  Of  these,  15  cases 
were  cured  and  10  were  not  benefited  by 
the  operation.  The  pancreas  was  found  to 
be  normal  in  17  (nine  cures)  and  hyper- 
trophy of  the  islet  was  noted  in  eight  (six 
cures).  Gross  recommends  resection  of 
about  80/r  of  the  pancreas  (38). 

C.\SE  EXAMPLES 

Case  I The  following  case  is  rather 
typical  of  idiopathic  hypoglycemia  and,  in 
addition,  manifests  mild  L-Leucine  sensi- 
tivity. A three-year-old  white  female  pre- 


sented with  a history  of  recurrent  dizzy 
si)ells  with  falling  which  began  at  about 
1 i/j  yeai’s  of  age.  These  usually  occurred 
after  prolonged  fasting,  particularly  at 
night  or  during  the  early  morning.  If  a 
midnight  feeding  was  not  given  she  was 
awakened  with  difficulty,  was  unable  to 
walk,  her  eyes  became  somewhat  fixed  and 
her  mother  felt  she  was  only  partially  con- 
scious. She  often  manifested  crying  with 
these  ei)isodes.  There  was  no  family  his- 
tory of  defective  carbohydrate  metabo- 
lism. 

Physical  examination  revealed  her 
height  and  weight  considerably  below  the 
third  percentile  for  her  age  and  about  av- 
erage for  an  18-month-old  child.  The  child 
walked  with  a wide  ataxic  gait  but  the 
neurological  examination  was  otherwise 
unremarkable  and  there  were  no  other  pos- 
itive physical  findings. 

P’asting  blood  sugar  was  34  mg.  % . An 
electroencephalogram  showed  diffuse  dys- 
rhythmia with  high  voltage  polyspike  dis- 
charges over  both  hemispheres.  Skull 
films  were  normal.  Psychological  testing 
revealed  a mental  age  of  about  two  years. 
PBI  was  5.0  meg.  '/,  . Liver  function  tests 
were  normal.  Initial  glucose  and  adrena- 
lin tolerance  tests  are  shown  before  treat- 
ment in  Figs.  VI  and  VII. 

She  was  put  on  a 1200  calorie  70  gm. 
protein  diet  and  was  fed  at  five  hourly 
intervals.  After  one  week  of  this  diet,  glu- 
cose, glucogen  and  insulin  tolerance  tests 
were  done.  These  responses  are  shown  in 
Figs.  VI  and  VII  and  are  labeled  “Hi  pro- 
tein.’’ The  fasting  blood  sugar  levels  and 
glucose  tolerance  are  improved  and  her 
glucagon  response  is  now  normal  implying 
a repletion  of  her  glycogen  stores.  She 
was  then  given  Nilevar"  (an  anabolic 

GLUCOSE  TOLERANCE  TESTS 


Figure  \’I 
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steroid)  for  several  days  and  the  tests  re- 
peated. Tests  were  repeated  a third  time 
after  several  days  of  adrenal  steroid  (aris- 
tocort)®  therapy.  These  tests  are  also 
shown  in  Figs.  VI  and  VII.  The  Nilevar®, 
as  expected,  tended  to  depress  the  fasting 
blood  sugars  obtained  with  the  high  pro- 

INSULIN  TOLEHANCE  PftOTEIN  TOLESANCE  GLUCAGON  TOLERANCE 

{0  lw/K«  'V  ) I O.lw  /Kg  ) 

—•  HI  PROTEIN  OlET  -.CASECZOgm  po  -•HI  PROTEIN  DIET 

HI  PROTEIN«NILEVAR  - L-LEUCINE  I 3 gm  pO  --•HI  PROTEIN*NILCVAR 

— •HIPROTEIN^ARISTOCORT  ( I30rrigm/Kg  ) —•HI  PROTEIN-*  ARISTOCORT 
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tein  diet  and  did  not  improve  glucose  tol- 
erance. Insulin  tolerance  was  unaltered. 
Aristocort,  however,  improved  the  three 
and  four  hour  glucose  tolerance  and  in- 
creased the  insulin  tolerance.  Liver  glyco- 
gen stores  remained  adequate  throughout. 

This  patient  also  showed  a hypoglyce- 
mic response  to  1.5  gms.  of  L-Leucine  but 
not  to  20  gm.  of  casec,  which  contains 
about  two  gm.  of  L-Leucine  but  is  more 
slowly  absorbed.  Thus  she  manifests  a 
mild  L-Leucine  sensitivity. 

Because  of  these  findings  the  patient 
was  discharged  on  a 1200  calorie  25%  pro- 
tein diet  of  which  IOC  was  normal  protein 
and  the  remaining  15'/  gelatin.  Aristo- 
cort two  mg.  every  eight  hours  was  added. 
She  has  done  very  well  on  this  regimen. 

Case  II  The  second  patient  presents  a 
rather  typical  history  of  severe  L-Leucine 
sensitive  idiopathic  hypoglycemia.  She 
was  a nine-month-old  white  female  who 
was  referred  with  a known  diagnosis  of 
hypoglycemia  and  convulsions.  Subsequent 
to  a change  from  breast  milk  to  evaporated 
milk  at  two  months  of  age  the  child 
gained  poorly  and  at  four  months  of  age 
had  a major  seizure.  Fasting  hypoglyce- 
mia was  detected  and  ACTH  therapy 
begun.  The  child  improved  until  the  onset 
of  a urinary  tract  infection  at  seven 


months  after  which  time  she  was  con- 
stantly lethargic,  gained  and  ate  poorly 
and  had  intermittent  minor  seizures. 

The  family  history  was  unrevealing. 
Her  height  was  in  the  25th  percentile  and 
her  weight  in  the  third  percentile  for  her 
age.  She  appeared  cushinoid,  but  the 
physical  examination  was  otherwise  unre- 
markable. Fasting  blood  sugar  was  30 
mgs.  %,  FBI  was  7.5  meg.  Electroence- 
phalogram revealed  diffuse  dysrythmia 
with  high  voltage  spikes  and  paroxysmal 
slow  waves  lateralized  to  the  left.  Leucine 
sensitivity  was  suspected  because  of  the 
history  of  doing  poorly  on  cow’s  milk  and 
responding  poorly  to  adrenal  cortical  ster- 
oids. L-Leucine  tolerance  tests  were  done 
on  two  occasions ; both  tests  produced  con- 
vulsions— one  at  30  and  the  other  at  60 
minutes.  She  was  placed  on  a low  L-Leu- 
cine  diet  and  her  insulin,  adrenalin,  and 
glucose  tolerances  measured  after  one 
week.  These  are  shown  in  Fig.  VIII.  Her 
insulin  and  adrenalin  tolerances  were  nor- 
mal and  a typical  reactive  glucose  toler- 

ALL  TESTS  FASTING  AFTER  I WK  LOW  LEUCINE  DIET 
14-2  Ogm  LEUCINE/ DAY  63-M3  CAL./ Kg. /DAY 

— L-LEUCINE  TOLERANCE(l-5gm  po  ) 

— INSULIN  TOLERANCE  (0.1  jj/ Kg  IV) 


Figure  VIII 


ance  test  was  noted.  Fasting  blood  sugars 
were  in  the  neighborhood  of  50  mgs.  % on 
the  low  Leucine  diet.  She  was  discharged 
on  a low  Leucine  diet  with  supplemental 
adrenal  steroids  in  small  doses  and  has 
shown  considerable  improvement. 

Table  I 

CAUSES  OF  HYPOGLYCEMIA 

I.  Idio])athic  Hypoglycemia 

a)  L-Leucine  sensitivit'? 

b)  Adrenalin  unresponsiveness 

c)  Alpha  cell  deficiency  (glucagon  deficiency) 

II.  Infants  of  Diabetic  Mothers 

III.  Insulin  Excess 
a)  Organic 

1 ) Pancreatic  islet  cell  adenoma  or  carcinoma 

2)  Pancreatic  islet  cell  hyperplasia 

3)  Insulin  administration 

IV.  Deficiency  of  Insulin  Antagonists 
a)  Adrenal  insufficiency 
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b)  Hypothyroidism 

c)  Hypopituitarism 

V.  Deficiency  of  Available  Glucose 

a)  Hepatic  disease 

1)  Inborn  errors  — galactosemia  — glucogen 
storage  disease 

2)  Cirrhosis 

b)  Increased  carbohydrate  loss 

1)  Renal  glucosuria  (severe) 

2)  Severe  inanition 

VI.  CNS  Lesions 

Brain  sterm  or  hypothalamic  interference  with 
autonomic  hlood  sugar  homeostasis. 

Table  II 

RELATIVE  ETIOLOGIC  INCIDENCE 


OF  HYPOGLYCEMIA* 

1.  Idiopathic  hypoglycemia  25 

2.  Adrenal  insufficiency  6 

3.  Glycogen  storage  disease  3 

4.  Infants  of  diabetic  mothers  2 

5.  Panhypopituitarism  1 

6.  Cretinism  1 

7.  Solitary  pancreatic  islet  cell  tumor  1 

8.  Congenital  galactosemia  1 

TOTAL  40  cases 

*University  of  Minnesota  Hospital  1942-54- 


Table  III 

DIFFERENTIAL  CHARACTERISTICS 
OF  HYPOGLYCEMIA 

I.  Idiopathic  Hypoglycemia 

a)  May  be  familial  history. 

b)  Symptoms  usually  manifest  before  age  5. 

c)  Symptoms  usually  appear  during  fasting  or 
postprandial  state  (prandial  or  early  post- 
prandial symptoms  suggest  marked  L-Leu- 
cine  sensitivity). 

d)  Usually  a good  response  to  adrenal  cortical 
steroids  in  the  absence  of  L-Leucine  sensi- 
tivity. 

II.  Organic  Hyperinsulinism 

a)  Periodic  symptoms  related  to  fasting  state 
and  progressive  with  fasting. 

b)  Symptoms  progressive  with  time. 

c)  Poor  response  to  therapy. 

HI.  Functional  Hyperinsulinism 

a)  Periodic  symptoms  postprandially  (2-3 
hours). 

b)  Symptoms  may  occur  at  any  time — reaction 
to  emotional  stress,  infections,  etc. 

IV.  Deficiency  of  Insulin  Antagonists 

a)  Other  signs  and  symptoms  of  pituitary, 
adrenal  or  thyroid  deficiency. 

b)  Symptoms  of  hypoglycemia  characteristical- 
ly progressive  with  fasting. 

V.  Hepatic  Disease 

a)  Signs  and  laboratory  evidence  of  liver  dis- 
ease. 


Table  IV 

L-LEUCINE  CONTENT  OF  MILK 
OR  FORMULA* 


mg/ 100  ml  of  20  cal/Oz  preparation 


Human  Milk 

161 

Cow’s  Milk 

356 

Bremil 

156 

SMA 

157 

Enfamil 

164 

Similac 

Mull-Soy 

Sobee 

*From  Miibry  et 


181 

220 

225 


Table  V 


FRUIT  AND 
FRUIT  .lUICE  LIST* 

(All  fruits  may  be  eaten) 

Bananas 

Avacados 

Grapes  or  Grape  Juice 
Prunes  or  Prune  Juice 
Pineapple  or  Pineapple 
Juice 

Apples  or  Apple  Juice 
Pears  or  Pearade 
Peaches  or  Peachade 
Apricots  or  Apriade 
Oranges  or  Orange  Juice 
Grapefruit  or  Grapefruit 
Juice 
Melons 


VEGETABLE  LIST 
Yam’s  (not  sweet 
potatoes ) 

White  potatoes 
Squash 
Carrots 
Beets 

Green  Beans 

Asparagus 

Celery 

Tomatoes 

Turnips 

(No  spinach  or  green 
leafy  vegetables) 


CEREAL  LIST 

(Cereals  given  with  butter  or  mar- 
garine ) 

Farina  (Cream  of  Wheat) 

Cream  of  Rice 
Puffed  Rice 
Rice  Krispies 

*Lists  are  presented  in  order  of  desirability  as  regards  caloric 
content.  Presented  in  order  of  increasing  Leucine  content. 
Other  cereal  products  are  undesirable. 
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What  Is  Your  Diagnosis? 


From  Radiology  Dept.,  University  of  Arkansas  Medical  Center. 
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Arkansas  Public  Health  at  a Glance 


Leptospirosis  in  Arkansas 

1960 


This  disease  represents  a group  of  acute 
systemic  infections  found  in  lower  animals 
and  transmitted  to  man  under  natural 
conditions.  Leptospirosis  causes  losses  in 
our  national  livestock  economy  in  an 
amount  estimated  to  be  $225  million  a 
year. 

The  disease  (Leptospirosis)  is  caused  by 
the  various  species  of  leptospira.  A few  of 
the  many  serotypes  are : leptospira  ictero- 
haemorrhagiae ; L.  canicola ; L.  autumn- 
alis,  and  L.  pomona,  all  of  which  have 
been  recovered  from  man.  At  least  60 
serotypes  of  the  disease  are  recognized. 

The  clinical  symptoms  in  man  include 
elevation  of  temperature,  headache,  chills. 


sever  malaise,  vomiting,  muscular  aches, 
meningeal  irritation  and  conjunctivitis; 
infrequently,  jaundice,  renal  insufficiency 
with  hemolytic  anemia.  The  illness  lasts 
from  one  to  three  weeks ; sometimes  re- 
lapses do  occur.  The  disease  is  not  usually 
fatal ; however,  it  can  be  so  in  severe 
cases.  Leptospirosis  is  sometimes  referred 
to  as  Swineherd’s  Disease,  Mud  Fever, 
Canicola  Fever,  Weil’s  Disease,  Hemor- 
rhagic Jaundice,  Fort  Bragg  Fever,  and 
Rice  Field  Fever. 

The  clinical  symptoms  of  leptospirosis 
in  animals  may  present  the  disease  in  one 
of  three  ways : mild,  moderate,  and  se- 
vere. The  common  symptoms  are  refusal 
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to  eat,  loss  of  weight,  followed  by  abortion 
in  pregnant  sows  and  cows.  In  dogs  the 
disease  manifests  its  presence  by  fever, 
anorexia,  anemia,  icterus,  uremia,  and  oc- 
casionally, hemorrhage.  Dogs  may  also 
present  an  inapparent  infection. 

Leptospirosis  is  usually  transmitted 
through  infected  urine.  Animals  that  shed 
the  organisms  in  the  urine  are  called 
“carriers”.  The  most  likely  method  of 
transmission  for  animals  occurs  when  the 
organisms  are  excreted  in  water  and  moist 
soil.  Infection  in  man  usually  occurs  when 
contact  is  made  with  urine  or  tissue  of  in- 
fected animals. 

Leptospirosis  can  best  be  controlled  by 
using  the  following  measures : 

1.  Isolate  sick  animals  from  the  herd. 

2.  Diagnosis  should  be  made  by  a quali- 
fied veterinarian. 

3.  Inspect  herd  daily  for  sick  animals. 

4.  Follow  veterinarian’s  instructions 
for  treatment. 

5.  Prevent  contamination  by  urine. 

6.  Maintain  cattle,  swine,  and  other  do- 
mestic animals  under  separate  con- 
ditions. 

7.  Blood  test  all  animals  on  the  farm. 

8.  Have  veterinarian  vaccinate  all  sus- 
ceptible animals  in  the  herd  and  if 
infection  reappears,  vaccinate  every 
six  months  until  no  new  cases  ap- 
pear. 

9.  Initiate  rodent  control  where  indi- 
cated. 


10.  Retain  for  breeding  animals  which 
aboi’ted  and  recovered  because  they 
have  resistance  to  the  disease. 

11.  Blood  test  bulls  and  boars. 

12.  Blood  test  all  replacement  stock. 

13.  Take  proper  precautions  not  to  ex- 
pose humans  to  the  infections. 

14.  All  farm  ponds,  and  swampy  areas 
should  be  fenced  to  prevent  the  ac- 
cess of  animals  to  such  areas. 

15.  If  individuals  are  exposed,  consult 
physician  for  advice  and  treatment. 

In  applying  the  above  factors  which 
pertain  to  the  spread  of  leptospirosis  in 
the  human  population  attention  should  be 
directed  toward  the  popular  summer  sport 
of  swimming.  People  should  not  swim  in 
farm  ponds,  old  - fashioned  swimming 
holes,  small  lakes  and  streams  to  which 
domestic  and  wild  animals  have  repeated 
access.  Since  leptospirosis  may  gain  en- 
trance into  the  body  through  the  conjunc- 
tiva or  mucous  membranes  of  the  nasal 
passages,  it  is  very  necessary  that  all  pub- 
lic and  private  swimming  pools  be  main- 
tained free  from  contamination.  Such 
pools  should  be  well  fenced  to  prevent  the 
entrance  of  all  animals  in  the  water  or 
pool  area.  This  is  especially  true  of  dogs 
that  might  be  spreaders  of  leptospirosis. 
The  practice  of  going  barefooted  in  the 
summer  months  and  swimming  in  unap- 
proved sources  may  contribute  to  lepto- 
spirosis infections  in  certain  human  popu- 
lations. 


RESOLUTION 

Whereas,  God  in  his  infinite  wisdom  has 
seen  fit  to  take  from  this  life  Dr.  Albert 
R.  Sparks  in  the  prime  of  a fruitful  life, 
and 

Whereas,  Dr.  Sparks  was  a staunch  and 
participating  member  of  his  church,  a 
kind  and  devoted  husband  and  father,  and 
Whereas,  Dr.  Sparks  served  the  people  of 
this  community  in  the  practice  of  medi- 
cine and  other  endeavors  with  great  skill, 
and 

Whereas,  Dr.  Sparks  was  highly  respected 
by  his  office  staff  and  by  those  of  us 
closely  associated  with  him  in  the  practice 
of  medicine,  and 

Whereas,  Dr.  Spark’s  many  devoted 
friends  and  patients  will  long  remember 
the  excellent  quality  and  character  of  his 
friendship  and  services,  and 


Whereas,  many  people  of  many  types  and 
conditions  will  miss  him  and  regret  his 
passing,  therefore 

Be  it  resolved,  by  the  Pulaski  County  Med- 
ical Society,  of  which  Dr.  Sparks  was  a 
member,  that  we  are  sori’owed  by  his  de- 
parture. 

That  we  extend  our  deepest  sympathy  to 
Mrs.  Sparks,  his  children,  and  his  many 
friends. 

That  we  shall  forward  a copy  of  this  reso- 
lution to  Mrs.  Sparks, 

That  we  shall  incorporate  this  resolution 
in  the  minutes  of  the  Society,  and 
That  we  shall  cause  the  resolution  to  be 
published  in  the  Journal  of  the  Arkansas 
Medical  Society. 

Inscribed  by  a Special  Committee, 
W.  M.  Hamilton,  Chairman 
John  Laurens 
Louis  Tolbert 
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Editorial: 

Cancer,  A Major  Unsolved  Problem 

Alfred  Kahn,  Jr.,  M.D. 


In  our  aging  population,  cancer  is  be- 
coming our  major  medical  problem — 
along  with  accidents.  Developments  in 
medical  science  have  removed  many  medi- 
cal diseases  which  caused  death  and  the 
prolongation  of  life  results  in  a longer  ex- 
posure time  to  the  hazard  of  cancer.  Can- 
cer and  cardio-vascular  research  should 
get  the  lion’s  share  of  research  money 
grants. 

Cancer  poses  many  problems  for  re- 
search. For  that  matter  how  is  one  to 
define  cancer.  Actually,  it  might  be  de- 
fined as  an  imbalance  between  the  body’s 
ability  to  destroy  abnormal  cells  and  the 
inherent  tendency  of  cancer  cells  to  repro- 
duce without  conforming  to  pattern  or 
function.  It  is  evident  that  cancer  cells  are 
different  than  normal  cells  in  both  obvious 
and  subtle  ways ; for  example,  cancer  cells 
metabolize  differently  than  do  normal 
cells.  Current  research  has  shown  that 
cells  may  be  made  cancerous  in  different 
ways,  as  by  chemical  substances.  X-ray, 
viruses,  etc.  What  do  these  diverse  agents 
do  to  the  cell  that  makes  them  different 
from  their  normal  parent  cell.  It  would 
appear  that  they  upset  some  center  in  the 
cell  which  controls  growth  and  function ; 
in  the  normal  cell  these  functions  are  con- 
trolled in  the  nucleus  and  apparently  by 
the  chromosomes  and  genes.  Carcinogenic 
substance  must  in  some  way  disturb  the 
chemical  arrangement  in  the  cell  nucleus 
to  make  them  insensitive  to  authoritative 
control  from  the  rest  of  the  body ; in  other 
words  they  are  autonomous  instead  of  sub- 
servient. This  is  not  entirely  an  introcel- 
lular  problem.  The  body  must  have  de- 
fenses against  abnormal  cells.  It  seems 
illogical  to  assume,  although  it  is  possible, 
that  the  body  does  not  make  abnormal 
cells;  these  abnormal  cells  are  apparently 
removed ; older  cells  are  removed  and  re- 
placed ; in  these  instances  the  replacing 
cells  conform  to  the  body’s  shape  and  to 
the  body’s  functional  needs.  Why  is  it 
that  a cancer  cell  is  not  destroyed?  Actu- 
ally, in  human  volunteer  studies  cancer 
cells  injected  into  the  skin  of  healthy  vol- 
unteers were  soon  destroyed ; cancer  cells 


spread,  for  example,  at  surgery  in  a cancer 
victim  spread  like  wildfire.  In  other  words, 
the  healthy  body  seems  to  have  a means  of 
destroying  or  removing  aging  or  cancer- 
ous cells.  What  are  the  changes  that  de- 
stroy the  body’s  ability  to  remove  cancer 
cells  within  it?  The  equilibrium  between 
cancer  cell  and  body  defense  can  be 
swayed  by  certain  environmental  factors 
within  the  body ; cancer  of  the  postrate 
seems  to  need  some  type  of  androgenic 
stimulation  to  grow,  and  is  depressed  by 
its  absence  or  the  presence  of  estrogens. 
The  inverse  is  true  of  certain  breast  can- 
cers— they  thrive  when  they  are  exposed 
to  estrogens. 

Similar  cancers  seem  to  have  different 
biological  behavior.  Why  do  some  cancers 
metastasize  when  the  original  growth  is 
very  small  and  others  metastasize  only 
after  a long  period  of  growth  at  the  origi- 
nal site?  Physicians  frequently  find  mi- 
nute breast  cancers  at  the  limits  of  pal- 
pable detectability  that  have  already 
spread  to  bone,  liver,  lung,  and  elsewhere. 
It  appears  that  breast  tumors  which  have 
a fairly  clearly  defined  border  have  a 
much  better  cure  rate  than  when  the  can- 
cer has  an  ill  defined  border ; does  the 
body  try  to  wall  off  the  large  well  defined 
malignancy  which  metastasizes  late  and 
have  poor  defense  against  many  ill  defined 
strands  of  invading  cancer  in  the  indefi- 
nitely defined  growth? 

Early  detection  of  a poorly  “encapsu- 
lated” cancer  may  not  be  of  very  much 
help  in  effecting  a cure  by  present  day 
surgical  means,  and  by  the  same  token  a 
comparatively  late  surgical  excision  of  a 
cancer  with  a well  defined  border  may  re- 
sult in  a cure;  this  is  not  to  be  construed 
as  an  argument  against  the  early  detection 
and  removal  of  cancer,  but  an  example  of 
cancers  unpredictable  biological  behavior. 

Another  mystery  is  why  do  certain 
types  of  cancer  seem  to  originate  in  multi- 
ple foci  simultaneously?  Do  metaplastic 
islands  of  similar  tissue  suddenly  become 
cancerous  through  the  exposure  to  some 
modifying  agent?  In  glandular  organs  as 
the  pancreas,  multiple  islands  of  abnormal 
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epithelial  cells  are  occasionally  found  at 
autopsy;  perhaps  this  is  the  setting-  for 
subsequent  multiple  cancers  to  appear. 

In  the  literature  are  statistics  which 
tend  to  show  that  in  a person  having  one 
malignancy  there  is  a greater  chance  of 
getting  a second  new  type  of  malignancy 
than  a person  who  has  never  had  a malig- 
nancy. The  statistical  validity  of  this 
concept  has  recently  been  questioned  by 
some  eminent  oncologists.  If  it  is  a valid 
concept,  it  tends  to  promote  the  idea  that 
cancer  victims  have  less  resistance  to  ma- 
lignancy than  do  healthy  people. 

Even  cancer  detection  is  in  a compara- 
tively crude  stage  of  development.  Visual 
detection  or  palpation  implies  a growth  of 
a size  which  could  easily  have  already 
metastasized.  Then,  too,  some  cancers  are 


in  locations  not  visible  to  X-ray  or  palpa- 
ble. Many  cancers  of  the  gut  grow  away 
from  the  lumen  and  cannot  be  seen  as  an 
obstruction  to  the  column  of  barium ; dis- 
covery is  made  when  the  tumor  spreads 
or  gets  large  enough  to  be  palpable.  Occa- 
sionally, lung  cancers  of  small  size  that 
should  be  visible  on  ordinary  six  ft.  chest 
films  are  found  by  laminograms  or  at 
thoracotomy.  Sarcomas  of  the  posterior 
parietal  wall  may  grow  and  spread  enor- 
mously while  giving  no  outward  clues  ex- 
cept weight  loss,  debility,  and  fever.  Early 
detection  of  cancer  is  not  always  possible 
and  even  if  accomplished  does  not  insure 
a cure. 

Cancer  research  is  a problem  with  many 
facets.  It  is  almost  public  enemy  No.  1 in 
every  sense. 
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MEDICINE  IN  THE  NEWS 


“Medical  Schools  Need  Varied  Incomes” 

A gathering  of  top  business  executives 
with  an  interest  in  medicine  heard  Dr. 
Ward  Darley  make  a plea  for  balance  and 
diversification  in  sources  of  medical 
school  income. 

Speaking  before  the  Council,  Dr.  Darley 
warned  that  medical  schools  should  not 
and  cannot  be  dependent  upon  a single 
source  of  income  for  operating  purposes. 
Citing  the  various  sources,  Dr.  Darley 
noted  that  income  now  comes  from  tuition, 
endowment,  non-government  grants  for 
unrestricted  purposes,  governmental 
grants  for  teaching  and  training,  research 
overhead,  state  appropriations,  general 
university  funds,  payments  from  hospitals 
and  clinics,  and  income  from  medical  serv- 
ice plans.  “Without  proper  diversification 
and  balance,  the  stability  and  independ- 
ence of  medical  education  will  be  in  jeop- 
ardy,” he  said. 


Dr.  Hyde  Named  Director 
Of  New  AAMC  Division 

The  AAMC  has  chosen  a world  health 
authority  to  head  its  new  Division  of  Inter- 
national Medical  Education.  He  is  Dr. 
Henry  van  Zile  Hyde,  assistant  to  the  Sur- 
geon General  for  International  Health  and 
chief  of  the  Division  of  International 
Health,  U.  S.  Public  Health  Service.  Dr. 
Hyde  will  assume  his  new  duties  this 
month. 

In  his  new  position.  Dr.  Hyde,  55,  will 
be  responsible  for  the  development  and  op- 
eration of  the  division,  which  is  being 
established  at  the  AAMC  office  with 
funds  provided  by  the  Rockefeller  Foun- 
dation. 

The  new  director  received  his  medical 
degree  from  Johns  Hopkins  University 
School  of  Medicine  and  has  served  on  the 
faculties  of  the  Universities  of  Rochester 
and  Syracuse,  Albany  Medical  College  and 
the  Schools  of  Public  Health  at  Harvard 
and  Johns  Hopkins. 

Hyde  has  been  the  U.  S.  member  of  the 
Executive  Board  of  World  Health  Organi- 
zation since  its  inception,  having  been  ap- 
pointed by  Presidents  Truman,  Eisen- 
hower, and  Kennedy.  He  continues  to  hold 


this  position.  He  has  also  been  a member 
of  the  U.  S.  Delegation  to  each  of  the  14 
World  Health  Assemblies  of  the  WHO. 

The  new  division  is  being  established  to 
promote  interest  in  international  coopera- 
tion in  medical  education ; develop  a coor- 
dinated plan  to  assist  various  agencies  in 
the  recruitment  of  American  faculty  for 
service  abroad ; assist  overseas  faculty  to 
locate,  on  a protem  basis,  in  this  country, 
contribute  what  it  can  to  improved  educa- 
tional opportunities  for  foreign  graduates 
seeking  advanced  clinical  and  research 
training  in  the  U.  S. ; and  conduct  forums 
for  the  exchange  and  discussion  of  infor- 
mation and  ideas. 


Doctors  Have  Problem  Case  Clinic 

The  Arkansas  Academy  of  General 
Practice  in  cooperation  with  the  Univer- 
sity of  Arkansas  Medical  School  presented 
a problem  case  clinic  on  Gastrointestinal 
and  Infectious  Diseases  in  Warren.  This 
clinic  was  made  possible  by  a grant  from 
Lippincott’s  “Medical  Science”  magazine. 

The  Clinic  was  divided  into  two  parts. 
The  first  was  held  at  the  Bradley  County 
Memorial  Hospital  and  consisted  of  exami- 
nation and  discussion  of  patients  from  the 
Hospital.  Attending  doctors  were  asked  to 
discuss  some  of  their  own  problem  cases. 
The  second  part  was  held  at  the  Warren 
Country  Club  in  the  form  of  formal  lec- 
tures by  two  members  from  the  Univer- 
sity of  Arkansas  Medical  School,  Dr.  Ker- 
rison  Juniper  and  Dr.  Robert  Abernathy. 


“Booneville  Hospital  Construction 
Contract  Signed” 

The  last  obstacle  left  standing  in  the 
way  of  the  Booneville  Municipal  Hospital 
was  cleared  when  a contract  for  construc- 
tion of  the  22-bed  medical  facility  was 
signed  with  the  Manhattan  Construction 
Co.  of  Fort  Smith. 

Charles  I.  Evans,  chairman  of  the  City 
Hospital  Commission,  said  that  the  con- 
tract set  the  completion  date  at  240  calen- 
dar days  after  issuance  of  a work  order. 
Final  architectural  plans,  as  approved  by 
the  U.  S.  Public  Health  Service  and  the 
Arkansas  Board  of  Health  call  for  a mod- 
ern 13,000  sq.  ft.  brick  and  lightweight 
block  building  divided  into  six  single  and 
eight  double  patient  rooms.  In  an  emer- 
gency the  single  rooms  can  be  converted 
to  accommodate  two  beds,  increasing  the 
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total  patient  capacity  to  28. 

The  hospital  to  be  erected  on  a 5.51- 
acre  site  on  Highway  10  West,  will  include 
an  operating  room,  delivei'y  room,  emer- 
gency room.  X-ray  department,  laboratory 
and  a number  of  service  facilities.  All  are 
designed  to  meet  the  increased  demand  of 
any  reasonable  future  expansion. 


Hospital  May  Open  in 
December  in  Jacksonville 

The  Hospital  Commission  of  the  City  of 
Jacksonville  has  been  informed  that  the 
building  program  of  the  Rebsamen  Me- 
morial Hospital  is  progressing  so  rapidly 
that  plans  must  be  started  for  opening  the 
hospital.  The  Commission  has  decided  to 
follow  the  example  of  practically  every 
hospital  in  the  nation  and  is  offering  to 
dedicate  rooms  and  areas  of  the  hospital 
to  families,  businesses  and  individuals  who 
wish  to  contribute  to  furnish  these  areas. 
These  contributions  range  from  $100  to 
$1,000  depending  on  the  size  and  expense 
involved  in  furnishing  these  rooms.  Any- 
one interested  in  such  a contribution  who 
has  not  been  contacted  by  a member  of  the 
Hospital  Commission  may  do  so  by  calling 
anyone  on  the  Commission. 


Hospital  Administrator  Named 

Dr.  Thomas  Wortham,  chairman  of  the 
hospital  commission  of  Jacksonville,  an- 
nounced that  the  commission  has  hired  an 
administrator  for  the  new  facility,  which 
is  expected  to  open  in  December  or  Janu- 
ary. The  new  administrator  will  be  George 
Roth,  a native  of  Judsonia.  He  is  at  pres- 
ent the  Personnel  Director  of  Arkansas 
Baptist  Hospital  in  Little  Rock.  He  has 
served  as  Administrator  of  the  Hot 
Springs  County  Memorial  Hospital  and  as 
Administrator  of  the  Bradley  County  Me- 
morial Hospital. 


New  Doctor  at  Leachville 

Announcement  was  made  that  Dr.  G. 
Wayne  Taylor  joined  Dr.  T.  N.  Rodman 
in  the  operation  of  Rodman’s  hospital  at 
Leachville  on  July  10th.  Dr.  Taylor  is  a 
graduate  of  Manila  High  School  and  did 
his  pre-med  training  at  State  College  in 
Jonesboro  obtaining  his  degree  in  Medi- 
cine at  the  University  of  Arkansas  Medi- 
cal School  in  Little  Rock. 


The  new  physician  served  his  intern- 
ship in  the  Baptist  Hospital  in  Memphis 
where  he  took  special  training  in  X-ray 
work. 


Two  New  Doctors  Now  at  Hamburg 
Two  young  doctors  opened  their  prac- 
tice at  the  Hamburg  Clinic  filling  a great 
community  need  as  the  Clinic  has  been 
without  a doctor  since  Dr.  Frank  and  Dr. 
Mary  Dulaney  left.  These  doctors  are  Dr. 
Charles  Hicks  and  Dr.  Billy  J.  Jordan. 
Both  doctors  are  graduates  of  the  Univer- 
sity of  Arkansas  Medical  School. 


New  Doctor’s  Clinic  to  be  Erected 

Construction  began  at  Conway  for  a 
new  clinic  for  Dr.  Robert  L.  Taylor.  A 
contract  for  the  work  was  awarded  Con- 
Ark  Builders  of  Conway.  The  building,  to 
cost  $64,689,  is  to  be  located  on  the  south 
end  of  the  property  Dr.  Taylor  purchased 
from  the  Missouri  Pacific  Railroad  Com- 
pany about  three  years  ago.  The  building 
will  face  Parkway.  The  clinic  is  to  con- 
tain 4,000  square  feet  with  ample  space 
for  three  physicians’  offices  and  treat- 
ment rooms.  A pharmacy,  to  be  operated 
by  Dale  Palmer  also  will  be  included. 


Legislative  Auditors  Ponder 
Shortage  of  Doctors  in  State 

The  Legislative  Joint  Auditing  Com- 
mittee wondered  why  more  doctors 
weren’t  being  graduated  by  the  Univer- 
sity of  Arkansas  School  of  Medicine. 
“They  are  averaging  less  than  80  graduate 
doctors,”  commented  peppery  Senator  Roy 
S.  Milum  of  Harrison  during  a review  of 
the  Medical  Center  audit.  He  said  that 
the  costly  ($7,457,001)  facility  once  prom- 
ised to  turn  out  about  180  doctors  a year 
to  meet  shortages  and  needs  in  the  state. 

“They  say  that  their  standards  are 
high,”  explained  Representative  E.  L. 
Mosley  of  Ouachita  County.  “They  have 
to  be  to  meet  professional  standards.” 
“Are  their  standards  too  high  ?”  Milum 
asked. 

Later  Milum  inquired  whether  anyone 
was  suggesting  that  the  Center  was  “a 
closed  organization”  that  “didn’t  want  too 
many  doctors  available  on  the  market.” 
There  were  murmurs  of  denial  and  the 
subject  was  dropped. 
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Hospital  Gets  Mark  of  Sterling: 

Full  Accreditation 

Administrator  Bob  McCuistion  of  For- 
rest Memorial  Hospital  in  Forrest  City  has 
been  notified  that  the  hospital  has  been 
fully  accredited  for  the  next  three  years. 
He  received  a letter  from  the  Joint  Com- 
mission of  Accreditation  of  Hospitals  in 
Chicago,  Dr.  Kenneth  B.  Babcock,  direc- 
tor. What  it  means  to  the  public  is  this : 

1.  Assurance  of  a safe  and  sound  physi- 
cal building  with  maximum  precau- 
tion against  a fire. 

2.  No  exposure  to  communicable  dis- 
eases. 

3.  Excellent  facilities  and  equipment 
for  diagnosis  and  other  purposes. 

4.  Good  dietary  department,  drug 
room,  emergency  services,  and  medi- 
cal library. 

5.  A highly  qualified  medical  staff, 
with  surrounding  nursing,  technical 
and  service  personnel. 

6.  Maximum  protection  for  the  patient 
through  certain  procedures  for  care 
and  medical  records,  consultations, 
etc. 

The  Joint  Commission  on  Accreditation 
of  Hospitals  is  made  up  of  the  following: 
American  College  of  Physicians,  Ameri- 
can College  of  Surgeons,  American  Hos- 
pital Association  and  the  American  Medi- 
cal Association. 


State  Medical  Record  Group  Convenes 

Sister  Margaret  Vincent  Blanford,  ad- 
ministrator of  St.  Vincents  Infirmary,  ad- 
dressed the  annual  state  convention  of  the 
Arkansas  Association  of  Medical  Record 
Librarians  at  the  Arlington  Hotel  in  Hot 
Springs.  Her  topic  was  “Responsibility  of 
the  Medical  Record  Librarian  to  the  Ad- 
ministration of  the  Hospital”. 

Sister  Margaret  Vincent  Blanford  is  a 
graduate  of  the  Nazareth  School  of  Nurs- 
ing in  Lexington,  Kentucky  and  has  held 
her  present  position  since  1955.  She  is 
past  president  of  the  Arkansas  Conference 
of  Catholic  Hospitals  and  the  Little  Rock 
Hospital  Council.  She  was  selected  Woman 
of  the  Year  of  Greater  Little  Rock  for  1960. 

Another  speaker  was  Dr.  Thomas  M. 
Durham,  Jr.,  of  Hot  Springs,  widely- 
known  orthopedic  surgeon.  His  topic  was 
“Orthopedic  Nomenclature”. 


The  Month  in  Washington 

From  Washington  Office  AMA : 

Washington,  D.  C.  — The  American 
Medical  Association  opposed  three  major 
provisions  of  a bill  (S.  1552)  that  would 
greatly  increase  the  powers  of  the  federal 
government  in  regulation  of  the  ethical 
drug  industry. 

These  three  provisions  would  turn  over 
to  the  Department  of  Health,  Education 
and  Welfare  and  the  Food  and  Drug  Ad- 
ministration the  responsibility  for  (1)  re- 
laying of  drug  information  to  physicians, 

(2)  selecting  the  names  of  new  drugs,  and 

(3)  deciding  whether  a drug  is  of  value  in 
treating  human  ills. 

The  AMA  didn’t  take  a position  on  the 
bill  as  a whole  because  certain  of  its  pro- 
visions, “such  as  the  Sherman  Act  and 
patent  law  amendments,  are  outside  our 
area  of  competence.” 

Dr.  Hugh  H.  Hussey,  Jr.,  Chairman  of 
the  AMA’s  Board  of  Trustees  and  Dean 
of  Georgetown  University  (Washington, 
D.  C.)  School  of  Medicine,  was  the  chief 
AMA  witness  at  the  opening  of  hearings 
on  the  legislation  before  the  Senate  Anti- 
trust and  Monopoly  Subcommittee  headed 
by  Sen.  Estes  Kefauver  (D.,  Tenn.).  Dr. 
Hussey  was  accompanied  by  Dr.  Ernest 
B.  Howard,  Assistant  Executive  Vice 
President  of  AMA,  and  C.  Joseph  Stetler, 
AMA’s  General  Counsel. 

With  Congress  trying  for  adjournment 
by  about  Sept.  1 and  much  “must”  legis- 
lation still  to  be  acted  upon,  it  appeared 
highly  unlikely  that  Congress  would  com- 
plete action  on  the  drug  legislation  this 
year. 

Dr.  Hussey  reviewed  for  the  subcommit- 
tee AMA’s  70-year-record  of  taking  the 
lead  in  endorsing  legislation  designed  to 
insure  the  purity  of  drugs  and  food.  The 
AMA  carried  on  intensive  legislative  ef- 
forts in  the  field  and  “is  generally  credited 
with  being  one  of  the  major  forces  that 
brought  the  first  Pure  Food  and  Drug  Act 
into  being”  in  1906,  Dr.  Hussey  said. 

Dr.  Hussey  cited  these  AMA  aims  that 
“we,  as  physicians,  are  desirous  of 
achieving: 

“ — We  want  all  physicians  to  be  well- 
trained  and  fully  informed  on  all  aspects 
of  the  practice  of  medicine. 

“ — We  want  this  body  of  knowledge  and 
reservoir  of  skills  to  include  a high  degree 
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of  competence  in  the  selection  and  proper 
use  of  drugs. 

“ — We  want  a continuing  and  expand- 
ing flow  of  useful  drug  products  placed  at 
the  disposal  of  these  physicians.” 

Dr.  Hussey  pointed  out  that  the  AMA 
already  conducts  an  intensive  program  of 
informing  physicians  about  new  drugs  and 
that  this  program  is  now  in  process  of 
being  greatly  stepped  up. 

“The  medical  profession  believes  that 
the  education  of  physicians  is  the  respon- 
sibility and  prerogative  of  the  profession 
itself,”  he  said. 

Assigning  responsibility  for  selecting 
names  of  new  drugs  to  the  federal  govern- 
ment would  merely  be  duplication  of  the 
program  of  drug  nomenclature  which  has 
been  operated  for  many  years  by  the 
AMA  and  the  pharmaceutical  industry, 
Dr.  Hussey  declared.  This  program  also 
has  recently  been  refined  and  improved, 
and  will  continue  to  meet  the  need  for  an 
orderly  system  for  selecting  names  for 
new  drugs. 

In  the  final  analysis,  it  is  the  physician 
and  the  pharmacist  who  must  know  the 
non-proprietary  names  of  drugs,  he  said. 
These  two  professions  now  direct  this 
naming  process,  and  “we  do  not  believe 
the  responsibility  for  designating  and  re- 
vising names  should  be  assigned  to  a gov- 
ernmental agency,”  he  said. 

Regarding  determination  of  the  effi- 
cacy of  a new  drug.  Dr.  Hussey  said: 

“We  believe  that  only  the  physician  has 
the  knowledge,  ability  and  responsibility 
to  make  a decision  as  to  what  drug  is  best 
for  a particular  patient.  He  should  not  be 
deprived  of  the  use  of  drugs  that  he  be- 
lieves are  medically  indicated  for  his 
patient  by  a governmental  ruling  or  de- 
cision.” 

“Physicians  seek  to  treat  the  medical 
problems  of  individual  patients.  A physi- 
cian does  not  treat  ten  cases  of  hyperten- 
sion, he  treats  ten  individual  patients, 
each  of  whom  has  a medical  problem  he 
has  diagnosed  as  hypertension.  He  may 
find  that  the  same  dosage  of  the  same  form 
of  the  same  drug  will  be  efficacious  in 
each  and  all  of  his  ten  patients. 

“Or  he  may  find  that  one  or  more  of 
them  need  different  dosages,  or  different 
forms  of  this  same  drug.  He  may,  indeed, 
find  that  one,  two  or  three  of  them  are 
allergic  to  the  non-active  ingredients  used 
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in  this  brand  of  the  drug,  and  that  a dif- 
ferent brand,  with  other  non-active  ingre- 
dients, is  the  proper  answer. 

“Thus,  in  one  patient,  a specific  dosage 
of  a specific  drug  might  be  said  to  be 
efficacious.  While  in  another,  it  would  be 
described  as  totally  ineffective. 

“A  physician  can  be  told  many  things 
about  a drug,  including  its  chemistry,  its 
mode  of  action  and,  to  some  extent,  its 
toxic  properties.  But  he  must  .I’udge  its 
efficacy.” 


Doctors  Think  of  Building 

Little  Rock  doctors  are  quietly  discuss- 
ing a proposal  to  construct  their  own  of- 
fice building  on  a West  Side  site  from 
which  they  can  drive  at  boulevard  speeds 
to  the  major  hospitals. 

They  are  intrigued  by  the  experience  of 
a surprising  number  of  American  medical 
groups  which  have  organized  corporations 
to  erect  office  buildings  for  members  of 
their  professions. 

In  Little  Rock  it  is  likely  to  be  a sub- 
stantial venture.  The  plan  in  some  cities: 
Participating  doctors  pay  rent  to  their 
own  corporation,  which  ordinarily  pays 
tax  on  its  income,  after  depreciation,  in  a 
30  per  cent  tax  bracket.  The  income  after 
taxes  is  first  applied  against  the  mort- 
gage ; any  balance  is  invested  in  securities. 

Since  the  corporation  has  an  85  per  cent 
dividends-received  credit  and  a 30  per  cent 
tax  bracket,  the  net  levy  on  its  investment 
income  is  only  4.5  per  cent.  An  accumu- 
lation of  revenue  is  permissible  up  to 
$100,000,  and  even  more  when  it  is  in- 
vested in  other  real  estate. 

A doctor’s  interest  in  such  a corpora- 
tion can  be  a source  of  income  upon  his 
retirement,  leaders  of  the  group  say.  If 
they  decide  to  pay  slightly  more  “rent” 
than  needed  to  annual  obligations,  the 
extra  money  could  go  toward  retiring  the 
indebtedness  eventually,  instead  of  being 
distributed  currently  as  taxable  income  to 
the  doctors. 


Relationship  of  Expenditures  Derived  From 
Funds  “Restricted”  for  Specific  Programs 
To  Total  Expenditures  Derived  From  All 
Sources  in  1959  (44  Private  and  37  Public 
Four- Year  Medical  Schools) 

The  sources  of  financial  support  of  medi- 
cal colleges  readily  fall  into  two  categories : 
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RELATIONSHIP  OF  EXPENDITURES  DERIVED  FROM  FUNDS  "RESTRICTED  " FOR  SPECIFIC  PROGRAMS 
TO  TOTAL  EXPENDITURES  DERIVED  FROM  ALL  SOURCES  IN  1959 

(44  PRIVATE  AND  37  PUBLIC  FOUR-YEAR  MEDICAL  SCHOOLS) 


EXPENDITURES  DERIVED  FROM 
UNRESTRICTED  FUNDS 


EXPENDITURES  DERIVED  FROM  FUNDS  RESTRICTED  ' 

FOR  SPECIFIC  PROGRAMS  INCLUDING  RESEARCH 

(MILLIONS  OF  DOLLARS) 
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1.  Expenditures  derived  from  “unre- 
stricted” funds  which  the  medical  school 
can  use  in  any  way  it  sees  fit. 

2.  Expenditures  derived  from  funds 
granted  by  outside  agencies  that  are  “re- 
stricted” for  particular  purposes.  There  is 
no  fixed  relationship  between  the  expendi- 
tures for  these  programs  and  the  school’s 
over-all  expenditures.  But  in  attempting 
the  analysis  of  the  financing  of  medical 
education,  this  relationship  is  nevertheless 
important. 

Figures  1 and  2 on  the  opposite  page 
show  the  relationship  between  expenditures 
from  “restricted”  funds  and  expenditures 
derived  from  all  funds  for  the  fiscal  year 
1958-59.  The  presentation  is  made  sep- 
arately for  private  and  public  four-year 
schools. 

It  can  be  argued  that  some  “restricted” 
funds  support  programs  that  are  so  funda- 
mental to  the  primary  goals  of  the  medical 
college  that  they  can  be  considered  as  in- 
come for  “non-restricted”  activities.  For 
the  purposes  of  this  presentation,  how- 
ever, we  ai'e  considering  expenditures  from 
funds  that  are  restricted  in  any  way  for 
whatever  purpose  as  belonging  in  the  “re- 
stricted” category.  Included  are  Federal 
grants  restricted  for  teaching  and  training, 
endowment  income  restricted  for  libraries 
or  other  purposes,  as  well  as  all  funds  re- 
stricted for  research.  Presenting  expendi- 
ture data  in  this  way  frees  one  of  the  re- 
sponsibility of  exercising  judgment  as  to 
the  categorization  of  any  source  of  ex- 
penditure except  that  from  payments  for 
research  overhead.  Since  overhead  pay- 
ments are  to  help  compensate  the  medical 
school  for  administrative  and  other  indirect 
costs  of  research  and  since  the  indirect 
costs  of  all  medical  school  programs  must  be 
met  from  unrestricted  funds,  payments  for 
research  overhead  have  been  added  to  funds 
available  for  unrestricted  purposes. 

In  Figures  1 and  2 the  schools  are  ranked 
in  the  descending  order  of  magnitude  of  ex- 
penditures  from  “unrestricted”  funds. 
These  expenditures  are  shown  on  the  left 
side  of  the  chart.  For  each  school  the  cor- 
responding expenditures  from  “restricted” 
funds  are  shown  on  the  right.  Federal 
funds  are  shown  in  black.  The  percentage 
figures  indicate  the  relationship  between 
expenditures  derived  from  funds  “re- 
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stricted”  for  specific  programs  to  total  ex- 
penditures derived  from  all  sources. 

The  lack  of  uniformity  in  these  percent- 
age figures  is  readily  apparent.  P’or  the 
public  schools,  they  range  from  12 /t  to 
70%  ; the  over-all  percentage  is  40%-.  For 
the  private  schools,  the  range  is  from  17% 
to  71%  and  the  over-all  percentage  is  51%. 

In  view  of  the  added  costs  assumed  by 
the  medical  schools  in  the  administration 
of  “restricted”  funds,  the  wide  variation 
among  schools  in  the  proportion  of  “re- 
stricted” to  “non-restricted”  funds  could 
give  rise  to  the  question  of  optimum  limits 
in  the  proportion  of  expenditures  from 
“restricted”  funds  to  total  expenditures. 
Obviously  this  is  something  each  school 
must  decide  for  itself. 

Limitations  upon  the  use  of  funds  re- 
stricted to  specified  research  projects  em- 
phasize the  need  for  institutional  I’esearch 
grants  approved  by  the  last  Congress.  The 
latitude  provided  to  the  schools  in  deter- 
mining the  research  programs  which  are 
to  be  supported  by  these  institutional 
grants  will  permit  the  medical  schools  to 
better  coordinate  and  balance  their  re- 
search programs  and  will  also  permit  the 
schools  without  the  means  of  financing  re- 
search from  their  own  funds  to  set  up  the 
development  of  this  very  important 
activity. 

Siibmitfed  hi/  the  Division  of  Operational  Studies 

of  the  AAMC,  25S0  Ridge  Avenue,  Evanston, 

Illinois. 


ANNOUNCEMENTS 


ATS  Annual  Meeting 

The  American  Thoracic  Society  invites 
submission  of  abstracts  of  papers  relating 
to  the  general  field  of  tuberculosis  and 
other  respiratory  diseases  for  presentation 
at  its  57th  Annual  Meeting  to  be  held  in 
conjunction  with  that  of  the  National  Tu- 
berculosis Association  in  Miami  Beach, 
Florida,  May  20-23,  1962.  Abstracts  must 
be  in  the  hands  of  the  program  committee 
not  later  than  January  5,  1962.  Eight 
copies  should  be  submitted.  Each  abstract 
should  be  limited  to  300  words.  Further 
information  regarding  the  submission  of 
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abstracts  may  be  obtained  by  writing 
Asher  Marks,  M.D.,  Chairman  of  the  Med- 
ical Sessions  Committee,  American  Tho- 
racic Society,  1790  Broadway,  New  York 
19,  N.  Y. 

AAMC  72nd  Annual  Meeting 

Set  aside  November  13-15  and  plan  to 
attend  the  Association’s  72nd  Annual 
Meeting  at  the  Queen  Elizabeth  Hotel  in 
Montreal,  Canada.  And  those  of  you  who 
are  interested  in  attending  the  Medical 
School-Teaching  Hospital  Section  and 
Continuing  Group  on  Student  Affairs 
should  mark  your  calendars  for  Saturday 
and  Sunday,  November  11  and  12.  The 
Sunday  morning  session  of  the  Medical 
School-Teaching  Hospital  Section  will  deal 
with  the  administi'ative  relationships  be- 
tween medical  schools  and  their  affiliated 
hospital — thus  this  meeting  should  be  of 
particular  importance  to  medical  school 
administrators  as  well  as  deans  and  other 
medical  school  personnel  and  physicians. 

The  Association  will  again  be  host  to 
the  deans  from  Central  and  South  Amer- 
ica. Also  an  added  attraction  will  be  a 
tour  of  Montreal. 

“Urology  Award” 

The  American  Urological  Association 
offers  an  annual  award  of  $1,000  (first 
prize  of  $500,  second  prize  $300,  and  third 
prize  $200)  for  essays  on  the  result  of 
some  clinical  or  laboratory  research  in 
Urology.  Competition  is  limited  to  Urolo- 
gists who  have  been  graduated  not  more 
than  ten  years,  and  to  hospital  interns 
and  residents  doing  clinical  or  laboratory 
research  work  in  Urology.  Animal  re- 
search is  not  necessary. 

The  first  prize  essay  will  appear  on  the 
program  of  the  forthcoming  meeting  of 
the  American  Urological  Association,  to 
be  held  at  the  Bellevue-Stratford  Hotel, 
Philadelphia,  Pennsylvania,  Mav  14-17, 
1962. 

For  fall  particulars  write  the  Executive 
Secretary,  William  P.  Didusch,  1120  North 
Charles  Street,  Baltimore  1,  Maryland. 
Essays  must  be  in  his  hands  before  No- 
vember 15,  1961. 

The  Interstate  Postgraduate  Medical 
Association  of  North  America  Announces: 

“THE  SCIENTIFIC  ASSEMBLY”  to 
be  held  in  Cleveland,  Ohio — November 


13-16,  1961.  The  Co-Sponsor  is  the  Ohio 
Academy  of  General  Practice.  Features 
will  include  luncheons,  lectures,  color  tele- 
vision, demonstrations,  and  etc.  For  the 
ladies  there  will  be  a Hospitality  Tea,  Spe- 
cial Luncheon  with  Style  Show  by  Halle 
Brothers  and  an  illustrated  lecture  on 
“Oddity  in  Gems.”  Time  for  shopping  and 
the  theatre.  The  Annual  Dinner:  Illus- 
trated lecture  on  the  underwater  adven- 
tures of  Doctor  and  Mrs.  George  Crile, 
under  the  title,  “SUNKEN  SILVER”.  A 
program  all  will  thoroughly  enjoy!  Cost 
tax  deductible  as  part  of  educational  con- 
ference expense.  ACADEMY  CREDITS 
acceptable  for  a maximum  of  25  hours  of 
category  H,  credit  by  the  American  Acad- 
emy of  General  Practice.  All  details  on 
luncheons,  hotel  reservations,  etc.,  can  be 
secured  by  writing  Erwin  R.  Schmidt, 
M.D.,  Box  1109,  Madison  1,  Wisconsin. 

THIRTEENTH  POSTGRADUATE 
ASSEMBLY  IN  ENDOCRINOLOGY 
AND  METABOLISM 
Under  the  Co-Sponsorship  of 
The  Endocrine  Society  and 
The  National  Institutes  of  Health 
Bethesda,  Maryland 
October  2-6,  i961 

A comprehensive  review  of  clinical  en- 
docrine problems  and  current  research  ac- 
tivity in  these  areas  will  be  presented.  For 
further  information,  write  to:  Dr.  Roy 
Hertz,  National  Institutes  of  Health, 
Building  10,  Bethesda  14,  Maryland.  The 
fee  will  be  $100.00  for  physicians,  with  a 
reduction  to  $30.00  for  Residents  and  Fel- 
lows. Enrollment  limited  to  100. 

Dates  to  Remember 

Annual  meeting,  Arkansas  Academy  of 
General  Practice,  Little  Rock,  Arkan- 


sas   Oct.  11-12,  1961 

1961  Clinical  Meeting  AMA,  Denver,  Col- 
orado   Nov.  27-30,  1961 


Obituary 


Dr.  Walter  Eberle,  widely-known  local 
physician  of  Fort  Smith,  died  in  a local 
hospital  after  a short  illness.  Dr.  Eberle, 
74,  was  a veteran  of  the  first  World  War, 
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a member  of  the  Sebastian  County  Medi-  Foundation  to  receive  awards  from  11 
cal  Association  and  Arkansas  State  Med-  donors  at  Mayo  Foundation  House, 
ical  Association.  Dr.  Riggs  is  the  son  of  Mrs.  Byron  L. 

He  was  a native  of  Fort  Smith  and  a Riggs,  808  West  Grand,  Hot  Springs,  and 

graduate  of  Jefferson  Medical  School  in  the  late  Mr.  Riggs.  He  received  the  Post- 

Philadelphia,  Pa.,  and  Fort  Smith  High  graduate  Travel  Award  which  is  con- 

School.  He  had  practiced  medicine  in  ferred  for  high  achievement  in  internal 

Fort  Smith  for  some  50  years.  medicine. 


Dr.  Herman  L.  Brown,  member  of  the 
Arkansas  Medical  Society,  died  at  the  age 
of  53.  He  was  a resident  of  Little  Rock, 
and  the  funeral  was  held  at  Healey  & 
Roth.  Honorary  pallbearers  were  mem- 
bers of  the  Medical  Societies  of  Pulaski 
and  Hot  Spring  Counties.  Burial  was  at 
Roselawn  Memorial  Park. 


PERSONAL  AND  NEWS  ITEMS 


Dr.  Fred  Henker,  assistant  professor  of 
Psychiatry  at  the  University  of  Arkansas 
Medical  School,  was  the  speaker  at  the 
Annual  Dinner  Meeting  of  the  Sebastian 
County  Mental  Health  Association  at  Fort 
Smith.  Topic  of  his  speech  was  “Oppor- 
tunities and  Difficulties  Encountered  in 
Helping  People  with  Religious  and  Spir- 
itual Problems”. 

Dr.  Sam  J.  Kuykendall,  thoracic  sur- 
geon of  Little  Rock,  attended  the  Ameri- 
can College  of  Chest  Physicians  in  New 
York  City  in  June  where  he  was  taken 
into  Fellowship  in  the  society. 

Lloyd  E.  Gary,  M.D.,  is  entering  prac- 
tice under  the  specialty  of  Obstetrics  and 
Gynecology. 

Dr.  Bailey  Goes  to  Paris,  then  Madrid 
H.  A.  Ted  Bailey,  Jr.,  M.D.,  attended 
the  International  Congress  of  Ear,  Nose, 
and  Throat  in  Paris,  France  in  July  and 
also  attended  a meeting  in  Madrid,  Spain. 
This  was  an  International  Symposium  on 
Ear  Surgery  and  was  by  invitation  only. 

Dr.  Riggs,  Jr.  Receives  Award  from  Mayo 
Dr.  Byron  L.  Riggs,  Jr.,  a fellow  in 
medicine  of  the  Mayo  Foundation,  Roches- 
ter, Minn.,  is  one  of  19  fellows  of  that 


Alda  Collier  Honored  by  Medical  Society 

The  Columbia  County  Medical  Associa- 
tion honored  Miss  Alda  Collier  for  her 
many  years  service  as  a nurse  in  Colum- 
bia County. 

Held  at  Martel’s  Lakeside  Lodge,  the 
Society  recognized  Miss  Collier  for  her  44 
years  nursing  in  the  county.  She  began 
in  1917.  Since  1947  she  has  been  a nurse 
at  the  Magnolia  City  Hospital.  Dr.  Charles 
Weber,  president  of  the  Society,  presented 
Miss  Collier  with  a gold  charm  bracelet  in 
recognition  of  her  long  service  and  for  her 
outstanding  service  to  the  doctors.  Miss 
Collier  is  retiring  from  the  nursing  pro- 
fession. 

Dr.  Tate  Named  to  AMA  50-Year  Club 

Dr.  A.  B.  Tate  of  Russellville  has  been 
named  to  membership  in  the  American 
Medical  Association’s  50-year  club.  The 
honor  bestowed  on  Dr.  Tate  recognizes 
physicians  associated  actively  with  the 
practice  of  medicine  for  50  years  or  more. 

Doctor  Honored  at  Bentonville 

Dr.  R.  M.  Atkinson,  local  physician  and 
surgeon,  was  advanced  to  an  associate 
member  of  the  International  College  of 
Surgeons  at  the  regular  meeting  of  the 
convocation  of  the  organization  in  Chi- 
cago. The  International  College  of  Sur- 
geons is  a worldwide  organization  of 
surgeons  with  membex's  in  most  of  the 
civilized  countries  of  the  world.  Dr.  At- 
kinson has  been  a member  of  the  organi- 
zation since  1947. 

Physician  Honored  at  Dinner  Meeting 

A surpi'ise  dinner  was  held  for  Dr.  Ai’- 
nold  of  Prairie  Gi’ove  at  the  City  Cafe  in 
Prairie  Grove  by  the  Washington  County 
Medical  Assistants.  Guests  wei’e  Dr.  and 

Mrs.  Sidney  Arnold  and  Dr.  and  Mrs.  Jeff 
Baggett. 

A speech  thanking  Dr.  Aimold  for  his 
two  years  as  advisor  for  the  gi’oup  was 
made  by  Mrs.  Johnnie  Harness  and  a gift 
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of  appreciation  from  the  group  was  pre- 
sented by  Mrs.  Nona  Allen. 

Ft.  Smith  Man  First  to  Graduate 
Under  Dr.  A.  S.  Garnett  Scholarship 

Dr.  Jerry  A.  Leazure  of  Fort  Smith  was 
the  first  student  to  graduate  from  the  Uni- 
versity of  Arkansas  School  of  Medicine, 
Little  Rock,  under  the  scholarship  of  the 
Dr.  Algernon  Sidney  Garnett  Memorial 
Fund. 

The  Fund  was  established  in  memory  of 
Dr.  Garnett,  a pioneer  Hot  Springs  phy- 
sician, four  years  ago  by  Mrs.  E.  S.  Gar- 
nett of  Little  Rock  and  Camden,  widow  of 
E.  S.  Garnett,  son  of  the  late  Dr.  A.  S. 
Garnett. 

Strict  Rules  for  Hospital  Visitors 

The  Pulaski  County  Medical  Society  has 
opened  a campaign  to  cut  down  on  the 
number  of  visitors  to  patients  in  hospi- 
tals. The  new  rules  which  went  into  effect 
August  1 are: 

1.  Visiting  hours  3 to  4:30  and  7 to 
8:30  in  the  evening. 

2.  Visitors  must  check  in  at  a registra- 
tion desk  which  each  hospital  has 
set  up  in  its  lobby.  At  the  desk, 
tickets  allowing  two  visitors  at  a 
time  will  be  issued.  The  tickets  must 
be  returned  when  the  visitors  leave. 

3.  No  visitors  under  14  years  of  age 
are  allowed. 

4.  One  member  of  the  family  of  a pa- 
tient is  allowed  to  stay  with  certain 
patients — women  in  labor,  children 
under  14,  surgical  patients  in  the 
first  24  hours  after  surgery,  and 
critically  ill  patients.  To  stay  over- 
night with  a patient,  a visitor  must 
have  permission  from  the  nursing 
supervisor  on  that  floor. 

5.  Note  paper  for  messages  is  furnished 
visitors  who  arrive  before  or  after 
visiting  hours.  The  messages  are  de- 
livered promptly  to  the  patient. 

AMA  Breakfast  Sponsored 
By  Arkansas  Medical  Society 

Mary  Shelton  and  George  Stinson  of 
Camden  furnished  the  program  at  the  Ar- 
kansas Breakfast  in  the  Gold  Ballroom  of 
the  Statler-Hilton  Hotel  in  New  York  City 
Monday,  June  26th.  This  breakfast  was 
sponsored  by  the  Arkansas  Medical  So- 
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ciety  as  the  opening  event  of  the  annual 
convention  of  the  American  Medical  Asso- 
ciation which  had  a total  registration  of 
around  50,000  people  and  was  known  as 
the  greatest  medical  show  on  earth.  The 
breakfast  was  attended  by  the  officers  and 
members  of  the  House  of  Delegates  of  the 
American  Medical  Association  as  well  as 
the  executive  secretaries  of  all  state  medi- 
cal associations  and  many  special  guests 
making  a total  of  300  leading  people. 

Dr.  John  Miller  Back  from  Panama 

Dr.  John  Miller,  physician  from  Ste- 
phens, returned  from  two  weeks  of  medi- 
cal and  surgical  service  among  the  primi- 
tive San  Bias  Indians  of  Panama. 

This  mission  was  jointly  sponsored  by 
the  Home  Mission  Board  and  the  Brother- 
hood Commission  of  the  Southern  Baptist 
Convention. 

Dr.  Miller  donated  his  services  and  his 
expenses  were  paid  by  the  local  First  Bap- 
tist Church.  This  was  his  second  trip  to 
work  among  these  people,  the  first  having 
been  in  1959. 


Contributors  to  the  American  Medical 
Education  Foundation  from  the  State  of 


Arkansas  during  May  1961: 

Frank  Clark,  El  Dorado $ 5.00 

Ellery  C.  Gay,  Little  Rock 25.00 

Mrs.  G.  Landers,  El  Dorado  6.00 

Woman’s  Aux.  to  the  Ark.  Med.  Soc.  22.50 
Bowie-Miller  Co.  Woman’s  Aux.  . _ 25.00 

Independence  Co.  Woman’s  Aux 2.50 

Past  Presidents  of  Medical  Aux.  ^ 14.00 

Pope-Yell  County  Medical  Aux 5.00 

Union  County  Medical  Auxiliary  _ 13.50 


$118.50 


Proceedings  of  Societies 


Arkansas  Medical  Society 
Fort  Smith,  Arkansas 
Dear  members  of  the 
Arkansas  Medical  Society: 

This  is  a report  of  your  president  on 
the  Arkansas  Breakfast  for  the  House  of 
Delegates  at  the  annual  AMA  meeting  in 
New  York  City. 

The  breakfast  was  well  attended.  I un- 
derstand there  were  294  present.  About 
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I)r.  R.  B.  Robins  introduces  Mr.  George  Stinson,  Vice  I’resident  of  the  National  Steel  Company, 
principal  speaker  at  the  Arkansas  Breakfast  in  the  Statler-Hilton  Hotel,  New  York  City,  .lune  26th. 
The  breakfast  is  an  annual  affair  given  by  the  Arkansas  Medical  Society  for  members  of  the  House 
of  Delegates  of  the  American  Medical  Association,  the  Board  of  Trustees,  and  Executive  Secretaries 
of  the  State  Associations.  294  persons  attended. 


24  of  these  were  from  Arkansas. 

Breakfast  began  with  the  singing  of 
“God  Bless  America”  led  by  Mr.  and  Mrs. 
Bill  Shelton.  The  invocation  was  given 
by  our  own  Dr.  L.  H.  McDaniel.  A brief 
address  of  welcome  was  given  by  your 
president  and  the  guests  at  the  head  table 
were  introduced  by  delegates,  Dr.  Kolb 
and  Dr.  Richardson. 

Dr.  R.  B.  Robins  then  introduced  Mrs. 
Shelton,  an  accomplished  musician  and 
entertainer,  who  gave  a very  entertaining 
forty-five  minutes  of  song  and  recita- 
tions. 

Dr.  Robins  then  introduced  Mr.  George 
Stinson  who  was  reared  in  Camden  and 
is  now  Vice-President  and  Secretary  of 
the  National  Steel  Corporation.  Mr.  Stin- 
son gave  a very  interesting  and  thought- 
inspiring  talk,  stressing  the  return  to  the 
fundamental  principles  that  this  country 
was  built  upon.  Each,  Dr.  Askey,  Presi- 
dent of  the  AMA,  and  Dr.  Norman  Welch, 
Speaker  of  the  House  of  Delegates,  spoke 
briefly  to  the  group.  It  was  interesting 
to  me  the  interest  shown  by  the  members 
of  the  House  of  Delegates  in  the  Arkansas 
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Breakfast.  It  is  the  outstanding  social 
function  for  the  House  of  Delegates. 
Many  stopped  to  congratulate  me  and  the 
Arkansas  group  on  this  breakfast  ex- 
pressing their  enjoyment  and  pleasure 
and  their  looking  forward  to  this  function 
each  year.  I attended  the  50  Year  Club 
breakfast  Tuesday  morning.  As  most  of 
you  know  this  club  was  started  by  Dr. 
J.  H.  McCurry  of  Cash,  Arkansas.  It  was 
well  attended  with  about  forty  members 
present.  Dr.  McCurry  was  next  to  the 
eldest  doctor  there  and  the  most  active  of 
them  all.  He  desires  all  the  help  we  can 
give  him  in  building  this  organization.  I 
must  say  that  being  a delegate  to  the 
AMA  is  a big  job.  There  were  over  100 
resolutions  referred  to  10  reference  com- 
mittees who  worked  long  hours  passing 
on  these.  The  exhibits  at  the  Coliseum 
were  excellent,  in  fact  one  could  not  get 
around  to  see  all  of  them  in  one  day.  The 
displays  covered  three  floors  of  the  coli- 
seum. I did  not  get  around  to  sightseeing 
while  in  New  York  as  I left  Wednesday 
afternoon  at  3:45  p.m.  for  home. 

For  those  of  you  who  have  never  at- 
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tended  the  AMA  meeting  let  me  recom- 
mend that  you  start  making  plans  to 
attend  next  year  when  it  meets  in  Chi- 
cago. I,  too,  recommend  that  you  make  a 
special  effort  to  attend  the  House  of  Dele- 
gates and  see  the  work  that  is  done  by 
these  dedicated  men  in  your  behalf  to  im- 
prove the  medical  profession  and  welfare 
of  the  health  care  of  our  country. 
Respectfully, 

William  A.  Snodgrass,  Jr.,  M.  D. 
President,  Arkansas  Medical  Society 


Harris  New  Medical  Society  Secretary 

Paul  Harris  has  become  executive  secre- 
tary of  the  Pulaski  County  Medical  Soci- 
ety. He  is  the  first  full-time  employee  of 
the  organization. 

Dr.  John  W.  Smith,  society  president, 
said  a full-time  secretai’y  to  handle  the 
growing  affairs  of  the  organization  has 
become  necessary  because  of  the  vital  role 
it  plays  in  the  health  of  Pulaski  County 
and  the  state. 

Harris,  field  representative  and  direc- 
tor of  the  State  Christmas  Seal  Cam- 
paign for  the  Arkansas  Tuberculosis  Asso- 
ciation the  past  4'/_)  years,  also  has  been 
on  the  staff  of  the  Pulaski  County  Tuber- 
culosis Association  for  eight  years.  He  is 
a native  of  Lonoke  County. 


Medical  Society  Holds  District  Meet 

The  members  of  the  4th  Councilor  Dis- 
trict (Southeast  Arkansas)  of  Arkansas 
Medical  Society  met  at  the  Jefferson  Hos- 
pital in  Pine  Bluff.  A dinner  followed  by 
a scientific  study  was  attended. 

Dr.  A.  G.  Sullenberger  of  Pine  Bluff 
announced  the  speakers:  Dr.  H.  A.  Crane, 
Dr.  J.  W.  James,  Dr.  A.  K.  Pollard,  and 
Dr.  T.  E.  Townsend,  all  of  Pine  Bluff.  Dr. 
Sullenberger  is  president  of  the  4th  Coun- 
cilor District.  Dr.  H.  W.  Thomas  of  Der- 
mott  and  Dr.  T.  E.  Townsend  of  Pine 
Bluff  are  Councilor  representatives  to  the 
State  Society. 


Actions  of  the  House  of  Delegates 
AMA— June  24-30,  1961 

Osteopathy,  medical  discipline,  commu- 
nications, surgical  assistants,  drug  legis- 
lation, general  practice  residencies,  rela- 
tions with  allied  health  professions  and 
services,  and  poliomyelitis  vaccine  were 
among  the  major  subjects  covered  by  115 
resolutions  and  28  reports  acted  upon  by 


the  House  of  Delegates  at  the  AMA  110th 
Annual  Meeting  held  June  25-30  in  New 
York  City. 

Dr.  George  M.  Fister  of  Ogden,  Utah, 
member  of  the  AMA  Board  of  Trustees, 
was  named  president-elect  of  the  Associa- 
tion. Dr.  Fister  will  become  president  at 
the  June,  1962,  annual  meeting  in  Chi- 
cago. 

The  AMA  1961  Distinguished  Service 
Award  was  voted  to  Dr.  Walter  H.  Judd 
of  Minneapolis,  physician  and  member  of 
Congress,  for  his  contributions  as  a medi- 
cal missionary,  humanitarian  and  states- 
man devoted  to  world  peace. 

Total  registration  with  half  a day  of 
the  meeting  still  remaining,  reached 
56,315,  including  22,682  physicians. 

Osteopathy 

In  considering  a report  of  the  Judicial 
Council  and  three  resolutions  on  the  sub- 
ject of  osteopathy,  the  House  of  Delegates 
agreed  with  the  intent  of  the  report  and 
resolutions,  but  instead  adopted  the  fol- 
lowing statement  of  AMA  policy: 

“1.  There  can  never  be  an  ethical  rela- 
tionship between  a doctor  of  medicine  and 
a cultist. 

“2.  There  can  never  be  a majority 
party  and  a minority  party  in  any  sci- 
ence ; there  cannot  be  two  distinct  sciences 
of  medicine. 

“3.  Recognition  should  be  given  to  the 
transition  presently  occurring  in  osteop- 
athy. 

“4.  It  is  appropriate  for  the  AMA  to  re- 
appraise its  application  of  policy  regarding 
relationships  with  doctors  of  osteopathy. 

“5.  Policy  should  now  be  applied  indi- 
vidually at  state  level  according  to  the 
facts  as  they  exist.” 

Medical  Discipline 

In  a major  move  designed  to  strengthen 
the  profession’s  disciplinary  mechanisms, 
the  House  approved  the  conclusions  and 
recommendations  of  the  Medical  Discipli- 
nary Committee  with  only  three  word 
changes.  The  committee  report  concluded 
with  a recommendation  that  “American 
medicine  at  the  national,  state  and  local 
level,  maintain  an  active,  aggressive  and 
continuing  interest  in  medical  disciplinary 
matters  so  that,  by  a demonstration  of  good 
faith,  medicine  will  be  permitted  to  con- 
tinue to  discipline  its  own  members  when 
necessary.” 
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Communications 

Acting  upon  four  resolutions  related  to 
the  Association’s  public  relations  pro- 
gram, the  House  adopted  a substitute  reso- 
lution directing  the  Speaker  of  the  House 
of  Delegates  to  name  seven  elected  mem- 
bers of  the  House  as  a special  committee 
“to  study  and  continually  advise  the  Board 
of  Trustees  on  the  broad  planning  and  co- 
ordination of  all  phases  of  communica- 
tions of  the  AMA,  so  that  the  public  and 
the  members  of  the  medical  profession  are 
properly  and  adequately  advised  of  the 
policies  and  concern  of  the  medical  pro- 
fession w'ith  respect  to  all  phases  and  as- 
pects of  medical  care  for  all  people.” 

Surgical  Assistants 

In  considering  a Board  report  and  two 
resolutions  of  the  subject  of  surgical  as- 
sistant’s fees,  the  House  approved  the  fol- 
lowing five  basic  principles  developed  by 
the  Judicial  Council  and  the  Council  of 
Medical  Service: 

“1.  Each  member  of  the  AMA  is  ex- 
pected to  observe  the  Principles  of  Medical 
Ethics  in  every  aspect  of  his  professional 
practice. 

“2.  Each  doctor  engaged  in  the  care  of 
the  patient  is  entitled  to  compensation 
commensurate  with  the  value  of  the  serv- 
ices he  has  personally  rendered. 

“3.  No  doctor  should  bill  or  be  paid  for 
a service  which  he  does  not  perform. 

“4.  It  is  ethically  permissible  for  a sur- 
geon to  employ  other  physicians  to  assist 
him  in  the  performance  of  a surgical  pro- 
cedure and  to  pay  a reasonable  amount 
for  such  assistance.  This  applies  whether 
or  not  an  assisting  physician  is  the  refer- 
ring doctor  and  whether  he  is  on  a per- 
case  or  full-time  basis.  The  controlling 
factor  is  the  status  of  the  assisting  phy- 
sician. 

“5.  Under  all  other  circumstances 
where  services  are  rendered  by  more  than 
one  physician,  each  physician  should  sub- 
mit his  own  bill  of  the  patient  and  be 
compensated  separately.” 

Efficacy  of  Drugs 

The  House  strongly  endorsed  a Board 
report  which  pointed  out  the  problems 
that  would  result  from  Amending  the 
Food,  Drug  and  Cosmetic  Act  to  authorize 
the  Food  and  Drug  Administration  to  de- 


termine the  efficacy,  as  well  as  the  safety, 
of  a prescription  drug  prior  to  the  ap- 
proval of  a new  drug  application. 

(ieneral  Practice  Residencies 

Eight  resolutions  were  introduced  on 
the  subject  of  creating  new  two-year  resi- 
dency training  programs  in  general  prac- 
tice. The  House  agreed  that  there  appeai-s 
to  be  a need  for  such  programs  for  those 
individuals  who  desire  more  experience  in 
obstetrics  and  surgery  than  may  be  avail- 
able in  the  currently  existing  Family 
Practice  Program. 

Relations  with  Other  Health 
Professions  and  Services 

The  House  considered  a report  and  12 
resolutions  dealing  with  various  aspects  of 
medicine’s  relationships  with  allied  health 
professions  and  services,  including  optom- 
etry. They  accepted  a suggestion  for  es- 
tablishment of  a new  Commission  to 
Coordinate  the  Relationships  of  Medicine 
with  Allied  Health  Professions  and  Serv- 
ices. It  will  be  composed  of  seven  mem- 
bers appointed  by  the  Speaker  of  the 
House. 

Polio  Vaccine 

The  House  approved  a report  by  the 
Council  on  Drugs  on  the  present  status  of 
poliomyelitis  vaccination  in  the  U.  S.  and 
urged  that  it  be  made  available  to  all  phy- 
sicians through  the  most  effective  commu- 
nications media.  The  report  provides  the 
practicing  physician  with  a reliable  series 
of  answers  to  the  many  questions  which 
will  arise  during  the  change-over  from 
Salk  vaccine  to  oral  vaccine. 

Miscellaneous  Actions 

The  House  approved  the  “Guides  to 
Physician  Relationships  with  Medical 
Care  Plans.” 

The  House  reaffirmed  its  support  of  the 
Kerr-Mills  program  for  the  needy  and 
near-needy  aged  and  its  opposition  to  any 
legislation  of  the  King-Anderson  type. 

The  House  approved  a markedly  ex- 
panded drug  information  program  submit- 
ted by  the  Board  of  Trustees  and  the 
Council  on  Drugs. 

The  House  adopted  the  final  report  of 
the  Special  Study  Committee  of  the  Coun- 
cil on  Medical  Education  and  Hospitals 
and  recommended  that  copies  be  sent  to 
all  medical  school  deans  in  the  United 
States. 
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The  House  decided  to  hold  the  1963 
Clinical  Meeting  in  Portland,  Oregon,  in- 
stead of  Las  Vegas,  Nevada,  as  recom- 
mended by  the  Board. 

The  House  approved  a plan  by  the  new 
AMA  Department  of  International  Health 
to  cooperate  in  the  recruitment  of  volun- 
teer physicians  for  emergency  medical 
service  in  foreign  mission  fields. 

The  House  agreed  to  an  increase  of  $20 
in  the  annual  AMA  membership  dues  to 
be  implemented  over  a period  of  two 
years:  $10  on  January  1,  1962  and  $10 
additional  on  January  1,  1963. 

The  House  discontinued  the  Associa- 
tion’s General  Practitioner  of  the  Year 
award. 

The  House  opposed  legislative  and  ad- 
ministrative mandates  which  would  com- 
pel physicians  to  prescribe  drugs,  or 
require  pharmaceuticals  to  be  sold  by 
generic  names  only. 

The  House  reaffirmed  the  Association’s 
opposition  to  compulsory  inclusion  of  phy- 
sicians under  the  Social  Security  system. 

The  House  urged  immediate  legislation 
that  will  provide  strong  economic  motiva- 
tion for  the  construction  and  maintenance 
of  fallout  shelters. 

The  House  disapproved  two  resolutions 
which  would  have  discontinued  the  scien- 
tific activities  at  the  Clinical  Meeting. 

The  House  urged  immunization  cam- 
paigns against  both  tetanus  and  influenza. 

The  House  asked  state  and  county  medi- 
cal societies  to  give  full  support  to  the 
First  National  Congress  on  Medical 
Quackery  to  be  jointly  sponsored  next  Oc- 
tober 6-7  in  Washington,  D.  C.  by  the 
AMA  and  the  Food  and  Drug  Adminis- 
tration. 


The  regular  session  of  the  Arkansas  Ra- 
diological Society  has  elected  the  follow- 
ing officers,  their  term  expiring  April  23, 
1962: 

President — Dr.  Joseph  A.  Norton,  843 
Donaghey  Building,  Little  Rock,  Ark., 
FR  6-1814. 

Vice  President — Dr.  Joe  B.  Scruggs,  Jr., 
Arkansas  Baptist  Hospital,  Little  Rock, 
Ark.,  FR  4-3351. 

Secretary-treasurer — Dr.  Charles  An- 
derson, IIO8I/0  Poplar,  Pine  Bluff,  Ark., 
JE  4-8651. 

Councilor — Dr.  Joseph  D.  Calhoun,  607 


Donaghey  Building,  Little  Rock,  Ark., 
MO  4-3824. 

Alternate  Councilor — Dr.  Ernest  A. 
Mendelsohn,  1500  Dodson,  Fort  Smith, 
Ark.,  SU  2-4092. 


STATEMENT  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 
Re:  H.R.  4222,  87th  Congress 
To  the  Ways  and  Means  Committee 
U.  S.  House  of  Representatives 
by  J.  J.  Monfort,  M.D. 

Mr.  Chairman  and 
Members  of  the  Committee: 

The  Arkansas  Medical  Society  appre- 
ciates this  opportunity  to  express  its  views 
on  H.R.  4222.  I am  Doctor  J.  J.  Monfort 
of  Batesville,  Arkansas,  where  I have 
practiced  medicine  for  twenty-five  years. 
I am  past  president  of  my  county  medical 
society,  and  a former  member  of  the  Coun- 
cil of  the  Arkansas  Medical  Society  for  my 
district.  For  several  years  I served  as  sec- 
retary of  the  State  Medical  Society  and  I 
am  its  immediate  past  president.  I am  in 
the  private  practice  of  medicine,  limiting 
my  work  to  surgery.  I am  a member  of 
the  American  College  of  Surgeons  and  the 
American  Academy  of  General  Practice. 

The  Arkansas  Medical  Society  is  com- 
prised of  1,260  individual  physicians  in  six- 
ty county  medical  societies.  There  are  ap- 
proximately 1,500  licensed  M.D.’s  in  the 


Left:  Congressman  Wilbur  Mills.  Right:  J.  J. 
Monfort,  M.D. 
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State,  so  our  organization  represents  84% 
of  the  doctors  in  Arkansas. 

The  Society  was  organized  in  1875,  and 
its  original  purposes,  unchanged  to  this 
day,  are: 

1.  To  extend  medical  knowledge  and  ad- 
vance medical  science; 

2.  To  elevate  the  standard  of  medical  edu- 
cation, and  to  secure  the  enactment 
and  enforcement  of  just  medical  laws; 

3.  To  promote  friendly  intercourse  among 
physicians ; 

4.  To  guard  and  foster  the  material  inter- 
ests of  its  members  and  to  protect  them 
against  imposition ; 

5.  To  enlighten  and  direct  public  opinion 
in  regard  to  the  great  problems  of  State 
Medicine,  so  that  the  profession  shall 
become  more  capable  and  honorable 
within  itself,  and  more  useful  to  the 
public  in  the  prevention  and  cure  of 
disease,  and  in  prolonging  and  adding 
comfort  to  life ; and 

6.  To  maintain  medical  ethics  and  to  se- 
cure compliance  with  the  art  of  medi- 
cal practice. 

The  first  medical  school  in  Arkansas 
was  started  in  1876  as  the  result  of  the 
Society’s  efforts  and  has  been  supported  by 
the  Society  through  countless  legislative 
battles  every  two  years  to  the  present. 
The  present  outstanding  University  of  Ar- 
kansas Medical  Center  in  Little  Rock  is  a 
direct  result  of  years  of  unremitting  work 
and  financial  and  time  expenditures  by  the 
Society  and  its  members.  The  State  Board 
of  Health  was  originally  formed  and  has 
been  supported  ever  since  by  the  Medical 
Society. 

The  State  Tuberculosis  Sanatarium  — 
with  one  of  the  best  records  in  the  nation 
— was  established  with  the  help  of  the 
Society.  The  State  Cancer  Commission, 
caring  for  medically  indigent  cancer  pa- 
tients and  conducting  cancer  discovery 
clinics  regularly  throughout  the  State,  has 
been  operated  for  many  years  by  members 
of  the  Society  without  any  charge  what- 
ever to  the  patient  or  the  State.  There  are 
innumerable  other  projects  of  the  Society, 
which  would  take  much  too  long  to  name. 
I think  I can  say  that  in  the  history  of  Ar- 
kansas there  has  been  no  worthy  under- 
taking for  the  health  of  the  people  that 
has  not  been  originated  by  the  medical 
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profession,  backed  by  it,  and  at  least  in 
some  measure  supported  financially  or  with 
free  professional  services.  Arkansas  doc- 
tors have  never  requested,  and  do  not  re- 
ceive, payment  from  the  Welfare  Depart- 
ment for  professional  services  to  welfare 
recipients. 

The  attitude  of  the  medical  profession 
in  Arkansas  has  always  been  that  medical 
care  is  as  personal  as  a thing  can  be  and 
it  is  a personal  responsibility  of  the  doc- 
tor and  the  patient  or  his  family,  or  com- 
munity, or  the  state.  Only  when  all  of  these 
break  down  is  there  any  need  for  outside 
help  and  interference.  We  favor  the  con- 
tinued operation  of  the  Kerr-Mills  Law  be- 
cause we  believe  it  comes  closer  to  taking 
all  of  these  things  into  consideration  than 
any  other  federal  legislation  which  could 
be  written.  Our  Society  favored  its  passage 
and  went  on  record  with  our  congressional 
delegation  to  that  effect.  When  the  law 
was  passed,  the  Council  of  the  Arkansas 
Medical  Society  formally  approved  it  and 
publicly  urged  the  state  government  to 
implement  the  law  in  Arkansas  as  expe- 
ditiously as  possible. 

As  is  so  often  the  case,  our  willingness 
to  do  something  had  to  be  matched  with 
money  to  do  it.  Accordingly,  when  our 
legislature  met  in  January,  we  campaigned 
with  its  members  to  appropriate  sufficient 
money  to  make  Kerr-Mills  effective  in  Ar- 
kansas. The  result  — with  the  OAA  and 
MAA  federal  matching  money  and  other 
funds  available — will  be  a 12  million  dollar 
program  in  Arkansas,  a state  with  a popu- 
lation of  only  one  million  seven  hundred 
thousand. 

The  plan  for  implementation  of  the  Kerr- 
Mills  legislation  in  the  State  of  Arkansas 
will  cover,  for  medical  care  purposes,  70,- 
000  people  in  addition  to  those  already 
covered  by  other  government  programs. 
It  is  anticipated  that  6,000  to  7,000  peo- 
ple per  month  will  receive  services  such 
as  nursing  home  care,  dental  care,  hos- 
pitalization, eye  care  and  physicians’ 
services. 

The  plan  outlines  payment  for  ten  days 
of  hospital  care  or  a maximum  of  thirty 
days  per  illness  in  one  hundred  and  eleven 
participating  hospitals  in  the  state.  It  au- 
thorizes payment  for  residents  in  out-of- 
state  hospitals.  The  State  Legislature  has 
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appropriated  two  million  dollars  for  the 
Medical  Aid  to  the  Aged  Program  and  in 
order  to  speed  the  implementation  of  the 
program,  the  State  Department  of  Welfare 
is  urging  all  who  are  eligible  to  establish 
their  eligibility  prior  to  illness  or  the  sub- 
mission of  claims  so  there  will  be  no  delay 
in  caring  for  these  patients.  The  Commis- 
sioner of  Welfare  states  that  there  are 
3,646  beds  in  licensed  nursing  homes  at 
the  present  time,  and  there  are  24  nursing 
homes  that  have  recently  opened,  are 
ready  to  open,  or  are  in  the  planning  stage 
as  Arkansas  prepai'es  to  implement  the 
Kerr-Mills  legislation. 

The  Arkansas  Medical  Society  has  sup- 
ported medical  and  hospitalization  insur- 
ance policies  for  people  over  65  and  these 
are  currently  available  in  our  state  by  Blue 
Cross-Blue  Shield  and  various  commercial 
insurance  companies. 

In  Arkansas  the  Bureau  of  Census  sta- 
tistics show  that  there  are  194,000  people 
age  65  and  over.  Of  this  number  103,600 
are  covered  by  social  security  and  37,265 
are  gainfully  employed.  55,300  persons 
are  receiving  Old  Age  Assistance;  among 
these  there  are  1,394  cases  of  hospitaliza- 
tion per  month  at  an  average  cost  of 
$133.09,  totaling  $2,226,269  for  the  year. 

The  total  nursing  home  population  in 
Arkansas  is  3,646.  As  of  June  1,  1961, 
2,487  of  these  were  public  assistance  cases. 
This  does  not  include  60  Aid  to  the  Blind 
cases  and  378  Aid  to  the  Permanently  Dis- 
abled cases. 

In  view  of  the  foregoing  activities  of 
the  State  of  Arkansas  in  providing  for  the 
Medical  Care  of  our  Aged,  we  feel  that  H.R. 
4222  will  not  furnish  any  care  needed  and 
not  provided  under  the  Kerr-Mills  Law. 
An  official  of  the  Arkansas  State  Depart- 
ment of  Welfare  states  unequivocally  that 
the  Kerr-Mills  Law  is  going  to  work  in 
Arkansas  and  that  it  will  adequately  cover 
the  medical  services  of  all  the  aged  citi- 
zens of  Arkansas  who  need  help. 

H.R.  4222  will  not  provide  for  36  to  38 
thousand  of  our  indigent  citizens  who  are 
currently  covered  under  the  Kerr-Mills 
legislation.  It  will  only  be  an  added  tax 
burden  on  a class  of  our  citizens  who  can 
least  afford  it.  The  majority  of  the  people 
in  my  area  are  self-employed  and  the  Social 
Security  tax  is  now  If  fhe  is 


increased,  it  will  work  a hardship  on  most 
of  these  people.  It  is  my  opinion  that  the 
situation  with  relation  to  health  care  of 
the  aged  in  Arkansas  does  not  justify  forc- 
ing our  aged  citizens  under  the  bureau- 
cratic control  set  up  by  the  King-Anderson 
Bill. 

In  conclusion,  the  Arkansas  Medical 
Society  feels  that  Social  Security  provision 
for  medical  care  is  unnecessary  in  caring 
for  our  older  citizens. 

We  appreciate  the  opportunity  that  you 
have  afforded  us  in  voicing  our  objection 
to  the  passage  of  H.R.  4222. 


New  Members  . . . 


Dr.  Charles  E.  Hicks  is  a new  member 
of  the  Ashley  County  Medical  Society.  He 
is  a native  of  Monticello  and  received  his 
preliminary  education  at  Hendrix  College 
from  which  he  received  a B.S.  degree.  He 
was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1960.  Dr. 
Hicks  served  an  internship  at  Arkansas 
Baptist  Hospital.  He  is  a general  practi- 
tioner with  the  Hamburg  Clinic  in  Ham- 
burg, Arkansas. 

A new  member  of  the  Ashley  County 
Medical  Society  is  Dr.  Billy  J.  Jordan.  He 
is  a native  of  Crossett,  Arkansas,  and  re- 
ceived his  preliminary  education  at  Cros- 
sett High  School.  He  was  graduated  from 
the  University  of  Arkansas  School  of 
Medicine  in  1960.  Dr.  Jordan  is  a general 
practitioner  with  the  Hamburg  Clinic  in 
Hamburg. 

The  Miller  County  Medical  Society  an- 
nounces that  Dr.  James  C.  Burroughs  has 
been  added  to  its  roster  of  members.  A 
native  of  Texarkana,  he  attended  the  Uni- 
versity of  Arkansas  from  which  he  re- 
ceived a B.S.  degree.  His  M.D.  degree  was 
received  from  the  University  of  Arkansas 
School  of  Medicine  in  1957.  Dr.  Bur- 
roughs is  a Pediatrician  with  his  office  at 
the  Smith  Clinic  in  Texarkana. 

Dr.  William  Thompson  Dungan  is  a new 

member  of  the  Pulaski  County  Medical 
Society.  He  is  a native  of  Little  Rock  and 
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received  his  preliminary  education  at  Van- 
derbilt University  from  which  he  received 
a B.S.  dejrree.  His  M.D.  decree  was  ob- 
tained from  the  Vanderbilt  Medical  School 
in  1954.  Dr.  Dunjran  is  an  assistant  Pro- 
fessor of  Pediatrics  at  the  University  of 
Arkansas  Medical  Center. 


Book  Reviews 


COMMUNICABLE  AND  INFECTIOUS  DIS- 
EASES, By  Franklin  H.  Top,  A.B.,  M.D.,  M.B.H., 
F.A.C.P.,  E.A.A.B.,  F.A.B.H.A.,  Professor  and 
Head,  Department  of  Hygiene  and  Preventive 
Medicine,  State  Liniversity  of  Iowa,  Iowa  City, 
Iowa;  Director,  University  Department  of 
Health,  and  Director,  Institute  of  Agricultural 
Medicine,  State  University  of  Iowa;  Consulting 
Director,  State  (of  Iowa)  Hygienic  Laboratories; 
Consultant  in  Infectious  Diseases,  LIniversity 
Hospital,  Iowa  City,  Iowa;  Consultant,  Commu- 
nicable Disease  Center,  U.  S.  Public  Health  Serv- 
ice, Atlanta,  Ga.;  formerly  Professor  of  Epidemi- 
ology, School  of  Public  Health,  and  Professor  of 
Pediatrics,  College  of  Medical  Sciences,  Univer- 
sity of  Minnesota,  Minneapolis,  Minn.;  formerly 
Clinical  Professor  of  Preventive  Medicine  and 
Public  Health,  Wayne  State  University  College 
of  Medicine,  Detroit,  Mich.;  and  formerly  Direc- 
tor, Herman  Kiefer  Hospital,  Detroit,  Mich. 
Fourth  Edition,  illustrated,  pp.  812,  published  by 
The  C.  V.  Mosby  Company,  St.  Louis,  Mo.,  1960. 
Dr.  Top’s  textbook  is  written  by  various  authors. 
It  is  well  organized  and  is  presented  along  con- 
ventional lines  for  a textbook  on  communicable 
and  infectious  diseases.  Specific  attention  has 
been  given  to  a discussion  of  infection  and  im- 
munity and  there  is  a chapter  on  chemotherapy 
and  antibiotic  agents.  There  is  a great  revival  of 
interest  in  the  cross  infection  of  patients  in  hos- 
pitals due  to  the  recent  investigations  on  staphylo- 
coccal infection.  The  authors  present  some  dis- 
cussion of  the  management  of  communicable  dis- 
eases in  the  home  and  in  the  hospital.  The  book 
is  well  written.  The  descriptions  of  the  various 
diseases  are  clear.  The  newer  virus  diseases  are 
discussed  briefly  — such  as  the  entero  viruses. 
There  are  good  illustrations.  The  book  is  readable 
but  is  not  encyclopedic.  The  book  is  recommended 
to  medical  students  and  practitioners.  AK 

MEDICAL  PHARMACOLOGY.  Principles  and 
concepts.  By  .Andres  Goth,  M.D.,  Professor  of 
Pharmacology  and  Chairman  of  the  Department, 
The  Llniversity  of  Texas  Southwestern  Medical 
School,  Dallas,  Texas,  pp.  .5.51,  illustrated,  pub- 
lished by  The  C.  V.  Mosby  Company,  St.  Louis, 
1961. 

This  textbook,  as  the  author  states,  is  written 
primarily  for  students  and  practitioners.  It  is 
well  written  and  well  organized.  There  are  abun- 
dant formulas  and  graphs.  A few  pictures  are 
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also  present.  The  book  is  readable  and  the  writing- 
style  is  not  difficult  to  follow.  The  book  has  made 
a very  obvious  effort  to  condense  much  of  the  in- 
formation seen  in  some  textbooks  on  pharmacol- 
ogy by  omitting  or  merely  mentioning  related 
compounds.  Although  this  is  a help  in  teaching, 
it  prevents  the  book  from  being  encyclopedic- 
enough  to  be  an  important  reference  book.  The 
reviewer  is  favorably  impressed  with  the  physio- 
logical approach  used  by  the  author.  There  is  a 
chapter  on  antibiotics  which,  although  adequate, 
is  really  deemed  too  short  in  light  of  current 
knowledge.  The  chapters  on  the  treatment  of 
parasitic  diseases  are  very  short  and  could  be  ex- 
panded with  benefit  to  the  student. 

This  book  is  recommended  as  a short  but  well 
organized  textbook  of  Pharmacology.  AK 

Ciba  Foundation  Symposium  on  CONGENITAL 
MALFORMATIONS,  edited  by  G.  E.  W.  Wol- 
stenbolme,  O.B.E.,  M.A.,  M.B.,  M.R.C.P.  and  Ce- 
cilia M.  O’Connor,  B.Sc.,  illustrated,  pp.  308,  pub- 
lished by  Little,  Brown  and  Company,  Boston. 
Congenital  malformations  are  being  better  un- 
derstood as  the  chemistry  of  congenital  defects  is 
explored.  Great  assistance  has  also  come  from 
histological  studies  of  chromosomes  and  smaller 
particles  which  are  capable  of  controlling  body 
characteristics.  Malformations  represent  such  a 
group  of  “mistakes”  in  heredity.  Discussions  in 
this  book  include  those  of  chromosomes,  the  effect 
of  certain  chemicals,  studies  of  anencephaly,  the 
role  of  prediabetes  and  hypothyroidism,  etc.  This 
book  does  not  have  wide  interest  for  the  practic- 
ing physician  although  it  is  recommended  for  the 
specific  articles  contained  therein.  AK 


TUBERCULOSIS  ABSTRACTS 

Sponsored  by 

The  Arkansas  Tuberculosis  Association 


RESUSCITATION  OF  THE  MORIBUND 
ASTHMATIC  AND  EMPHYSEMATOUS 
PATIENT 

Mechanical  means  of  treatment  are  called 
for  when  patients  are  near  death  from 
bronchial  obstruction.  Ventilation  can  be 
induced  by  a manually  operated  portable 
resuscitator,  followed  by  procedures  to 
draw  out  viscid  mucus. 

Kurt  O.  Leonhardt,  M.D.,  Ncv'  England  .Jour^ml 
of  Medicine,  April  20,  1961. 

The  increasing  awareness  of  a relative- 
ly high  mortality  in  severely  asthmatic  and 
emphysematous  patients,  whether  due  to  a 
better  understanding  of  the  pathophysiol- 
ogy involved  or  to  a changing  character  of 
the  disease,  appears  much  more  realistic 
than  the  attitude  of  ten  years  ago  when 
death  from  an  attack  of  bronchial  asthma 
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was  considered  rare. 

In  a three-year  period,  while  an  anes- 
thesiologist at  a 275-bed  general  hospital 
of  a medium-sized  city,  I was  consulted  in 
the  emergency  treatment  of  five  moribund 
patients — three  in  status  asthmaticus  and 
two  with  advanced  pulmonary  emphysema. 
All  these  patients  were  considered  mori- 
bund by  the  attending  internists,  that  is, 
they  were  expected  to  die  within  a matter 
of  minutes.  They  were  either  unconscious 
or  semicomatose,  with  severe  cyanosis  and 
in  marked  hypoventilation. 

PRECONCEIVED  APPROACH 

These  five  consecutive  cases  were  suc- 
cessfully treated  by  means  of  resuscitative 
procedures.  The  importance  of  a precon- 
ceived and  active  approach  in  this  emer- 
gency situation  must  be  emphasized.  The 
technical  details  of  the  method  of  resus- 
citation are  simple  and  within  the  scope 
of  every  practicing  anesthesiologist.  The 
basic  equipment  is  modest  and  should  be 
readily  available  in  every  hospital.  De- 
cisive use  of  these  available  skills  and  de- 
vises may  be  of  benefit  to  many  moribund 
patients  with  obstructive  hypoventilation. 

In  two  of  the  cases,  ventilation  was 
started  with  bag  and  mask.  A mixture  of 
oxygen  and  helium  was  used  in  one  case 
and  oxygen  alone  in  another.  In  the  other 
three  cases,  a bellows-type  Kreiselman  re- 
suscitator  was  employed,  using  room  air 
only. 

After  ventilation  had  been  started,  in 
each  case  an  endotracheal  tube  was  in- 
serted by  the  nasal  route  and  suctioning  of 
the  tracheobronchial  tree  was  alternated 
rapidly  with  ventilation.  In  the  last  two 
consecutive  cases,  the  tube  was  connected 
with  a Bennet  respirator  during  the  recov- 
ery phase  to  maintain  normal  breathing. 

Drugs  used  with  the  mechanical  meas- 
ures were  theophylline  ethylenediamine, 
hydrocortisone,  and  epinephrine.  Aerosols 
were  also  used  in  two  cases. 

Stripped  of  any  incidental  element,  the 
principle  of  the  method  is  a mechanical 
one,  that  is,  the  prolonged  use  of  the 
suction-ventilation  cycle  to  overcome  the 
obstructive  crisis.  Although  bronchial 
asthma  and  pulmonary  emphysema  are 
complex  diseases,  a purely  mechanical 
problem  is  involved  in  the  terminal  phase. 

Psychosomatic  and  allergic  factors. 


broncho-spasm,  infection,  organic  changes 
of  the  bronchi  and  alveoli,  disturbances  of 
the  ratio  of  ventilation  to  blood  flow  and  a 
decreased  diffusing  capacity  all  play  their 
parts  in  the  natural  history  of  the  process. 
However,  at  the  time  of  the  crisis  the  many 
aspects  are  reduced  to  the  clinical  picture 
of  generalized  obstructive  hypoventilation. 
This  change  appears  when  the  work  of 
breathing  exceeds  the  limits  of  compensa- 
tion and  large  amounts  of  viscid  mucus  be- 
gin to  accumulate.  Respiratory  acidosis 
and  anoxemia  increase  rapidly  and  add 
central-nervous-system  depression  to  the 
failure  of  pulmonary  respiration.  These 
cases  have  advanced  beyond  the  reach  of 
drug  therapy.  A mechanical  means  of 
treatment  is  called  for  to  cope  with  a me- 
chanical cause. 

RESPIRATOR  A HELP 

The  use  of  a well-constructed  respirator 
can  be  of  great  help  in  the  recovery  period 
after  the  mechanics  of  breathing  have  been 
normalized  to  the  extent  of  complying 
with  the  physical  characteristics  of  the 
machine.  It  guides  the  patient  through  the 
critical  hours,  guarding  against  the  ever- 
present danger  of  a relapse.  It  also  pro- 
vides for  intensive  aerosol  therapy,  with 
bronchodilators,  antibiotics,  and  deter- 
gents being  used  as  necessary. 

The  danger  of  rupturing  alveoli  by  posi- 
tive pressure  applied  to  the  airways  is 
overrated  in  general  and  especially  in  pa- 
tients with  severe  obstruction.  The  rigidity 
of  the  muscles,  the  very  high  resistance  in 
the  airways,  and  the  generalized  nature  of 
the  obstructive  process  are  the  reasons 
that  high  inspiratory  pressure  of  a short 
duration  is  not  only  tolerated  but  also  re- 
quired for  good  results.  Occasionally,  how- 
ever, this  complication  may  constitute  a 
calculated  risk,  and  equipment  for  decom- 
pression of  a tension  pneumothorax  should 
be  available.  By  the  same  token,  the  pres- 
ence of  an  intrathoracic  pneumothorax  or 
of  mediastinal  emphysema  is  a contraindi- 
cation to  the  use  of  any  positive-pressure 
method. 

A second  possible  danger  of  high- 
pressure  ventilation  is  impairment  of  ven- 
ous return  and  a fall  of  cardiac  output. 
This  is  especially  true  for  patients  with  a 
low  blood  volume  or  capillary  damage.  In 
the  present  study,  no  marked  cardiovascu- 
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L O M O T I L 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

^ lowers  motility 

^ controls  diarrhea 


Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  Ihe  Service  of  Medicine 
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lar  effects  were  observed  despite  advanced 
cor  pulmonale  in  three  patients. 

DRUG  THERAPY  NOT  EXCLUDED 

This  emphasis  on  the  mechanical  aspects 
does  not  exclude  drug  therapy  when  an 
adequate  response  can  be  expected.  This 
is  true  in  the  prevention  of  a crisis  and  in 
the  recovery  phase  and  always  for  the  treat- 
ment of  an  intercurrent  or  superimposed 
infection.  All  the  patients  received  sys- 
temic antibiotics  and  one  was  treated  in- 
tensively with  penicillin  aerosol.  Further- 
more, drugs  must  be  used  when  any  addi- 
tional indication  is  present  such  as  heart 
failure,  prolonged  hypotension,  and  over- 
dosage of  narcotics. 

In  all  cases  the  question  of  performing 
a tracheostomy  in  the  recovery  phase  was 
given  careful  consideration.  However, 
since  none  of  the  patients  required  endo- 
tracheal intubation  for  more  than  18  hours 
and  since  ventilation  and  evacuation  of 
mucus  were  well  under  control  at  the  time 
of  extubation,  a tracheostomy  was  not  con- 
sidered necessary.  If  there  is  any  doubt, 
one  should  not  hesitate  to  use  this  proce- 
dure. 

The  duration  and  severity  of  the  under- 
lying pulmonary  disease  is  of  importance 
in  determining  factors  that  may  have  con- 
tributed to  the  development  of  an  obstruc- 
tive crisis. 

A last  but  most  important  aspect  of  pre- 
vention is  the  time  factor.  In  all  cases  in 
the  series  there  was  a substantial  delay 
ranging  from  30  minutes  to  24  hours  be- 
fore the  ineffectiveness  of  drug  treatment 
was  recognized  and  more  adequate  help 
called  for.  If  the  possibility  of  this  catas- 
trophe is  sufficiently  appreciated,  an  early 
diagnosis  of  drug  resistance  and  the 
prompt  availability  of  a well-established 
plan  of  action  should  save  valuable  time. 


cJCettepA  to  tLe  (Editor 


Ed  G.  Hopkins,  M.D. 

120  West  Sypert 
Nashville,  Arkansas 

Dr.  Alfred  Kahn 
1300  West  Sixth 
Little  Rock,  Arkansas 
Dear  Dr.  Kahn; 

I am  trying  to  find  an  interested  physician  to 
take  over  my  husband’s,  Ed.  G.  Hopkins,  M.D., 


medical  practice.  We  would  sell  the  office  with  or 
without  the  equipment,  or  lease  the  office  as  a 
practice. 

Nashville,  Arkansas  is  a town  of  3,500  popula- 
tion with  a trade  area  of  around  10,000.  There  are 
four  other  practicing  physicians,  and  a real  need 
for  one  or  two  more.  Anyone  interested  could  con- 
tact Mr.  Harold  Haller,  owner-pharmacist  of  Pile 
Drug  Store,  Mr.  Dan  Clark,  Administrator  of 
Howard  County  Memorial  Hospital,  all  of  Nash- 
ville. Any  of  these  could  supply  the  interested 
person  with  any  information  not  included  in  this 
letter,  as  regards  the  volume  of  Dr.  Hopkins  prac- 
tice, the  need  for  another  physician  in  this  com- 
munity, and  the  set-up  of  Dr.  Hopkins  office. 

The  office  building  was  completed  in  1950.  It 
is  of  native  stone,  and  was  remodeled  in  1959  to 
accommodate  three  examining  rooms,  an  X-ray 
and/or  Ultra-Sound  Deep  Therapy  treatment  room, 
a small  sick  room  with  lavoratory,  lab,  storage 
room,  bath,  private  office,  large  waiting  room  and 
carport.  It  has  central  heating  and  air  condi- 
tioning. 

I would  be  very  interested  in  talking  by  phone, 
or  in  person  to  any  physician  with  the  personality 
and  physical  capacity  to  handle  this  very  large 
practice.  If  interested,  I will  quote  figures  of 
gross  and  net  income,  and  furnish  documentary 
proof  of  same. 

On  appointment  I would  show  any  interested 
physician  through  the  office,  and  introduce  him 
to  the  other  physicians  in  the  community.  I would 
also  show  him  through  our  local  50-bed  capacity 
Howard  County  Memorial  Hospital  with  new 
plans  for  an  extension,  approved  at  the  recent 
polls. 

Thank  you  for  your  help  in  this  matter. 

Very  truly  yours, 

Mrs.  Ed.  G.  Hopkins,  Jr. 


ANSWER  TO 

WHAT’S  YOUR  DIAGNOSIS? 

4V2-year-old  white  female 

A swelling  in  the  left  neck  had  been 
noted  over  a period  of  one  month.  There 
was  a past  history  of  a left  lower  lobec- 
tomy for  a pulmonary  cyst  two  years  pre- 
viously. 

DIAGNOSIS:  Cystic  hygroma. 

X-RAY  FEATURES:  There  is  a large 
rounded  soft  tissue  mass  at  the  base  of 
the  left  side  of  the  neck.  This  is  a typical 
location  for  a cystic  hygroma  which  is  a 
multi-locular  thin-walled  cyst  with  an  en- 
dothelial lining  usually  filled  with  clear 
lymph.  It  is  a retention  cyst  due  to  ob- 
struction or  lack  of  development  of  lym- 
phatic vessels. 
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Si3n  franc/sco,  2'^ 


Ilosone® 
works 
to  speed 


recovery 


The  usual  dosage  for  infants  and  children  under  twenty-five  pounds  is  5 mg.  per 
pound  every  si.\  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 

For  adults  and  children  over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours. 
In  more  severe  or  deep-.>eated  infections,  these  dosages  may  be  doubled. 

Available  as:  Pulvules® — 125  and  250  mg.  f;  Oral  Suspension — 125  mg.  f per  5-cc. 
teaspoonful;  and  Drops — 5 mg.  f per  drop. 

Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

Ilosone®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 
tBase  equivalent 


IN  CERTAIN 

MENINGEAL  INFECTIONS 
effective  cerebrospinal 
fluid  levels- 

effective  antibacterial  action 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis)| 

\n  the  management  of  certain  meningeal  infections,  Chloromycetin  offers  unique: 
advantages.  It  has  been  described  by  one  investigator  as  “...the  best  chemother-' 
apeutic  agent  for  patients  with  H.  influenzae  meningitis....’’^  In  comparative  in  vitroi 
studies,^  CHLOROMYCETIN  showed  the  “highest  effectiveness’’  against  Hemophilus 
influenzae,  Diplococcus  pneumoniae,  streptococcus,  and  numerous  other  pathogens.: 
Another  report  states:  “Chloramphenicol  is  regularly  detected  in  the  cerebrospinah 
fluid  when  blood  levels  greater  than  10  micrograms  per  ml.  are  reached.’’^  Blood  levels 
of  this  magnitude  are  easily  attainable  with  the  administration  of  Chloromycetin  by 
either  the  oral  or  parenteral  routes. 

CHLOROMYCETIN  effectively  penetrates  the  blood-brain  barrier;^'®  provides  effective* 
action  against  H.  influenzae^"^^'^  and  other  invaders  of  the  meninges. Product 
forms  are  available  for  administration  by  the  intravenous,  intramuscular,  and  oral 
routes.  For  these  reasons,  Chloromycetin  has  contributed  conspicuously  to  the- 
dramatic  drop  in  mortality  rates  in  meningeal  infections  caused  by  H.  influenzae^ 
and  other  susceptible  microorganisms. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning;  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocy- 
topenia, gi anulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood' 
dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the 
possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections 
caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  ■ 
used  when  other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infec- 
tions such  as  colds,  influenza,  or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While . 

blood  studies  may  detect  early  peripheral  blood  changes,  such  as  leuko-  

penia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  PARKE-DAVIS 
cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  develop-  ; 

ment  of  aplastic  anemia. 


Antibac 


Antibact  srial- H 


k in  vitro  sensitivity 
W of  Hemophilus 
influenzae  to 

CHLOROMYCETIN 
and  to  eight  other 
antibacterials* 


Sensitivity  tests  were  done  by  the  disc  method 
on  a total  of  100  strains  of  H.  influenzae  obtained 
from  clinical  isolates  from  1955  through  1958. 

"Adapted  from  Jolliff,  C.  R,;  Engelhard,  W.  E.; 
Ohisen,  J.  R.;  Heidrick,  P.  j.;  & Cain,  J.  A. ,2  with 
permission  of  the  authors. 

References:  (1)  Smith,  M.  H.  D.:  Pediatrics 
17:258,  1956,  (2)  Jolliff,  C,  R.,  ef  oi,:  Antibiotics 
& Chemother.  10:694,  1960.  (3)  Harter,  D.  H.,  & 
Petersdorf,  R.  G.:  Yale  J.  Biol.  & Med.  32:280, 
1960.  (4)  Ross,  S.,  et  o/.,  in  Welch,  H.,  & Marti- 
Ibahez,  F.:  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803. 

(5)  McCrumb,  F.  R.,  Jr.,  ef  al.:  ibid.,  p.  837. 

(6)  Alexander,  H.  E.:  M.  Clin.  Notth  America 

42:575,  1958.  (7)  Haggerty,  R.  J..  & Ziai,  M.: 
Pediatrics  25:742,  1960.  (8)  Baker,  A.  B.:  Journal- 
Lancet  80:593,  1960.  (9)  Appelbaum,  E.,  & Abler, 
C,:  New  York  J.  Med.  58:363,  1958.  (10)  Balter, 
A.  M.,  &.  Blecher,  1.  E.:  J,  M.  Sac.  New  Jersey 
57:479,  1960.  (11)  Redmond,  A.  J.,  & Slavin, 
H.  B.:  J.A.M.A.  175:708,  1961.  ssrt, 
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Doctor  Citizen* 

Carroll  L.  Witten,  M.D.** 


“If  to  please  the  people  we  offer  what 
we  ourselves  disapprove,  how  can  we  aft- 
erward defend  our  work?  Let  us  raise  a 
standard  to  which  the  wise  and  honest  can 
repair.  The  event  is  in  the  hand  of  God.” 

It  has  been  some  time  since  George 
Washington  spoke  these  words,  yet  the 
truth  therein  rings  clear  today.  It  is  not 
of  the  medical  care  we  offer  that  I speak, 
but  rather  of  the  community  use  of  our- 
selves. 

On  all  sides  we  hear  the  statement, 
“Doctors  ai'en’t  what  they  used  to  be.”  No 
one  will  doubt  the  validity  of  this  state- 
ment, however,  it  is  not  of  medical  care 
the  statement  was  made,  but  of  the  doctor 
himself.  For,  in  general,  the  public  is  not 
critical  of  the  excellent  medical  care  they 
receive.  They  are  only  critical  of  those 
from  whom  they  I’eceive  it! 

If  medical  care  is  so  good,  just  what  is 
wrong  with  medicine  today?  The  answer 
is  obvious.  It  is  you  and  it  is  I. 

It  is  not  that  we  aren’t  good  enough 
doctors.  In  fact,  it  may  be  partially  due 
to  the  fact  that  we  are  so  highly  trained 
and  skilled  in  our  profession.  The  reason 
is  simply,  that  the  medical  profession  has 
lost  its  position  in  the  eyes  of  the  public 
by  default. 

We  are  in  default  by  not  actively  par- 
ticipating in  responsible  public  service — 
especially  in  the  field  of  politics.  For 
think  what  you  will — politics  is  not  a 
dirty  word — politics  is  a public  service 
and  those  who  participate  are  public  serv- 
ants. 

Physicians  must  accept  the  fact  that 
politics  is  necessary — not  only  in  the  coun- 
ty medical  society — but  in  public  where  it 


*Presented  at  the  fall,  1960  meeting  of  the  Arkansas  Acad- 
emy of  General  Practice  in  Little  Rock. 

**2237  Taylorsville  Road,  Louisville  5,  Kentucky 


counts!  We  must  not  consider  politicians 
as  our  enemies  but  should,  in  fact,  adopt 
the  attitude  of  Abraham  Lincoln  when  he 
was  chastised  for  making  friends  of  his 
enemies  and  told  that  he  should  try  to 
destroy  them.  Lincoln  gently  replied,  “Am 
I not  destroying  my  enemies,  when  I make 
them  my  friends?” 

The  truth,  sometimes,  is  difficult  to  ac- 
knowledge. It  should  be  obvious  that  the 
American  public  is  increasingly  willing  to 
let  the  Government  assume  the  responsi- 
bility for  health  affairs.  Yet,  those  in 
medicine  are  continuously  unwilling  to 
participate  in  governmental  affairs  to  pro- 
tect the  people.  Is  there  little  wonder  the 
public  doesn’t  understand  us? 

The  present  importance  of  recently  en- 
acted and  other  impending  legislation  in 
Washington,  concerning  medical  care  for 
the  aged  has  headlined  two  important 
facts.  One,  the  proponents  of  socialism 
are  out  in  numbers  to  force  governmental 
medicine  upon  our  citizens ; and  tivo,  if 
physicians  do  not  rapidly  cultivate  a keen 
interest  and  an  active  participation  in 
politics,  the  socialists  will  win! 

It  is  not  enough  to  be  a good  doctor. 
We  must  be  good  citizens.  To  be  a good 
citizen  we  must  accept  the  fact  that  medi- 
cine is  involved  in  politics.  We  are  not 
only  in  politics,  but  we  must  be  in  it  even 
more.  We  must  have  a deep  natural  and 
vital  interest  in  politics,  for  all  that  po- 
litical endeavor  really  is — is  widespread 
community  interest  that  is  organized.  The 
doctor  must  stand  up  and  play  an  active 
and  indispensable  role  in  his  community. 
This  public  service  role  must  always  be 
selfless,  it  must  spring  from  a genuine 
dedicated  and  sincere  interest  in  the  wel- 
fare of  the  public ; entrance  into  the  po- 
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litical  arena  for  promotion  of  self  interest 
or  gain  will  inevitably  fail ! 

What  has  happened  to  medicine?  If  it 
is  true,  as  history  and  memory  records  it, 
that  at  one  time  the  doctor  was  everything 
from  the  father  confessor  to  the  wisdom 
of  Solomon,  what  happened  to  bring  us 
to  the  dregs  of  our  present  public  posi- 
tion. It  would  appear  that  the  simple 
truth  is — that  improvement  in  communi- 
cations outstripped  the  medical  profes- 
sion’s ability  to  communicate.  As  the  rest 
of  the  arts  and  sciences,  learned  profes- 
sions and  trades  gained  knowledge,  so  did 
medicine.  However,  medicine  became  so 
preoccupied  with  the  accumulation  of  sci- 
entific knowledge  and  subsequent  over 
specialization  that  we  lost  contact  with 
the  public.  We,  in  essence,  lost  the  ability 
to  communicate.  This  is  especially  true  of 
our  medical  schools  and  medical  centers 
today — they  have  become  so  enamored  of 
the  minutia  in  medicine  that  they  have 
lost  contact  with  the  public  and  the  prac- 
ticing profession.  They  are  thereby  fail- 
ing to  fulfill  their  primary  purpose  which 
is  to  produce  a sufficient  number  of  well 
trained  physicians  capable  of  and  desirous 
of  practicing  as  family  physicians. 

As  other  professions  have  developed  and 
improved,  medicine  has  withdrawn  into  a 
cocoon  and  relinquished  adequate  contact 
with  the  public.  If  you  don’t  believe  this, 
look  at  the  regretful  scarcity  of  physi- 
cians in  cultural,  political,  and  civic  ac- 
tivities. For  instance,  can  you  personally 
name  five  doctors  in  all  of  the  United 
States  that  are  politically  important — and 
in  a position  to  be  listened  to  by  those  who 
operate  our  government?  Five,  I ask,  be- 
cause that  is  how  many  doctors  signed  the 
Declaration  of  Independence.  Do  you 
think  that  today  out  of  56  signers  of  a 
public  document  that  five  would  be  doc- 
tors? Do  you  think  there  would  be  one 
^or'tor?  No,  we  would  be  flabbergasted  if 
the  powers  that  be  saw  fit  to  include  even 
one  doctor ! 

It  would  seem  that  there  are  three  rea- 
sons for  a reluctance  of  physicians  to  take 
their  proper  role  as  citizens  in  political 
e'^deavors.  These  are: 

First,  tendency  to  over  svecialization 
and  the  subsequent  loss  of  contact  with 
the  people.  The  validity  of  this  reason 
is  obvious.  One  need  only  to  look  at  the 
record,  and  God  only  knows  what  would 


have  happened  by  now  if  the  American 
Academy  of  General  Practice  had  not 
been  founded. 

Second,  the  fear  of  criticism  by  our  col- 
leagues. As  for  this  problem,  it  is  high 
time  we  stop  worrying  about  what  other 
inactive  citizens — regardless  of  their 
profession — think  about  those  who  do 
their  duty  as  public  servants.  Those 
who  work  in  public  affairs  must  be 
proof  against  the  shocking  insults,  mor- 
tifying disappointments,  and  the  pre- 
sumptuous thoughts  of  the  ignorant 
upon  their  designs.  It  is  not  always 
popular  to  do  what  is  best,  nor  always 
best  to  do  what  is  popular!,  and 
Third,  of  course,  is  the  standai'd  excuse 
of  being  “too  busy.”  In  regard  to  this 
fallacious  reasoning,  it  should  be  noted 
that  being  “too  busy”  is  almost  entirely 
a state  of  mind.  There  isn’t  one  among 
us  that  couldn’t  work  much  harder  than 
we  do  and  still  have  time  to  devote  to 
civic  affairs.  Being  “too  busy”  is  an 
excuse  to  escape  from  doing  something 
we  do  not  wish  to  do,  or  know  how  to 
do.  One  need  only  look  at  the  physi- 
cians who  are  performing  the  most  nu- 
merous and  important  services  to  their 
communities  and  invariably  they  are 
the  busiest  and  most  successful  doctors 
in  those  localities. 

To  regain  our  proper  position  in  the 
eyes  of  the  public,  the  medical  profession 
must  not  only  be  dedicated  to  the  service 
of  mankind  but  must  actively  accept  civic 
responsibilities  and  participate  in  govern- 
mental decisions.  When  the  medical  pro- 
fession does  not  participate  in  all  matters 
of  community  wide  interest,  how  can  we 
expect  the  public  to  accept  our  ideas  on 
specific  recommendations  which  are  ob- 
viously for  our  own  benefit? 

If  we  shirk  our  duties  as  citizens,  if  we 
fail  to  keep  informed  of  public  affairs,  if 
we  fail  to  participate  in  government,  then 
it  is  our  direct  fault  that  things  do  not  go 
the  way  we  want  them  to.  The  price  that 
we  pay  for  living  in  a free  society  is  not 
the  financial  contribution  that  we  make 
but  the  giving  of  ourselves  in  civic  service 
as  well  as  in  medical  service.  Voluntary 
civic  effort  is  the  very  substance  of  a 
democracy  and  working  together  has  al- 
ways been  a part  of  the  American  way  of 
life.  This  pattern  offers  the  opportunity 
for  each  of  us  to  share  in  community 
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service,  which  is  not  only  a democratic 
obligation  but  also  a democratic  privilege. 
Are  we  as  doctors  any  different  from  the 
rest  of  the  citizens?  We  should  realize 
that  citizenship  is  a busy  two-way  street. 
It  carries  not  only  benefits  but  also  re- 
sponsibilities. 

It  would  behoove  every  doctor  and  doc- 
tor’s wife  in  the  United  States  to  regis- 
ter, to  vote,  to  work  at  the  polls  or  behind 
the  scenes,  to  actively  participate  in  po- 
litical decisions  on  the  ward  and  precinct 
level  and  perhaps,  even  to  run  for  office. 
To  be  effective,  the  medical  profession 
must  have  a natural  interest  in  our  gov- 
ernment and  in  its  operation.  As  a pro- 
fession, we  had  better  be  taking  an  active 
interest  for  our  very  future  is  at  stake. 

Have  you  ever  stopped  to  think  how 
really  peculiar  the  medical  profession  is? 
We  work  hard  in  high  school  and  college, 
usually  are  fairly  well-rounded  students, 
participating  in  campus  affairs,  fraterni- 
ties, and  the  like.  In  general,  we  have 
become  good  all-around  student  citizens 
of  our  community.  Then  we  enter  medical 


school  and  get  educated — only  in  medi- 
cine— and  consequently  AWAY  from  pub- 
lic affairs.  It  appears  that  the  study  of 
medicine  tends  to  introvert  us  away  from 
society  and  we  become  concerned  only 
with  our  own  medical  problems.  Have  we, 
by  chance,  set  the  standards  of  our  pro- 
fession too  high  and  our  social  responsi- 
bilities too  low?  No  one  would  think  that 
we  should  lower  the  standards  of  our  pro- 
fession, but  we  must  raise  the  degree  of 
our  public  service  participation.  For,  the 
public  rightfully  expects  the  doctor  to 
assume  his  civic  obligations. 

It  should  be  evident  that  the  test  of  a 
truly  great  man  or  profession  is  the  will- 
ingness to  serve  others.  We  serve  our  pa- 
tients but  do  we  serve  the  public? 

In  the  past,  it  is  obvious  that  our  pro- 
fession has  failed ! We  have  been  good 
Doctor  Citizens — but  have  we  been — good 
citizen  doctors? 

Carroll  L.  Witten,  M.  D. 

2237  Taylorsville  Road 

Louisville  5,  Kentucky 
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Current  Concepts  in  the  Surgical  Treatment 
Of  Arteriosclerotic  Occlusive  Disease 
Of  the  Aorta  and  Major  Arteries* 

Denton  A.  Cooley,  M.D.** 


The  need  for  a direct,  aggressive  ap- 
proach in  the  treatment  of  segmental  ar- 
teriosclerotic occlusive  disease  has  long 
been  recognized.  In  recent  years  extensive 
clinical  experience  with  such  surgical 
treatment  of  occlusive  lesions  of  major 
arteries  has  provided  an  effective,  satis- 
factory means  of  relieving  ischemia  in 
tissues  distal  to  the  occlusion.  Since  suc- 
cessful results  are  dependent  on  restora- 
tion of  pulsatile  blood  flow,  this  basic 
therapeutic  principle  is  now  widely  ac- 
cepted. With  increasing  experience  it  has 
become  more  apparent  that  arteriosclero- 
sis frequently  begins  and  often  remains 
as  a localized  segmental  process  and  that 
occlusive  lesions  have  certain  sites  of  pre- 
dilection with  specific  clinical  patterns  or 
syndromes.  Although  investigation  con- 
tinues into  the  surgical  treatment  of  peri- 
pheral lesions  involving  arteries  of  small 
caliber,  these  efforts  have  not  thus  far 
been  particularly  successful.  Thus,  surgi- 
cal treatment  of  lesions  in  the  anterior 
descending  coronary  artery,  the  middle 
cerebral,  and  pedal  vessels,  has  been  asso- 
ciated with  a relatively  high  rate  of  fail- 
ure. Amenable  to  definitive  surgical  treat- 
ment are  other  sites  of  predilection  for 
occlusive  lesions  in  larger  caliber  vessels 
(more  than  3 to  5 mm.  in  diameter — Fig. 
1).  The  present  report  is  concerned  with 
certain  aspects  of  diagnosis  and  manage- 
ment of  occlusions  in  these  particular 
vessels. 

DIAGNOSIS 

Only  a few  fundamental  diagnostic 
technics  and  principles  are  needed  to  de- 
termine the  site,  nature  and  extent  of  an 
arterial  lesion.  Frequently,  the  basic  prin- 
ciples of  physical  diagnosis  are  overlooked. 
As  an  aid  in  localization  of  an  occlusive 
lesion,  pedal  pulses,  as  well  as  popliteal, 
femoral,  and  abdominal  pulses,  should  be 
palpated.  Auscultation  also  often  proves 
helpful;  frequently  a carotid  occlusion,  a 

*Supported  in  part  by  the  United  States  Public  Health 
Service  under  grants  H-3137  and  HTS-5387  and  by  the  Hous- 
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**From  the  Cora  and  Webb  Mading  Department  of  Surgery, 
Baylor  University  College  of  Medicine,  Houston,  Texas. 


coarctation  of  the  aorta,  or  an  aorto-iliac 
occlusion  may  be  demonstrated  by  means 
of  a bruit  in  the  neck,  interscapular  area, 
or  abdominal  aorta.  Oscillometric  exami- 
nation of  the  extremities,  when  accompa- 
nied by  application  of  basic  diagnostic 
principles  and  knowledge  of  the  site  of 
the  lesion,  yields  valuable  data  regarding 
the  degree  of  vascular  insufficiency.  Ad- 
ditional information  can  be  obtained  by 
comparison  of  the  blood  pressure  in  the 
extremities.  Therefore,  the  importance  of 
proper  application  of  the  fundamental 
principles  of  physical  diagnosis  in  the  di- 
agnosis of  arterial  disease  cannot  be  over- 
emphasized. 

Arteriography  is  essential  for  optimal 
successful  treatment  of  arteriosclerotic 
occlusive  disease,  since  it  is  the  only  meth- 
od of  determining  not  only  the  site  and 
extent  of  the  arterial  lesion  but  the  status 
of  the  circulatory  bed  distal  to  the  occlu- 
sion as  well.  The  latter  information  is 
especially  important  for  successful  repair, 
since  the  run-off  system  must  be  adequate 
to  accommodate  the  new  circulatory  flow. 
The  usefulness  of  this  diagnostic  tool  fully 
justifies  the  slight  risk  associated  with 
the  technic. 

OCCLUSIVE  SNYDROMES 

The  symptoms  and  signs  of  arterioscle- 
rotic occlusive  disease  are  fairly  constant 
and  often  form  a recognizable  clinical  pat- 
tern or  syndrome.  This  is  to  be  expected, 
since  such  lesions  have  a predilection  for 
certain  sites.  Recognition  of  the  circula- 
tory deficiency  and  its  prompt  correction 
are  easily  attained  through  knowledge  of 
these  syndromes. 

Occlusion  of  Carotid-Subclav ian  Artery 
{Aortic  Arch  Syndromes) 

These  lesions  may  occur  either  at  the 
origin  of  the  main  vessels  from  the  aortic 
arch  or  at  the  bifurcation  of  the  innomi- 
nate artery  into  the  subclavian  and  caro- 
tid arteries  (Fig.  1).  Clinical  manifesta- 
tions vary  according  to  the  site  of 
occlusion  as  well  as  the  effect  upon  circu- 
lation of  the  brain,  eyes,  face  and  upper 
extremities.  If  the  occlusion  occurs  slowly. 
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aphasia,  and  syncope  or,  if  the  occlusion 
occurs  suddenly,  he  may  experience  epilep- 


Figure  1 

“Current  Concepts  in  the  Surgical  Treatment  of 
Arteriosclerotic  Occlusive  Disease  of  the  Aorta  and 
Major  Arteries.” 

the  patient  may  have  only  mild,  transient 
headache,  vertigo,  diplopia,  hemiparesis, 
tiform  convulsions,  complete  paralysis,  or 
even  death.  Ocular  disturbances  vary 
from  photopsia  to  blindness.  Arterial  in- 
sufficiency in  the  upper  extremities  is 
usually  manifested  by  weakness,  easy  fa- 
tigability, paresthesia,  and  claudication, 
all  of  which  are  usually  mild.  The  diagno- 
sis is  usually  suggested  by  palpation  of 
pulses  in  the  arms  and  neck,  and  the  ex- 
tent of  arterial  obstruction  may  also  be 
indicated  by  comparison  of  the  blood  pres- 
sures in  the  upper  extremities.  On  auscul- 
tation a bruit  may  be  detected. 

Carotid  Bifurcation  Disease 

In  a large  series  of  patients,  90  per  cent 
were  found  to  have  cerebrovascular 
strokes  due  to  acute  or  chronic  occlusive 
disease.  From  20  to  50  per  cent  of  such 
lesions  responsible  for  stroke  occur  near 
the  origin  of  the  internal  carotid  artery 
in  the  neck.  Manifestations,  which  vary 


according  to  the  rapidity  with  which  the 
lesion  progresses,  include  exacerbations 
and  remissions  of  hemiparesis,  aphasia, 
mental  confusion,  and  transient  blindness. 
Unilateral  numbness  and  weakness  on  the 
contralateral  side  with  monocular  blind- 
ness almost  definitely  signify  carotid  in- 
sufficiency. The  carotid  pulsation  in  the 
neck  or  pharynx  is  sometimes  diminished, 
and  the  arterial  pressure  in  the  retina  may 
be  reduced.  The  presence  of  the  lesion 
may  be  suggested  by  a bruit,  which  can 
be  heard  by  the  patient  as  well  as  the 
physician.  Complete  thrombotic  occlusion 
of  the  internal  carotid  artery  or  its 
branches  is  characterized  by  occurrence  of 
a sudden,  full-blown  stroke.  Complete 
clinical  recovery  in  such  patients  requires 
emergency  operation  after  carotid  arteri- 
ography. Since  60  to  80  per  cent  of  pa- 
tients with  sudden  occlusion  of  the  inter- 
nal carotid  artery  have  some  premonitory 
minor  neurologic  episode  or  “little  stroke,” 
aggressive  surgical  treatment  of  the  oc- 
clusive lesion  in  the  cervical  portion  of 
the  internal  carotid  arteries  would  seem 
advisable  before  symptoms  become  more 
severe  and  the  final  catastrophe  occurs. 
The  segmental  occlusive  lesions  and  the 
intracranial  circulation  are  demonstrable 
on  carotid  arteriography  performed  under 
a local  anesthetic. 

Occlusions  of  Vertebral-Basilar  Artenj 
The  symptoms  and  signs  of  basilar  ar- 
tery insufficiency  produce  a syndrome 
which  comprises  visual  (cortical),  cere- 
bellar, cranial  nerve,  and  bilateral  motor 
and  sensory  disturbances.  Occlusion  of 
the  vertebral  and  basilar  arteries  is  mani- 
fested by  rotational  vertigo,  disturbances 
in  equilibrium,  diplopia,  bilateral  blind- 
ness or  hemianopsia  and  bilateral  impair- 
ment of  sensory  and  motor  function.  The 
patient  may  complain  of  facial  numbness, 
tingling,  and  pain  and  of  ataxia  or  poor 
muscular  coordination.  Physical  examina- 
tion is  usually  not  sufficient  to  determine 
the  site  of  the  lesion,  as  the  right  and 
left  arteries  join  at  the  brain  stem  to 
form  the  basilar  artery.  Accurate  diagno- 
sis, thus,  requires  vertebral  arteriography 
by  the  trans-subclavian  route  under  a 
local  anesthetic. 

Occlusion  of  Renal  Artery 

Since  Goldblatt  elucidated  the  associa- 
tion of  occlusion  of  the  renal  artery  and 
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hypertension  in  1934,  extensive  investiga- 
tion has  been  conducted  in  the  pathogene- 
sis of  renovascular  hypertension.  Recently 
the  selection  of  patients  with  renovascular 
hypertension  for  surgical  treatment  has 
been  significantly  improved  by  aortogra- 
phy. This  diagnostic  technic  cannot,  of 
course,  be  used  in  all  patients  with  essen- 
tial hypertension,  but  several  diagnostic 
clues  are  helpful  in  screening  renovascular 
lesions  in  hypertensive  patients. 

Renal  arterial  stenosis  in  a hyperten- 
sive patient  may  be  suggested  by  a history 
of  recent,  sudden  appearance  of  hyperten- 
sion or  sudden  increased  hypertension  in 
an  already  hypertensive  patient,  rise  in 
blood  pressure  after  injury  or  illness  or 
sudden  hypertension  in  a patient  in  the 
arteriosclerotic  age  group  (40  to  60 
years) . 

Abnormal  excretory  pyelograms  are 
found  in  about  half  of  the  patients  with 
unilateral  stenosis  of  the  renal  artery,  and 
suspicion  should  be  aroused  whenever 
renal  function  is  poor.  Unilateral  reduc- 
tion in  renal  flow  may  be  demonstrated 
by  differential  renograms  made  with  ra- 
dioactive Diodrast.  Split  renal  function 
tests  may  reveal  a reduced  glomerular  fil- 
tration rate,  relative  oliguria,  and  reduced 
sodium  excretion  on  the  affected  side,  but 
this  test  is  too  complex  for  routine  pur- 
poses. Aortography  alone  accurately  dem- 
onstrates the  stenosis  and  must  therefore 
be  used  more  frequently  in  the  future  for 
diagnosis  of  renovascular  hypertension. 

Blood  pressure  returns  to  normal  after 
arterial  restoration  in  about  80  per  cent 
of  patients  with  renal  arterial  occlusion. 
Some  improvement  or  more  favorable  re- 
sponse to  antihypertensive  drugs  is  usu- 
ally noted  postoperatively  in  the  remain- 
ing patients. 

Occlusion  of  Superior  Mesenteric 
And  Celiac  Arteries 

Among  common  symptoms  of  incom- 
plete occlusion  of  the  superior  mesenteric 
artery  are  postprandial  abdominal 
cramps,  which  result  from  gastrointesti- 
nal ischemia  and  which  are  referred  to  as 
intestinal  or  abdominal  angina.  Defective 
absorption  from  the  intestinal  tract  often 
develops,  resulting  in  a sprue-like  syn- 
drome with  large  semisolid  and  some- 
times liquid  stools.  Other  patients  com- 
plain of  constipation  and  sluggish  intesti- 


nal mobility.  The  clinical  history,  the 
presence  of  a bruit  in  the  epigastrium,  and 
demonstration  of  undigested  food  in  the 
stools  often  arouse  suspicion  but  diagnosis 
is  established  only  by  abdominal  aortog- 
raphy made  with  the  patient  in  the  lateral 
position.  Early  diagnosis  of  the  occlusive 
lesion  with  operation  before  the  obstruc- 
tion becomes  complete  is  essential  to  pre- 
clude gangrene  of  the  mesenteric  organs 
from  complete  or  sudden  thrombosis  of 
the  superior  mesenteric  artery  and  even 
death. 

Aorto-lliac  Lesions 

Among  the  most  common  arteriosclero- 
tic lesions  which  require  operation  are 
occlusions  of  the  terminal  abdominal  aorta 
and  iliac  vessels.  Results  of  surgical  inter- 
vention have,  fortunately,  been  exception- 
ally good.  Intermittent  claudication  in  the 
lower  extremities  is  characteristic,  with 
calf  pain  on  walking  in  most  patients. 
Most  commonly,  however,  the  thighs,  glu- 
teal muscles,  and  hips  are  involved.  The 
lumbar  muscles  may  also  become  painful 
on  walking  when  the  occlusion  of  the  ab- 
dominal aorta  is  high.  Pelvic  symptoms 
caused  by  diminished  flow  through  the 
internal  iliac  arteries,  are  common  in  both 
sexes,  but  especially  in  men,  in  whom  it 
causes  sexual  impotency.  Pulsation  in  the 
femoral  arteries  at  the  groin  is  absent, 
although  a faintly  palpable  femoral  pulse 
may  be  noted  in  the  presence  of  an  in- 
complete occlusion  or  an  extensive  collat- 
eral network.  Auscultation  should  be  car- 
ried out  routinely  in  these  patients,  since 
a systolic  murmur  or  bruit  may  be  heard 
over  the  abdominal  aorta  or  femoral  ar- 
teries at  the  groin.  Oscillometric  exami- 
nation of  the  lower  extremities  may  be 
helpful  but  translumbar  aortography  car- 
ried out  under  a general  anesthesia  is  the 
single  most  important  diagnostic  test.  It 
provides  accurate  localization  of  the  occlu- 
sive lesion  and  is  associated  with  a low 
risk.  Except  when  gangrene  of  the  lower 
extremity  is  extensive,  patent  distal  circu- 
lation is  present.  Clinical  recognition  of 
these  particular  cases  is  especially  impor- 
tant because  of  the  high  percentage  (90 
per  cent)  of  good  results  after  operation. 

Femoro-Popliteal  Lesions 

Hunter’s  adductor  canal  is  a site  of  pre- 
dilection for  arterial  occlusions  distal  to 
the  inguinal  ligament.  In  these  lesions 
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claudication,  confined  to  the  calf,  charac- 
teristically occurs  after  the  patient  has 
walked  fifty  to  one  hundred  yards.  Fre- 
quently, atrophic  changes  with  ulceration 
and  gangrene  take  place  in  the  feet  as  the 
result  of  limited  collateral  blood  supply. 
Occlusions  of  the  femoral  artery  in  the 
thigh  may  either  remain  localized  for  long 
periods  or  may  progress  rapidly.  Since 
successful  surgical  results  depend  largely 
on  the  nature  and  extent  of  the  occlusion 
in  the  popliteal  and  tibial  vessels,  femoral 
arteriography  performed  under  a local  an- 
esthetic is  of  benefit  in  these  patients.  A 
bypass  graft  or  endarterectomy  with 
patch  graft  angioplasty  should  prove  suc- 
cessful when  adequate  popliteal-tibial 
“run-off”  is  available. 

SURGICAL  TECHNICS 

The  technic  of  arterial  repair  should  be 
selected  according  to  the  specific  features 
of  the  lesion.  The  wide  use  of  arterial 
graft  replacement  has  resulted  in  rapid 
advancement  in  this  field.  Synthetic  pros- 
theses  almost  exclusively  have  replaced 


Figure  2 

“Current  Concepts  in  the  Surgical  Treatment  of 
Arteriosclerotic  Occlusive  Disease  of  the  Aorta  and 
Major  Arteries.” 


arterial  homografts  and  venous  autografts 
in  treatment  of  occlusive  arterial  lesions. 
Most  satisfactory  of  all  such  prostheses 
has  been  a knitted  dacron  graft  with 
crimping  to  prevent  “kinking”  (Fig.  2). 
Impregnation  of  the  graft  with  blood  be- 
fore use  controls  bleeding  through  the 
interstices.  Firm  healing  and  develop- 
ment of  an  adherent,  smooth  internal  lin- 
ing inside  the  graft  are  insured  by  tissue 
growth  into  the  graft.  Patients  have  had 
these  prostheses  implanted  for  more  than 
four  years  without  difficulty.  The  fact 
that  better  results  can  usually  be  antici- 
pated in  larger  caliber  vessels  than  in 
small  vessels  would  suggest  that  subse- 
quent thrombosis  is  prevented  by  the  rap- 
idity of  arterial  flow. 

Atherosclerotic  occlusive  lesions  may  be 
repaired  by  various  procedures,  depend- 
ing on  the  preference  of  the  surgeon : 
endarterectomy  with  patch  graft,  endar- 
terectomy, arterial  excision  with  graft 
replacement,  graft  bypass,  and  various 
combinations  of  these  technics  (Fig.  3). 
In  small  caliber  arteries  patch  graft  angio- 
plasty is  frequently  used ; a longitudinal 
arteriotomy  for  endarterectomy  is  used 
but  is  not  closed  directly  to  prevent  for- 
mation of  stricture.  The  area  of  the  arte- 
riotomy is  widened  instead  by  suturing  a 
patch  of  knitted  dacron  into  the  opening, 
and  subsequent  occlusion  is  avoided. 

Endarterectomy  with  patch  graft  angio- 
plasty is  preferred  in  repair  of  carotid 
arterial  occlusions  and  a similar  procedure 
is  used  for  subclaviovertebral  occlusions. 
Renovascular  occlusions  and  localized  oc- 
clusions of  femoral  and  popliteal  vessels 
may  also  be  satisfactorily  corrected  by 
this  method  or  by  the  bypass  technic. 
Aortic  arch  lesions,  aorto-iliac  occlusions, 
celiac  and  mesenteric  occlusions,  and  ex- 
tensive segmental  occlusions  in  the  super- 
ficial femoral  artery  are  treated  prefer- 
ably by  the  bypass  technic  with  the  use 
of  a dacron  prosthesis.  Excision  combined 
with  bypass  graft  may  be  needed  in  the 
presence  of  combined  aneurysmal  and  oc- 
clusive lesions,  as  frequently  in  the  case  of 
aortic,  iliac,  and  femoral  arterial  disease. 
Peripheral  thrombosis  can  be  prevented 
while  a major  vessel  is  occluded  by  injec- 
tion of  10  to  20  mg.  of  heparin  into  the 
distal  artery  during  the  operation.  Anti- 
coagulants are  rarely  needed  postopera- 
tively  and  may  cause  serious  complications 
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because  of  threat  of  hemorrhage  in  exten- 
sive arterial  procedures. 

Sympathectomy  alone  is  known  today 
not  to  relieve  symptoms  of  intermittent 
claudication,  but  it  may  encourage  heal- 
ing of  recently  formed  cutaneous  lesions 
produced  by  ischemia.  It  still  serves  a 
useful  purpose  in  surgical  therapy,  espe- 
cially in  diffuse  peripheral  occlusive  dis- 
ease and  whenever  grafting  of  vessels  is 
not  possible.  Peripheral  flow  is  often 
enhanced  when  lumbar  sympathectomy  is 
performed  concomitantly  with  femoro- 
popliteal  and  aorto-iliac  occlusions.  Lum- 
bar sympathectomy  is  not,  however,  advo- 
cated indiscriminately,  because  postsym- 
pathectomy neuralgia  occasionally  leads  to 
extremely  disabling  symptoms.  The  inci- 
dence of  such  a syndrome  is  very  low, 
fortunately,  and  should  not  prevent  use 
of  the  procedure  when  properly  indicated. 

SUMMARY 

Direct  surgical  treatment  of  segmental 
arteriosclerotic  occlusive  disease  provides 
optimum  results  in  regard  to  relief  of 
symptoms  and  control  of  ischemic  lesions 
in  the  distal  tissues.  Certain  sites  of  pre- 
dilection for  occlusive  lesions  are  now  well 
recognized,  and  patterns  of  clinical  find- 
ings should  become  familiar  to  all  physi- 
cians. This  presentation  has  been  con- 
cerned with  a consideration  of  diagnostic 
and  therapeutic  aspects  of  common  occlu- 
sive arterial  lesions  which  may  respond 
favorably  to  direct  surgical  attack. 

LEGENDS 

Fig.  1.  Drawing  showing  sites  of  predilection 
for  segmental  arteriosclerotic  occlusive  lesions 
which  are  currently  of  surgical  significance.  Di- 
rect surgical  attack  on  these  lesions  will  provide 
effective  control  of  the  symptoms  and  ischemia 
in  distal  tissues. 

Fig.  2.  Photograph  made  at  operation  for  aorto- 
iliac  occlusive  disease  showing  crimped  dacron  bi- 
furcation prosthesis  used  as  a bypass  from  the 
abdominal  aorta  to  external  iliac  arteries  bilat- 
erally. 

Fig.  3.  Composite  drawing  of  arterial  system 
demonstrating  some  of  the  technics  of  arterial  re- 
construction currently  in  use.  These  include  (a.) 
bypass,  and  (b.)  endarterectomy  with  patch  graft 
arterioplasty. 
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The  physician  and  surgeon,  like  any 
skilled  mechanic,  must  have  more  than  a 
casual  knowledge  of  the  object  of  his  en- 
deavors. It  is  essential  that  he  learn  in 
detail  the  structure  of  all  the  parts.  He  is 
obliged  to  know  their  location,  size,  shape, 
and  the  relationship  of  one  to  another  as 
well  as  their  function.  Anatomy  is  truly 
the  foundation  of  medicine.  Notwith- 
standing the  comprehensive  anatomical 
texts  with  graphic  illustrations  now  avail- 
able, the  cadaver  still  provides  the  stu- 
dent the  most  impressive,  and  conse- 
quently the  most  retentive,  source  of 
knowledge  of  this  subject. 

At  no  time  has  there  been  a plethora 
of  material  available  for  dissection.  In 
the  United  States  today,  schools  often  ex- 
perience difficulty  obtaining  cadavers  in 
sufficient  numbers.  Even  so  material  for 
this  work  is  rarely  recruited  from  the  liv- 
ing. Most  schools  are  able  to  provide  stu- 
dents with  an  adequate  number  of  bodies 
without  the  assistance  of  resurrections  or 
resorting  to  “burking.”  Also,  fortunately, 
the  twentieth  century  anatomist  is  not 
often  tethered  by  laws,  customs,  and  reli- 
gious prejudices  which  make  dissection  of 
the  human  body  impossible.  But  public 
understanding  is  not  easily  obtained.  For 
many  years,  anatomists  were  forced  to 
pursue  their  studies  outside  the  law.  To 
acquire  cadavers  they  had  to  engage  in  a 
lawless  traffic  of  dead  bodies,  and  to  study 
these  illegal  specimens  secret  dissections 
were  often  necessary. 

When  and  where  the  first  anatomical 
dissections  were  performed  may  never  be 
conclusively  established,  however,  the 
first  anatomical  observations  we  have  are 
those  recorded  by  Alcmaeon,  a physician 
who  lived  in  the  Gi’eek  province  of  Cro- 
tona  about  600  B.C.  It  is  reasonably  cer- 
tain that  these  investigations  were  carried 
out  on  animals  and  that  this  ancient  did 
not  dissect  the  human  body.  While  Alc- 
maeon’s  work  is  the  first  irrefutable  evi- 
dence of  anatomy  having  been  investi- 
gated as  a science,  reliefs  and  figures  that 
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antedate  the  birth  of  Christ  by  a thousand 
years  or  more  have  been  uncovered  in 
Egypt,  Syria,  and  on  the  island  of  Crete 
which  by  their  accurate  representation  of 
the  human  form  suggest  the  sculptors 
had  more  than  a topical  knowledge  of 
anatomy. 

Whether  or  not  the  father  of  medicine, 
Hippocrates  (460-circa  359  B.C.),  or  his 
contemporaries  anatomized  mortals  is  im- 
possible to  ascertain  unequivocally.  These 
wonderful  Athenians,  who  came  of  age 
during  the  reign  of  Pericles,  have  left  us 
a vast  number  of  scientific  works  covering 
many  phases  of  medicine,  but  among  these 
writings,  conclusive  evidence  that  dissec- 
tion of  man  was  practiced  is  lacking.  It  is 
known,  however,  that  they  were  ac- 
quainted with  the  anatomy  of  the  bones, 
and  that  on  occasions  the  body  cavities 
were  opened  to  determine  the  cause  of 
death,  but  the  study  of  human  anatomy  in 
detail  does  not  appear  to  have  been  carried 
out.  To  assume  that  if  these  early  investi- 
gators had  conducted  studies  of  this  na- 
ture, they  would  have  endowed  us  with 
descriptions  similar  to  those  left  by  them 
dealing  with  other  phases  of  the  healing 
art  is  not  unreasonable.  Such  records 
could  have  been  lost,  of  course,  but  it  is 
more  likely  that  their  anatomical  studies 
were,  as  Alcmaeon’s,  restricted  to  animals. 

Aristotle  (348-322  B.C.)  of  Macedonia, 
the  greatest  intellect  of  Plato’s  school,  was 
student  or  master  of  all  the  sciences 
known  to  the  Athenians  of  his  day  includ- 
ing Anatomy.  Nevertheless,  his  anatomi- 
cal studies  were  also  comparative.  It  is 
reasonably  certain  that  he  did  not  dissect 
the  human  form.  Even  so,  much  was  ac- 
complished by  this  genius.  His  descrip- 
tions of  the  lower  animals  provide  a solid 
foundation  on  which  the  classical  anato- 
mist who  came  later  build  our  modern 
texts.  Also,  to  him  must  be  given  credit 
for  introducing  illustrations  into  the  basic 
science.  His  were  the  first  anatomical 
drawings. 

Though  his  contributions  are  immeas- 
urable, his  work  was  not  without  error. 
It  seems  strange  that  he  attached  so  little 
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significance  to  the  brain.  It  was  his  belief 
that  the  heart  was  the  center  of  intelli- 
gence while  the  brain  was  merely  a colling 
system  for  that  organ.  This  opinion  is 
antithetical  to  that  held  by  the  anatomists 
who  preceded  and  followed  him.  Subse- 
quent investigations  have  proven  that  the 
heart  is  not  the  center  of  intellect  and 
that  the  brain  does  not  give  off  heat, 
although  some  scholars  still  question 
whether  or  not  the  brain  of  man  is  capa- 
ble of  thought. 

With  the  death  of  his  pupil  and  bene- 
factor, Alexander  the  Great,  in  323  B.C., 
Aristotle  quit  Athens.  For  Athens,  these 
were  fatal  blows : the  first  in  a long  series 
of  events  which  forced  her  to  yield  the 
torch  of  education.  From  there,  the  cen- 
ter of  learning  moved  to  the  magnificent 
city  of  the  Nile  that  was  founded  by  the 
great  warrior  who  bequeathed  her  his 
name.  In  Alexandria,  the  Athenian  spark 
of  learning  was  fanned  to  a bright  flame. 
Under  the  patronage  of  the  Ptolemies, 
such  men  as  Euclid  the  geometer ; Archi- 
medes, the  philosopher  and  physicist; 
Strabo,  the  geographer ; and  Aristophanes, 
the  rhetorician;  adjourned  at  will.  It  was 
in  this  atmosphere  that  Herophilus  (circa 
300  B.C.)  the  father  of  anatomy,  and 
Erasistratus  began  the  scientific  dissec- 
tion of  mortal  anthropoids.  It  is  reliably 
established  that  their  work  was  conducted 
on  human  beings.  These  were  the  first 
legalized  dissections. 

The  Ptolomies  were  generous  with  their 
erudite  proteges.  Bodies  were  provided  in 
an  adequate  number  by  proclamation. 
And,  if  we  care  to  believe  Celsus,  on  occa- 
sions condemned  criminals  were  delivered 
to  these  anatomists  for  punishment  by 
vivisections.  It  is  possible  that,  as  in  Ger- 
many under  Hitler,  those  considered  by 
the  authorities  were  disposed  of  by  the 
process  of  experimentation.  The  study  of 
anatomy  on  the  human  cadaver  was  con- 
tinued in  the  city  of  its  birth  until  about 
100  A.D.  when,  under  the  Romans,  it 
seems  to  have  been  discontinued.  But, 
during  this  brief  period,  much  progress 
had  been  made. 

With  Galen  (circa  130-200  A.D.),  who 
is  often  referred  to  as  the  Prince  of  Phy- 
sicians, the  Alexandrian  period  of  Anat- 
omy came  to  a close.  This  great  interro- 
gator of  nature  was  a native  of  Asia,  a 


student  of  Alexandria,  and  practitioner  of 
Rome  where  he  served  Marcus  Aurelius, 
the  stoic  philosopher  and  ruler.  While 
there  are  indications  in  his  writings  that 
he  was  aware  of  differences  between  his 
animal  dissections  and  man,  for  the  most 
part  his  work  was  conducted  on  the  Bar- 
bary ape.  Often  he  encouraged  his  stu- 
dents to  leave  Rome  and  go  to  Alexandria 
so  that  they  might  examine  a human  ca- 
daver. 

Galen,  like  Aristotle,  was  also  a philoso- 
pher. It  was  his  belief  that  he  could  dis- 
cern the  function  of  each  part  of  the  body 
and  then  by  logic  show  how  this  part  was 
perfectly  constructed  for  its  function  and 
consequently  could  not  be  constructed  oth- 
erwise. Such  a belief  admits  a knowledge 
of  all  things  both  physical  and  spiritual. 
Galen  readily  admitted  omniscience.  His 
writings  were  so  dogmatic  and  convincing 
that  for  hundreds  of  years  his  teachings 
were  followed  blindly.  Decades  were  lost 
while  men  believed  that  beyond  Galen  no 
progress  could  be  made.  His  was  thought 
to  be  the  final  word.  Unfortunately,  while 
he  contributed  much  to  anatomy,  espe- 
cially the  study  of  the  muscles,  such  a 
blind  faith,  as  so  often  is  the  case,  was 
not  to  man’s  advantage.  Progress  was  re- 
tarded. The  millennium  that  followed  was 
an  intellectual  void. 

The  Dark  Ages  (300-1300  A.D.)  that 
came  after  Galen  clung  to  man  like  a 
death,  during  which  anatomy  and  almost 
all  other  forms  of  learning  were  dormant. 
The  growth  of  Man’s  recently  acquired 
infant.  Science,  was  stunted  by  little 
minds.  This  intellectual  decay  began  in 
Rome  about  the  beginning  of  the  third 
century  A.D.  and  spread  like  a malignant 
growth  throughout  the  once  glorious  em- 
pire. The  mind  of  Man  slept. 

During  those  lost  years.  Anatomy  rested 
among  the  writings  of  the  Arabians.  Its 
return  to  the  Western  World  was  begun 
at  the  monastery  of  Monte  Cassino  in 
southern  Italy  about  1050  A.D.  Here  the 
laborious  task  of  translating  the  works 
from  Arabic  into  Latin  was  initiated. 
Salernum,  where  a few  rays  of  enlighten- 
ment had  resisted  extinction,  also  contrib- 
uted to  this  re-birth  of  knowledge.  There 
at  the  University,  the  first  medical  diplo- 
mas were  awarded  to  candidates  who  had 
completed  prescribed  studies.  In  1231 
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A.D.,  Frederick  II  (1194-1250)  deci’eed 
that  a cadaver  would  be  anatomized  in 
that  city  once  in  every  five  years  and  that 
the  physicians  of  the  realm  were  required 
to  be  present ; but  there  is  no  record  that 
this  order  was  ever  executed.  During  the 
thirteenth  and  fourteenth  century,  dissec- 
tions of  man  was  legalized  in  Montpelier, 
Venice,  Naples,  Spain,  and  Germany,  but 
the  revival  of  anatomy  took  place  in  Bo- 
logna under  Mondino  (1270-1326)  who 
has  since  become  known  as  the  “Restorer 
of  Anatomy.” 

In  Bologna,  in  1315,  Mondino,  with 
legal  consent,  publicly  anatomized  a 
human  female  corpse.  This  was  the  first 
public  dissection  we  have  record  of  for 
many  years.  Perhaps  the  greatest  contri- 
bution made  by  this  man,  who  was  the 
first  of  the  modern  anatomists,  was  that 
he  descended  from  the  professor’s  chair 
to  conduct  the  dissections  himself.  Prior 
to  him,  most  of  the  manual  work  had  been 
done  by  the  barber-surgeons  while  the  pro- 
fessor lectured  from  a high  chair,  over- 
looking the  occupied  slab.  A year  after 
this  early  dissection,  he  wrote  his  “ano- 
thomia,”  the  first  of  what  may  be  called 
modern  anatomical  text. 

Even  in  those  days,  subjects  for  dissec- 
tion were  difficult  to  obtain.  Criminals 
who  had  been  sentenced  to  capital  punish- 
ment were  often  executed  in  a manner 
prescribed  by  the  anatomists  so  that  their 
bodies  might  be  used  for  study.  Later,  in 
England,  the  inadequacy  of  this  form  of 
procurement  gave  rise  to  graverobbing 
and  murder.  Not  only  did  the  student 
find  it  difficult  to  obtain  material,  but, 
once  obtained,  it  was  necessary  to  pro- 
ceed rapidly  with  the  dissection  before 
putrifaction  had  become  advanced.  Why 
embalming  preceding  dissection  was  not 
resorted  to  is  not  apparent.  Certainly  the 
art  was  known  before  this  period.  While 
embalming  seems  not  to  have  been  used, 
solar  drying  prior  to  examination  and 
maceration  of  the  flesh  and  muscles  so 
that  the  nerves  might  be  traced  was  prac- 
ticed. 

Mondino  was  followed  by  anatomists  of 
little  importance,  but  during  the  next  two 
hundred  years,  naturalism  came  to  the 
front  among  the  artists,  and  such  great 
painters  as  Michaelangelo  (1475-1564), 
Raphael  (1483-1521)  and  Leonardo  de 


Vinci  (1452-1519)  are  known  to  have  car- 
ried out  dissections.  The  latter  artist,  in 
conjunction  with  an  anatomy  professor  at 
the  University  of  Pavia,  began  an  ana- 
tomical text  which  was  never  completed 
because  of  the  death  of  the  anatomist,  but 
judging  from  the  drawings  available,  one 
can  be  sure  that  if  this  wonderful  work 
had  been  published  during  de  Vinci’s  life- 
time, he,  instead  of  Versalius,  would  now 
be  known  as  the  reformer  of  anatomy. 

By  the  early  part  of  the  sixteenth  cen- 
tury, Paris  had  become  the  center  of  medi- 
cal education  ...  an  honor  short-lived. 
A former  Parisian  student,  Andreas  Ver- 
salius, in  1543  with  the  publication  of 
the  two  greatest  anatomical  works  the 
world  had  yet  seen,  made  the  University 
of  Padua  in  noi’thern  Italy  the  center  of 
medical  science.  At  Padua,  Versalius  oc- 
cupied the  chair  of  anatomy  which  was 
created  for  him  shortly  after  he  had  re- 
ceived his  medical  degree.  This  was  the 
first  full  professorship  in  Anatomy. 

His  two  great  works,  the  Epitome  and 
the  Fabrica,  were  revolutionary.  For  their 
author,  they  have  earned  the  title  of  the 
“Reformer  of  Anatomy.”  To  this  great 
Belgian,  who  could  articulate  a skeleton 
blindfolded,  must  be  given  the  credit  of 
proving  the  dogmatic  teachings  of  Galen 
were  not  infallible.  These  two  books  were 
the  anatomical  texts  for  physicians  and 
artists  for  the  next  two  hundred  years. 
In  fact,  even  today  it  is  maintained  by 
some  authorities  that  the  drawings,  which 
might  have  been  done  by  Jan  Stephan 
Van  Calcar,  cannot  be  surpassed.  Since  it 
was  a publication,  the  Fabrica,  greater  of 
the  two  contributions,  has  passed  through 
twenty-five  or  more  editions. 

When  one  considers  the  scarcity  of  ana- 
tomical material  available  to  this  author, 
the  results  seem  even  more  remarkable. 
The  work  on  the  female  reproductive  sys- 
tem, while  not  perfect,  is  essentially  cor- 
rect and  is  believed  to  have  been  derived 
from  the  dissection  of  only  six  bodies. 
Dissection  had  been  legalized  in  northern 
Italy,  but  the  only  source  of  material  pro- 
vided by  law  was  the  executed  criminal. 
Had  the  authorities  been  more  careful 
about  checking  the  disposition  of  the 
corpses  of  paupers  who  died  without  rela- 
tives, it  is  likely  that  these  great  works 
could  not  have  been  written.  How  many 
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stolen  bodies  contributed  to  their  compila- 
tion, we  can  only  speculate. 

From  P a d u a,  medical  achievement 
moved  to  Leyden,  Holland,  where  it  re- 
sided until  the  latter  half  of  the  eighteenth 
century  when  it  migrated  across  the  chan- 
nel to  Edinburgh,  Scotland.  The  Univer- 
sity of  Edinburgh  had  received  its  charter 
in  1505,  but  nothing  outstanding  was  ac- 
complished until  after  Monro  I was  ap- 
pointed Professor  of  Anatomy  in  1720. 
Following  this,  the  school  gradually  as- 
sumed the  leadership  in  healing  art  which 
it  maintained  for  years.  Monro  I was  fol- 
lowed by  his  son,  Monro  II,  who  in  time 
passed  the  title  to  his  own  son,  Monro  III. 
The  first  two  Monro’s  were  men  of  ac- 
complishment, but  the  third  was  not  com- 
petent for  the  position  he  inherited. 
Dissatisfaction  with  his  lectures  and  dem- 
onstrations became  so  prevalent  among 
the  undergraduates  of  the  University  that 
private  anatomical  schools  came  into  exist- 
ence in  Edinburgh  to  meet  the  demand  of 
the  students  for  better  instruction.  In 
turn,  these  private  schools  created  an  in- 
creased demand  for  cadavers. 

As  in  many  other  nations,  dissections 
had  been  legalized,  but  the  law  had  failed 
to  provide  bodies  in  adequate  numbers. 
The  condemned  malefactor  remained  the 
sole  source  of  anatomical  material  on 
which  the  University  had  first  call.  There- 
fore, the  private  anatomist  was  forced  to 
resort  to  stealth  to  obtain  cadavers.  Anat- 
omists had  been  dealing  with  grave  rob- 
bers since  the  very  early  days  of  the 
science,  but  their  demands  had  not  been 
large.  Now,  with  the  new  schools  spring- 
ing up,  the  demand  was  so  great  that  for 
those  with  talent  for  this  work,  a lucrative 
profession  was  created.  The  ignominious 
men  who  dealt  in  purloined  corpses  be- 
came known  by  the  noble  title  “Resurrec- 
tionists.” Their  members  were  assembled 
from  the  foulest  culprits,  yet  because  of 
the  passivity  of  the  government,  their 
infamous  trade  was  sustained  by  law,  or 
the  absence  thereof.  If  the  Anatomy  Act 
of  1832,  which  had  long  been  sought  by 
the  Medical  Profession,  had  been  enacted 
earlier,  England  and  Scotland  would  have 
been  spared  many  odious  crimes. 

The  ghoul  who  deserves  the  question- 
able honor  of  being  remembered  as  the 
first  resurrectionist  neglected  to  record 


his  name  for  posterity  ...  an  oversight 
that  may  have  been  intentional.  But,  in 
the  beginning,  no  one  could  have  foreseen 
the  international  reputation  these  unusual 
thieves  would  acquire.  Their  profession, 
which  came  into  existence  about  the  mid- 
dle of  the  eighteenth  century  and  attained 
maturity  during  the  first  thirty  years  of 
the  nineteenth  century,  was  almost  sin- 
gular to  the  United  Kingdom.  In  no  other 
nation  has  the  delicate  art  of  graverob- 
bing and  body-snatching  been  developed 
to  such  perfection.  Whether  this  craft 
had  its  beginning  in  London,  Dublin, 
Edinburgh,  or  Glasgow,  is  not  known,  but 
during  the  reign  of  the  “sack-’em  up  men” 
each  of  these  cities  contributed  to  the  de- 
velopment of  the  art. 

Until  1745,  when  the  monopoly  on  ca- 
davers, held  by  “The  United  Company  of 
Barbers  and  Surgeons,”  was  liquidated, 
there  was  little  demand  for  the  talents  of 
the  resurrection  men.  Material  supplied 
by  the  hangman  was,  for  the  most  part, 
sufficient.  This  company  had  come  into 
existence  in  1540  when  Henry  VIII  had 
united  the  London  Barber  Surgeon,  whose 
charter  dated  from  1461,  with  the  Eellow- 
ship  of  Surgeons  and  gave  them  the  sole 
right  to  dissection.  Prior  to  1745,  there 
were  a few  demonstrators  who  taught 
anatomy  in  spite  of  the  illegality  of  this 
form  of  instruction.  Their  demands  for 
material  was  usually  met  by  their  own 
cunning  or  that  of  their  students  who 
often  strolled  outside  the  law  in  order  to 
enhance  their  learning.  Later,  when  the 
demands  for  bodies  increased,  men  of  med- 
icine relinquished  this  undesirable  avoca- 
tion to  those  more  suited  to  the  calling. 
For  the  latter,  snatching  bodies  became 
a pursuit  whose  object  was  financial  gain. 

The  extent  of  the  financial  remunera- 
tion those  men  were  able  to  obtain  from 
their  nefarious  traffic  depended  upon 
many  things.  It  is  believed  that  some  of 
these  culprits  were  able  to  realize  as  much 
as  a thousand  dollars  during  the  season 
for  their  efforts.  The  anatomical  season 
was  concurrent  with  the  academic  year  in 
the  medial  institutions,  extending  from 
October  to  the  following  May.  It  was  dur- 
ing these  months  that  the  culprits  who 
made  resurrection  their  business  were  ac- 
tive. Such  things  as  the  corpse’s  identity, 
age,  sex,  state  of  preservation,  and  wheth- 
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er  or  not  that  particular  specimen  was  a 
highly  sought  after  anatomical  freak  all 
had  a bearing  on  the  extent  of  the  cul- 
prit’s reward. 

The  theft  of  the  mortal  I'emains  of  the 
Irish  giant  O’Brien  by  John  Hunter,  is  an 
example  of  the  latter.  The  giant  who  was 
two  inches  short  of  eight  and  a half  feet, 
died  in  1783  after  a long  illness.  Shortly 
before  his  death,  the  Irishman  learned 
that  his  skeleton  was  greatly  coveted  by 
Hunter  who  wished  to  add  it  to  the  collec- 
tion which  has  subsequently  become 
known  as  the  Hunterian  Museum  and 
which  now  resides  in  the  Royal  College  of 
Surgeons  in  London.  O’Brien,  who  had  a 
natural  aversion  to  being  dead  in  the  first 
place,  found  such  adoration  objectionable. 
It  was  his  wish  that  he  be  buried  at  sea 
in  a lead  coffin  toward  which  end  he 
made  arrangements.  However,  Hunter,  by 
cunning  and  several  hundred  dollars  was 
able  to  satiate  the  avaricious  loyalty  of 
the  hired  guardians  and  to  make  off  with 
the  prize.  The  body  was  taken  to  London 
where  the  flesh  was  removed  and  the  skel- 
eton articulated.  Today,  the  giant’s  bones 
hang  in  the  Royal  College  of  Surgeons — a 
priceless  specimen. 

The  body-snatchers  were  always  alert 
for  business.  If  one  of  these  ghouls  hap- 
pened to  be  in  the  neighborhood  when  an 
unexpected  or  accidental  death  occurred 
on  the  street,  he  would  rush  up  claiming 
to  be  a relative  of  the  deceased  and  de- 
mand the  body,  which  instead  of  being 
interred  in  the  local  cemetery  found  its 
way  to  an  anatomist’s  dissecting  table. 
Another  source  of  bodies  for  these  unsa- 
vory tradesmen  was  the  workhouse  or 
charity  institutions.  Oftentimes  when  a 
death  occurred  there  a resurrectionist  or 
his  paramour  would  appear  claiming  to  be 
the  legal  custodian  of  the  body  thereupon 
removing  it  for  alleged  burial.  So  brazen 
were  these  gentlemen  that  hanged  crimi- 
nals, who  by  law  should  have  been  deliv- 
ered to  the  Royal  College  of  Surgeons  for 
dissection,  were  stolen  from  the  gallows 
and  presented  to  the  anatomists  as  fair 
merchandise.  Usually,  the  price  was  paid. 
Still  another  source  of  material  was 
the  dishonest  undertaker  who  buried  a 
weighted  coffin  and  sold  the  body  on  the 
black  market.  Occasionally,  to  the  delight 
of  the  suspect,  bodies  being  held  for  in- 


quest were  missing  by  the  time  the  pro- 
ceedings were  initiated.  They,  too,  were 
eligible  specimens. 

The  demands  of  the  schools  in  Edin- 
burgh, Glasgow,  and  London  were  great 
enough  at  the  beginning  of  the  academic 
year  to  put  quite  a strain  on  the  local 
merchants.  To  meet  this  demand,  an  ex- 
port trade  from  northern  Ireland  was  or- 
ganized. Until  its  discovery  in  1827,  this 
proved  to  be  an  affluent  source  of  material 
for  the  anatomical  teachers  of  the  United 
Kingdom.  Perhaps  the  audaciousness  of 
the  scheme  was  the  reason  it  survived  so 
long  undetected. 

Nevertheless,  the  most  consistent  source 
of  material  for  the  sack-’em  up  men  was 
the  burial  ground.  The  cunning  which 
these  gentlemen  exercised  in  exhuming 
their  quarry  is  astounding.  As  a rule,  they 
worked  in  gangs  of  six  to  eight  usually 
one  of  which  was  the  sextant  or  custodian 
of  the  field.  In  the  great  cities,  the  early 
hours  of  the  evening  were  the  preferred 
time  for  their  activities  in  order  that  the 
watchman  might  be  avoided ; while  in  the 
rural  areas,  graverobbing  usually  took 
place  after  the  living  inhabitants  had  re- 
tired. The  soft  earth  covering  the  recently 
buried  coffin  was  removed  by  the  team 
digging  continuously  in  relays  with 
wooden  shovels  so  that  noise  made  by 
metal  tools  striking  rock  could  be  pre- 
vented. By  this  means,  the  coffin  was 
reached  and  a hole  opened  in  one  end  in  a 
matter  of  minutes,  through  which  the 
body  was  dragged.  The  earth  which  had 
been  thrown  out  on  a large  canvas  was 
rapidly  replaced  and  the  mound  shaped  as 
before.  The  body  was  sacked  and  carted 
away.  A single  gang  operating  in  this 
fashion  have  been  known  to  uncover  moi'e 
than  a dozen  corpses  in  one  evening. 
When  one  considers  that  the  average  price 
for  a good  cadaver  was  about  twenty  dol- 
lars— money,  in  those  days — one  can  read- 
ily appreciate  the  motive  of  these  assist- 
ants of  science. 

Mankind  has  always  sought  a means  of 
defending  himself  against  aggression,  and 
so  it  was  on  this  occasion.  Bereaved  rela- 
tives who  had  no  desire  to  advance 
science,  erected  great  iron  cages,  or  Mort- 
safes,  over  the  graves  of  their  deceased. 
Still  later,  iron  coffins,  designed  to  with- 
stand the  onslaught  of  resurrectionists. 
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were  marketed.  Some  cemeteries  erected 
houses  where  the  remains  were  kept  until 
sufficiently  decomposed  to  make  them 
useless  as  anatomical  specimens.  But 
these  defenses  were  not  adequate  to  seri- 
ously impair  the  lucrative  trade. 

Among  these  thieves,  there  was  no 
honor.  As  would  be  expected,  the  theft  of 
bodies  was  not  the  only  depraved  act  of 
those  dealers  in  flesh.  As  trade  grew  and 
competition  became  keener,  conflicts  be- 
tween the  various  gangs  was  an  inevitable 
sequel.  Oftentimes,  one  clan  found  its  vo- 
cational efforts  thwarted  by  the  appear- 
ance of  another  group  of  thieves.  Violence 
would  ensue,  and  occasionally,  one  of  the 
felons,  after  laying  down  his  life  for  his 
art,  would  be  substituted  for  the  coveted 
prize.  On  other  occasions,  the  robbers  ran 
afoul  of  friends  or  relatives  of  the  de- 
ceased whose  object  it  was  to  guard  the 
grave  until  sufficient  time  had  elapsed  to 
make  the  corpse  undesirable  for  anatomi- 
cal study.  Gun  battles  between  the  guar- 
dians and  the  resurrectionists  are  known 
to  have  taken  place,  but  since  this  at- 
tracted the  attention  of  the  surrounding 
community  and  seldom  netted  the  thieves 
the  body,  these  engagements  were  not  fre- 
quent. The  sackers,  as  a rule,  preferred  to 
wait  out  the  relatives  and  then  make  off 
with  the  body. 

These  sinister  merchants  not  only  ran 
afoul  of  the  law,  each  other,  and  relatives 
of  the  deceased,  but  also  with  their  bene- 
factors, the  anatomists.  The  private  ana- 
tomists had  no  choice  except  to  deal  with 
these  men  as  there  was  no  other  source 
of  supply  until  the  Anatomy  Act  of  1832 
was  enacted.  Excepting  those  choice  spec- 
imens that  he  or  his  students  were  able 
to  obtain  by  stealth,  which  were  of  insuf- 
ficient numbers,  the  teacher  was  forced 
to  depend  entirely  upon  the  resurrection- 
ists. Like  the  American  prohibition  mob- 
sters, each  gang  insisted  that  they  have 
an  exclusive  right  to  the  purchaser’s  busi- 
ness. Also,  the  association  which  the 
anatomist  had  with  the  sack-’em  up  men 
was  used  as  grounds  for  extortion.  The 
impossible  position  of  the  anatomist  often 
resulted  in  acts  of  violence  against  him 
or  his  property  by  paranoid  members  of 
the  clan.  Nor  was  that  all.  The  anatomist 
was  expected  to  support  the  family  of  the 
criminal  while  he  was  confined  for  his 


heinous  acts  and  to  pay  the  culprit  a sti- 
pend for  each  week  of  incarceration.  It  is 
not  difficult  to  understand  why  the  anato- 
mist wanted  reform  and  why  the  resur- 
rectionists were  well  satisfied  with  the 
laws  that  existed.  Later,  this  public  con- 
fusion was  crystallized  by  the  odious  mur- 
ders which  took  place  in  Edinburgh  and 
London  into  a demand  for  reform,  and 
Parliament’s  apathy  was  forced  to  give 
way. 

The  name  of  William  Burke  and  Wil- 
liam Hare  occupy  an  unique  place  in 
anatomical  history.  They  were  neither 
scientists  nor  resurrectionists.  To  aid  hu- 
manity was  no  doubt  the  farthest  thought 
from  their  minds,  but  like  bloody  wars, 
they  were  instruments  through  which  im- 
provement was  initiated.  These  two  men 
were  perhaps  the  most  revolting  criminals 
in  Scotland’s  entire  history.  Their  crimes 
agitated  the  growing  reaction  for  im- 
provement which  was  precipitated  a few 
years  later  as  the  Warburton  Anatomy 
Act  by  a similar  atrocity  in  London. 

The  murders  committed  by  these  degen- 
erates and  their  female  confreres,  Mrs. 
Hare  and  Helen  McDougal,  began  in  De- 
cember, 1827,  and  extended  over  a period 
of  almost  one  year.  Fittingly,  their  vil- 
lainous careers  were  ended  on  October  31, 
1828.  During  this  brief  period,  they  are 
believed  to  have  murdered,  by  suffocation 
or  some  equally  suitable  manner,  up  to 
sixteen  persons  to  sell  to  the  anatomists. 
Their  victims  were  drafted  from  the  old 
and  infirm  that  roamed  the  streets  of 
Edinburgh.  These  unfortunates  were  en- 
ticed to  the  assassins’  rooms  under  a guise 
of  friendship  where  they  were  done  in. 
Even  though  the  value  of  anatomical  ma- 
terial had  increased  since  the  early  days 
of  the  resurrectionists,  it  was  far  from 
sufficient  to  justify  such  selfish  acts. 
Probably,  Burke  and  Hare  received  only 
about  thirty-five  dollars  per  body. 

The  careers  of  these  criminals  ended 
soon  after  the  murder  of  an  old  woman 
named  Docherty.  The  body  of  the  victim 
while  in  transit  was  seen  in  the  home  of 
the  murderers  by  a Mr.  and  Mrs.  Gray, 
who  reported  the  incident  to  the  police. 
As  investigation  was  instituted  which  led 
to  the  dissecting  room  of  one  of  Edin- 
burgh’s most  famous  anatomists.  Dr.  Rob- 
ert Knox,  where  the  body  was  found  in  a 
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bound  trunk  having  so  recently  arrived  at 
the  institution  that  it  had  not  been  opened. 

Burke  and  Hare  with  their  female  ac- 
complices were  brought  to  trial  on  Decem- 
ber 24,  1828.  The  women  were  admon- 
ished and  released  for  lack  of  evidence. 
Hare  had  turned  King’s  evidence,  in  re- 
turn for  which  he  was  not  prosecuted. 
Burke  was  found  guilty  as  charged  and 
hanged  Wednesday  morning,  January  2, 
1829,  before  a delighted  crowd  estimated 
to  be  between  twenty  and  thirty  thousand. 
In  compliance  with  the  sentence  of  the 
court.  Dr.  Monro  III,  who  was  then  Pro- 
fessor of  Anatomy  at  the  University  of 
Edinburgh,  on  the  following  day  publicly 
dissected  the  body  of  the  criminal.  Be- 
cause of  the  popular  demand,  it  was  neces- 
sary to  permit  the  public  to  view  the 
corpse  after  it  had  been  anatomized.  The 
skeleton  of  Burke  now  hangs  in  the  Mu- 
seum of  Anatomy  at  the  University  of 
Edinburgh,  and  to  the  English  language 
has  been  added  the  transitive  verb  “to 
burke,”  which  is  defined  by  Webster  as 
“1.  To  murder  by  suffocation,  or  with  few 
marks  of  violence,  in  order  to  obtain  a 
body  to  be  sold  for  dissection.  2.  To  dis- 
pose of  quietly,  as  by  suppressing  or 
shelving.” 

Hare,  under  legal  protection,  was  trans- 
ported to  London  where  he  was  cast  into 
a vat  of  lime  by  workmen  who  learned 
his  identity.  As  a result  of  this  treatment, 
he  was  blinded,  and  the  last  decades  of 
his  life  were  spent  as  a beggar  in  London. 
After  many  difficulties,  Mrs.  Hare  and 
Helen  McDougal  were  removed  from  the 
country.  Their  subsequent  fates  are  un- 
certain. 

Although  Burke’s  confession  exonerated 
Dr.  Knox,  as  did  the  report  of  a committee 
which  was  later  appointed  to  determine 
the  anatomist’s  guilt,  his  career  was 
ended.  Had  the  masses  prevailed,  Knox 
would  have  been  hanged  along  with  the 
three  participants  who  escaped  legal  pun- 
ishment. Within  a few  years,  the  pro- 
fessor who  once  attracted  the  greatest 
attendance  in  Edinburgh  had  only  a few 
students,  and  his  practice  was  almost  non- 
existent. Shortly  thereafter,  he  moved  to 
London  where  he  died  a disillusioned  man. 

As  heinous  as  these  crimes  were,  they 
were  not  sufficient  to  bestir  Parliament 
into  enacting  legislation  that  would  do 


away  with  circumstances  which  induced 
such  activities.  These  lethargic  Lords 
could  not  be  moved  until  a crime  of  similar 
nature  was  perpetrated  in  London  almost 
on  the  steps  of  Parliament.  Eirst,  the 
names  of  Bishop,  Williams,  and  May  had 
to  be  added  to  the  criminal  files. 

These  men,  accompanied  by  a fourth 
named  Shields,  in  early  November,  1831, 
presented  for  sale  at  King’s  College  the 
body  of  a young  boy.  A cursory  examina- 
tion of  the  remains  suggested  foul  play, 
and  the  peddlers  were  arrested.  A post- 
mortem examination  of  the  body  revealed 
that  the  boy’s  death  was  due  to  his  neck 
having  been  fractured.  These  monsters 
were  arraigned  for  murder  the  following 
month.  All  except  Shields  were  sentenced 
to  death  by  hanging;  the  latter  being  ac- 
quitted because  it  was  not  proven  that  he 
was  connected  with  the  murder.  May’s 
sentence  was  later  commuted  to  life  im- 
prisonment. Bishop  and  Williams  were 
executed  on  December  5,  1831,  and  their 
bodies  subsequently  dissected.  At  last,  the 
British  Government  was  moved.  On  Au- 
gust 1,  1832,  the  Warburton  Anatomy 
Act,  which  provided  for  legal  pursuit  of 
anatomy  and  an  adequate  source  of  mate- 
rial in  unclaimed  bodies,  became  law.  The 
activities  of  the  resurrectionists  and  burk- 
ers  quickly  came  to  an  end.  Time  has 
proven  the  wisdom  of  this  act. 

While  physicians  were  among  the  early 
settlers  in  America,  medical  education  ar- 
rived much  later.  Until  1765,  when  Dr. 
John  Morgan  founded  our  first  medical 
school,  a part  of  the  College  of  Philadel- 
phia which  has  subsequently  became  the 
University  of  Pennsylvania,  American 
doctors  were  educated  in  England  or 
served  an  apprenticeship  under  a practic- 
ing physician.  But  formal  courses  in  anat- 
omy had  been  offered  prior  to  the  opening 
of  the  first  medical  school.  In  1750,  Dr. 
Cadwalader  of  Philadelphia  gave  lectures 
on  and  demonstrations  in  human  anatomy. 
In  1762,  Dr.  William  Shippen,  Jr.,  of  the 
same  city  began  a similar  undertaking; 
three  years  later,  he  was  made  Professor 
of  Anatomy  when  our  first  medical  school 
was  founded.  Also  in  New  York  in  1763, 
Dr.  Samuel  Glossy  began  anatomical  in- 
structions. In  1768,  when  the  second  med- 
ical school.  King’s  College  which  later  be- 
came Columbia  University,  was  founded. 
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Dr.  Glossy  became  its  first  Professor  of 
Anatomy.  Prior  to  the  courses  in  Anat- 
omy given  by  these  physicians,  several 
autopsies  are  known  to  have  been  per- 
formed, and  there  are  records  which  state 
that  bodies  had  been  anatomized. 

Material  for  these  early  dissections  was 
obtained  by  means  not  wholly  dissimilar 
to  those  used  by  the  English  anatomist 
for  many  years.  But  fortunately,  offenses 
for  the  purpose  of  obtaining  anatomical 
material  are  not  numerous  among  our 
criminal  records,  and  “Body-snatching” 
seems  not  to  have  been  practiced  exten- 
sively. While  it  is  true  that  a riot  occurred 
in  New  York  in  1788  because  the  rioters 
believed  that  the  anatomists  were  exhum- 
ing bodies  for  dissection,  and  that  Dr. 
Shippen  was  attacked  for  similar  reasons 
on  more  than  one  occasion,  for  the  most 
part,  the  corpses  of  suicides,  murders,  and 
occasional  paupers,  furnished  the  material 
for  study.  During  the  latter  part  of  the 
nineteenth  century,  an  impoverished  old 
woman  was  murdered  in  Baltimore  so 
that  the  murderer  might  sell  the  body  to 
the  anatomy  department  of  the  Univer- 
sity of  Maryland ; however,  the  crime  was 
detected,  and  the  culprit  was  executed 
after  a fair  trial.  This  case  may  occupy  a 
singular  place  in  our  anatomical  history. 
Today,  offenses  against  dead  bodies  are 
very  rare.  Unequivocally,  this  is  because 
of  the  intelligent  laws  most  of  our  states 
have  adopted. 

In  the  United  States,  except  under  un- 
usual circumstances,  the  individual  states 
have  jurisdiction  over  corpses  occurring 
within  their  boundaries,  and  since  lack  of 
originality  has  never  been  one  of  the  faults 
of  state  legislatures,  the  laws  covering 
dead  bodies  are  not  uniform  throughout 
the  nation.  Even  so,  any  body  has  certain 
rights.  For  that  reason,  most  states  recog- 
nize the  following : a living  body  has  the 
right  to  dispose  of  an  amputated  limb  or 
segment ; a dead  body  is  not  property  in 
the  true  sense,  as  it  cannot  be  bargained 
for,  bequeathed,  or  given  away  except  by 
the  deceased,  who  prior  to  death  can  usu- 
ally specify  the  means  of  disposing  of  his 
remains ; in  the  usual  course  of  events, 
the  nearest  relative  has  a right  to  the 
corpse  only  for  the  purpose  of  interment 
or  cremation ; an  autopsy  cannot  be  per- 
formed against  the  wishes  of  the  deceased 


or  his  nearest  relative  except  when  di- 
rected by  the  coroner;  a body  may  be 
buried  any  place  that  does  not  offend  pub- 
lic decency  or  constitute  a menace,  and 
once  interred ; it  can  be  exhumed  only  by 
a court  order. 

By  now  most  states  have  also  passed 
anatomical  acts  which  legalize  disssection 
and  provide  that  unclaimed  bodies,  under 
certain  circumstances,  will  be  delivered  to 
the  medical  schools  for  study.  The  num- 
ber of  corpses  obtained  is  seldom,  if  ever, 
greater  than  needed,  but  body-snatching 
and  burking  seem  no  longer  to  be  a “sine 
qua  non”  for  the  study  of  anatomy.  Justly, 
the  doctor  has  gained  support  and  under- 
standing of  a public  that  does  not  wish  to 
prosecute  him  for  an  inadequate  knowl- 
edge of  anatomy  while  denying  the  means 
of  acquiring  that  knowledge. 
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What’s  New  in  Obstetrics  and  Gynecology 

Eugene  T.  Ellison,  M.D.* 


A synopsis  of  the  recent  advances  in 
Obstetrics  and  Gynecology  must  include 
recognition  of  the  fact  that  the  overall 
improvement  in  patient  care  is  due  to  bet- 
ter training  of  physicians,  wider  dissemi- 
nation of  information  concerning  the 
value  of  the  protection  of  women’s  health 
by  frequent  medical  consultations,  im- 
proved hospital  facilities  in  both  metro- 
politan areas  and  in  smaller  communities, 
and  many  new  therapeutic  principles.  The 
improvement  in  the  economy  of  the  coun- 
try, plus  a realization  of  the  part  the  com- 
munity must  play  in  the  protection  of  the 
health  of  its  citizens,  has  led  to  the  con- 
struction and  the  staffing  of  excellent  hos- 
pitals and  other  medical  facilities  in  all 
areas  of  our  state.  This  has  resulted  in  a 
striking  improvement  in  obstetrical  and 
gynecological  care,  probably  far  in  excess 
of  other  sections  of  medicine  since  the  act 
of  childbearing  and  its  sequalae  has  long 
been  neglected  and  in  many  cases  rele- 
gated to  supervision  by  midwives  with 
most  inadequate  preparation  for  such 
events.  Midwifery  has  been  for  all  prac- 
tical purposes  eliminated  in  sections  of 
our  state  by  physicians  and  hospitals  par- 
ticipating on  a voluntary  basis  with  some 
aid  from  benevolent  funds.  Thus  many 
neglected  obstetrical  cases  are  now  seen 
less  in  our  area  and  others  where  the  local 
physician  and  hospitals  cooperate  for  the 
care  of  the  indigent  patients.  However, 
death  relative  to  pregnancy  still  consti- 
tutes the  fourth  major  cause  of  death  in 
our  county  and  continued  effort  must  be 
made  through  newer  principles  of  care  in- 
volved and  put  into  practice  and  continued 
research  in  our  major  institutions  carried 
out  if  progress  is  to  continue. 

The  field  of  fetal  wastage  through  abor- 
tion is  beginning  to  be  better  understood 
with  a thorough  study  of  aborted  mate- 
rial. Molar  changes  in  aborted  tissue 

*619  Main,  Texarkana,  Arkansas 


resembling  hydatidiform  mole  are  consid- 
ered to  be  present  in  a high  percentage  of 
cases.  This  observation  offers  further 
proof  that  the  continued  high  percentage 
of  miscarriages  are  likely  to  be  reduced 
appreciably  at  present. 

Much  productive  effort  is  being  ex- 
pended to  reduce  fetal  wastage  in  late 
pregnancy  by  investigating  the  underlying 
causes  of  abruptio  placenta  incompetent 
cervical  os,  hyalin  membrane  disease  of 
the  newborn,  toxemia  of  pregnancy,  and 
many  other  causes  of  premature  birth. 
Numerous  analyses  of  hospital  births  have 
made  the  individual  physician  more  cogni- 
zant of  the  causes  and  methods  of  pre- 
venting disasters  on  the  local  level.  Early 
delivery  of  the  diabetic  mothers,  more 
care  in  dating  of  the  time  for  elective 
cesareans,  better  understanding  of  post 
maturity,  recognition  of  the  hazards  of 
breech  delivery,  more  careful  look  at  pito- 
cin  induction  with  due  regard  for  its  haz- 
ards, better  anesthesia  coverage  at  deliv- 
ery, more  information  on  Rh  and  ABO 
incompatabilities,  better  preparation  and 
early  recognition  of  afibriogenemia  are 
some  of  the  more  recent  advances  in  ob- 
stetrical care.  Interesting  work  on  the 
causation  and  treatment  of  toxemia  is 
being  done  at  our  local  state  university  at 
the  present  time  as  well  as  studies  on 
uterine  dystocia,  induction  of  labor  and 
obstetrical  anesthesia. 

Endocrinology  has  recently  added  many 
potent  products  that  are  being  used  to  im- 
prove obstetrical  and  gynecological  care. 
Physiological  active  and  less  expensive 
progestational  agents  make  it  possible  to 
more  nearly  produce  or  augment  normal 
menstrual  cycles  when  combined  with  our 
available  estrogens.  A condition  of  pseudo- 
pregnancy so  valuable  in  the  ti’eatment 
of  the  young  women  with  endometriosis 
can  now  be  produced  with  progesterones , 
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however,  the  value  of  these  products  in 
preventing  abortion  and  prematurity  is 
still  not  established.  Newer  synthetic 
products  resembling  the  ovarian  hormones 
can  inhibit  ovulation  and  are  beginning 
to  be  used  as  oral  contraceptics.  Hormones 
of  the  adrenal  are  finding  use  in  the  treat- 
ment of  menstrual  disorders  when  the 
disorder  can  be  traced  to  the  inadequate 
adrenal  function  by  clinical  hormone 
assays  that  most  hospital  facilities  are 
now  prepared  to  make.  A fairly  clear  cut 
condition  of  polycystic  ovarian  disease 
(Stein  Leventhal  syndrome),  has  shown 
some  evidence  of  the  role  of  adrenal  in  its 
causation.  However,  the  operations  of 
medullary  resection  or  wedge  resection  of 
the  ovaries  still  strikingly  improve  this 
troublesome  disorder.  All  the  above  clini- 
cal observations  show  a reaction  of  the 
steroids  of  the  ovary  and  adrenal  through 
the  mediation  of  the  pituitary  gland  upon 
their  source  of  production,  thus  making  a 
system  of  check  and  regulation  possible. 
A more  recent  and  somewhat  practical  in- 
terglandular  reaction  involves  the  use  of 
pitocin  as  a glactogogue  and  an  aid  in  the 
treatment  of  puerperal  mastodynia. 

Considerable  improvement  in  results  of 
gynecological  surgery  due  to  the  use  of 
local  and  systemic  antibiotics  allow  us  to 
undertake  more  definitive  surgery  on  a 
patient  who  is  a poor  surgical  risk.  More 
careful  evaluation  of  long  term  results  of 
gynecological  repair  procedures  have  made 
many  improvements  in  the  technique  of 
these  operations  possible.  Many  improved 
procedures  for  primary  and  secondary  re- 
pair of  vaginal  relaxations  in  such  trou- 
blesome disorders  as  stress  incontinence 
and  complete  procidentia  are  available 
particularly  by  the  abdominal  approach. 
Attention  has  been  directed  to  the  obliter- 
ation of  the  cul-de-sac  and  the  strengthen- 
ing of  the  intra-abdominal  support  struc- 
tures to  prevent  entrocele  and  diseases  of 
the  cuff  of  the  vagina  after  surgery.  The 
place  of  radical  surgery  in  the  treatment 
of  genital  cancer  is  becoming  better  un- 


derstood and  its  use  is  now  being  based  on 
well  defined  indications.  Cancer  surgery 
calls  for  precise  widespread  anatomical 
dissections  which  is  a type  of  surgery  en- 
tirely different  from  the  usual  gynecolo- 
gical operation.  The  end  results  are  often 
seemingly  mutilating  but  with  proper  psy- 
chological preparation  are  definitely  in- 
creasing the  overall  survival  of  cancer  pa- 
tients. Radical  vulvectomy  with  groin  and 
pelvic  node  dissection,  radical  hysterec- 
tomy with  node  dissection  and  excentera- 
tion  operations  are  included  in  this 
category.  The  better  understanding  of 
electrolyte  and  fluid  balance  by  use  of 
standard  laboratory  procedures  plus  the 
availability  of  all  types  of  readily  avail- 
able parenteral  fluids  make  the  care  of  the 
critically  ill  patient  more  satisfactory  for 
the  well  informed  clinician.  These  physio- 
logical aids  plus  a well  functioning  blood 
bank  must  be  available  for  our  present 
day  improved  care  and  are  most  essential 
before  radical  surgery  is  carried  out. 

In  the  field  of  diagnosis  attention  to 
vaginal  discharges  has  made  it  possible  to 
easily  ascertain  much  information  regard- 
ing the  hormone  balance  of  the  individual, 
as  well  as  detect  disease  and  infestations. 
The  widespread  use  of  the  cancer  detec- 
tion smear  (Papanicolaou  smear)  has  be- 
come an  intricate  part  of  every  gynecologi- 
cal examination  of  the  mature  female.  The 
carefully  evaluated  smear,  its  follow  up 
when  indicated,  by  cold  knife  cone  to  de- 
termine existing  types  of  extensive  cancer, 
is  probably  our  most  important  advance 
in  care  and  fortunately  does  not  add  much 
to  the  overall  cost  of  the  examination. 
Other  office  procedures  such  as  endome- 
trial biopsy,  hysterosalpingograms,  cysto- 
grams  and  gynegrams  are  being  widely 
used  to  make  the  patient’s  condition  more 
carefully  diagnosed. 

All  these  new  procedures  and  informa- 
tion are  only  a few  of  the  new  and  pro- 
vocative ideas  that  act  as  a challenge  for 
further  advances  in  the  field  of  obstetrics 
and  gynecology. 
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INTRODUCTION 

Numerous  articles  have  been  written 
concerning  the  problem  of  medical  care 
for  the  aged  (1,  2,  3).  The  emphasis  in 
many  of  these  is  on  the  need  for  more 
hospital  beds  for  this  age  group.  In  spite 
of  these  views,  hospital  beds  are  readily 
available  for  almost  all  medical  or  surgical 
emergencies.  However,  the  number  of 
aged  patients  requiring  medical  or  nursing 
care  is  increasing  at  an  unprecedented 
rate.  If  these  were  all  to  be  hospitalized, 
this  state  and  this  country  as  well  would 
soon  require  additional  facilities  to  care 
for  the  acutely  ill  and  injured  of  all  ages. 

At  this  hospital  a unit  has  been  formed 
for  the  care  of  chronically  ill  patients  who 
have  recovered  from  the  acute  illness 
which  led  to  their  hospitalization.  We  rec- 
ognized the  need  for  better  planning  to 
meet  the  problems  facing  these  patients 
and  their  families  after  discharge.  In  this 
paper  will  be  presented  the  experience  of 
this  unit  for  the  year  1960. 

DESCRIPTION  OF  UNIT 

This  unit  has  20  beds  with  eight  pri- 
vate rooms,  one  four-bed  ward,  and  one 
eight-bed  ward.  Most  of  the  patients  for 
whom  discharge  is  being  planned  are 
grouped  in  one  of  the  wards.  This  group- 
ing facilitates  discharge  planning,  and 
also  helps  both  the  patient  and  his  family 
accept  his  discharge. 

Twenty-three  patients  were  discharged 
from  this  unit  during  1960.  Nearly  all  of 
these  presented  major  discharge  problems 
as  a result  of  their  disabilities  or  because 
of  resistance  by  the  family  or  patient  to 
leaving  the  hospital.  Only  one  of  the  23 
patients  discharged  returned  to  the  hos- 
pital because  of  inadequate  planning.  The 
median  age  of  this  group  was  63.  Seven- 

♦From  the  Departments  of  Medicine,  Social  Service,  and 
Nui'sing:  Service,  Consolidated  Veterans  Administration  Hos- 
pital, Little  Rock  Division,  Little  Rock,  Arkansas. 


table  I 


Patient 

Age 

Clinical  Diagnosis 

1. 

A.R. 

21 

Transverse  myelopathy,  pyelone- 
phritis. 

2. 

H.H. 

52 

Cerebrovascular  accident. 

3. 

C.A. 

65 

Rheumatoid  arthritis.  Duodenal 
ulcer. 

4. 

A.H. 

54 

Cerebrovascular  accident,  pyelo- 
nephritis. 

5. 

O.C. 

67 

Cerebrovascular  accident,  pyelo- 
nephritis, hypertensive  cardio- 
vascular disease. 

6. 

H.S. 

44 

Quadriplegia  due  to  spinal  cord 
trauma,  pyelonephritis. 

7. 

C.  G. 

62 

Cerebrovascular  accident,  gener- 
al ized  arteriosclerosis,  pyelone- 
phritis. 

8. 

J.  C. 

66 

Cerebrovascular  accident,  arteri- 
osclerotic heart  disease,  pyelone- 
phritis. 

9. 

M.K. 

49 

Rheumatoid  arthritis. 

10. 

C.M. 

74 

Generalized  arteriosclerosis,  cer- 
ebrovascular accident. 

11. 

N.B. 

62 

Cerebrovascular  accident,  pyelo- 
nephritis. 

12. 

J.M. 

90 

Generalized  arteriosclerosis,  dia- 
betes mellitus,  cerebrovascular 
accident. 

13. 

V.L. 

63 

Essential  hypertension,  cerebro- 
vascular accident. 

14. 

F.G. 

72 

Generalized  arteriosclerosis,  cer- 
ebrovascular accident. 

15. 

H.N. 

46 

Cerebrovascular  accident. 

16. 

J.C. 

67 

Generalized  arteriosclerosis,  cer- 
ebrovascular accident. 

17. 

M.F. 

73 

Cerebral  and  generalized  arterio- 
sclerosis, benign  prostatic  hyper- 
trophy. 

18. 

L.B. 

53 

Cerebrovascular  accident,  dia- 
betes mellitus,  arteriosclerotic 
heart  disease. 

19. 

G.G. 

75 

Fracture,  femur.  Chronic  brain 
syndrome. 

20. 

IV.F. 

72 

Arteriosclerotic  heart  disease, 
auricular  fibrillation,  Laennec’s 
cirrhosis. 

21. 

L.  Me. 

70 

Emphysema,  tuberculosis. 

22. 

O.V. 

61 

Cerebrovascular  accident. 

23. 

L.B. 

52 

Hypertensive  cardiovascular  dis- 
ease. 
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teen  of  these  patients  had  cerebrovascular 
disabilities,  three  had  neurological  (exclu- 
sive of  cerebral  vascular)  diseases,  and 
three  presented  other  problems  such  as 
rheumatoid  arthritis  and  chronic  pyelone- 
phritis (Table  I).  Fifteen  of  the  23  pa- 
tients had  some  degree  of  residual  paraly- 
sis. Two  patients  were  severely  incapaci- 
tated by  arthritis. 

Eleven  patients  died  during  the  year. 
Ten  of  these  deaths  were  the  result  of 
cerebrovascular  disease  with  such  compli- 
cations as  pyelonephritis  or  bronchopneu- 
monia. Four  patients  remained  on  the 
ward  during  the  entire  year  covered  by 
this  report. 

GENERAL  DISCUSSION 

Patients  who  are  discharge  problems  are 
always  patients  who  are  either  physically 
or  mentally  inadequate  to  live  independ- 
ently. The  most  common  disease  of  old 
age  is  mental  illness  (4).  The  patient’s 
reaction  to  discharge  is  determined  by 
many  factors;  his  physical  condition,  his 
emotional  make-up,  the  way  he  meets  life 
experiences,  and  his  home  environment 
outside  the  hospital.  In  chronic  illnesses 
complete  recovery  is  not  expected,  yet  the 
patient  and  his  family  often  fail  to  accept 
this.  They  feel  that  further  hospitaliza- 
tion is  the  sole  hope  for  eventual  recovery. 
Recognition  of  this  attitude  led  to  appre- 
ciation of  the  necessity  for  teamwork  on 
the  part  of  the  doctor,  nurse,  and  social 
worker  in  approaching  post  hospitaliza- 
tion planning. 

The  average  length  of  hospital  stay  was 
quite  prolonged  in  most  instances  as  can 
be  seen  in  Table  II.  Since  many  of  these 

TABLE  II 

LENGTH  OF  HOSPITAL  STAY 


Less  than  1 month 0 

1-3  months 7 

3-6  months 9 

6-12  months 6 

Over  1 year 1 


patients  were  quite  elderly,  the  recovery 
from  illness  was  slower  and  the  disability 
frequently  had  more  emotional  overtones 
than  in  a younger  person.  Many  of  the 
patients  developed  an  attachment  to  or 
feeling  of  dependency  on  the  hospital  en- 
vironment which  was  so  strong  that  it 
was  difficult  to  discuss  plans  objectively. 

Each  Or  the  team  members  became 
aware  of  this  so  that  discussion  of  the 


care  of  the  patient  following  discharge 
was  begun  early  in  his  hospitalization. 
The  attitude  of  the  unit  toward  each  pa- 
tient was  one  of  expected  discharge  in 
every  case.  The  defeatist  attitude  of  the 
family  was  not  encouraged  by  any  of  the 
staff. 

How  important  this  early  planning  and 
unity  of  purpose  are  became  most  evident 
in  the  case  of  one  transfer  to  another  hos- 
pital. In  this  instance  the  patient  and  his 
wife  became  so  emotionally  dependent  on 
the  hospital  that  discharge  could  not  be 
mentioned,  and  therefore,  other  plans 
could  not  be  made.  Since  this  installation 
is  several  hundred  miles  from  his  home,  it 
was  felt  that  more  could  have  been  accom- 
plished in  discharge  planning  in  a hospi- 
tal nearer  his  home. 

In  a team  approach  the  doctor  assumes 
the  leadership  and  sets  the  pace  and  cli- 
mate for  the  team  members.  It  is  he  who 
must  inform  the  patient,  his  family,  the 
nurse,  and  the  social  worker  about  the  pa- 
tient’s physical  condition,  his  capabilities, 
limitations,  and  the  type  of  discharge  plan 
needed.  The  way  in  which  the  doctor  in- 
troduces the  social  worker  into  the  situa- 
tion often  has  much  bearing  on  the  way 
she  is  received  by  the  patient  and  family. 

The  social  worker’s  main  function  in 
discharge  planning  is  to  help  the  patient 
and  his  family  work  out  a plan  whereby 
the  patient  can  receive  adequate  care  out- 
side the  hospital.  In  discharge  planning 
the  social  worker  considers  and  evaluates 
all  of  the  resources  of  the  family  or  the 
patient  (Table  III).  These  include  the 
home  environment,  financial  status,  and 


TABLE  III 

RESOURCES  FOR  DISCHARGE 
PLANNING 


Family  (home)  12 

Relative  5 

Nursing  Home 3 

Domiciliary  2 

Other  Hospitals  1 


the  resources  within  the  community  in 
which  he  lives.  In  some  instances  addi- 
tional financial  help  may  be  needed.  Be- 
yond these,  the  patient’s  emotional  needs 
certainly  must  be  considered. 

The  nurse’s  role  in  discharge  planning 
is  primarily  supportive.  However,  failure 
from  the  start  may  occur  if  the  nursing 
service  does  not  understand  and  follow 
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through  with  the  part  it  is  to  play.  For 
the  patient  with  severe  physical  disability, 
the  nurse  is  a teacher.  She  teaches  the 
patient  how  to  help  himself  and  she  in- 
structs the  family  how  to  help  the  patient. 
The  teaching  of  the  rudiments  of  his  care 
may  be  done  most  effectively  in  informal 
sessions  at  the  bedside. 

When  doubt  exists  on  the  part  of  the 
family  as  to  its  ability  to  carry  out  nurs- 
ing procedures  for  the  patient,  demonstra- 
tion by  the  nurse  is  preferable  to  demon- 
stration by  the  nursing  assistant.  When 
the  male  nursing  assistant  gives  demon- 
strations which  may  involve  lifting  and 
turning  the  patient,  a spouse  may  feel 
that  she  will  not  be  physically  able  to  do 
this  at  home.  The  nurse  must  remain 
alert  to  the  needs  of  the  family,  as  well 
as  the  patient,  and  use  every  opportunity 
to  foster  the  independence  of  both.  She 
must  give  reassurance  but  never  false 
hope. 

It  is  also  the  responsibility  of  the  nurs- 
ing service  to  initiate  a nursing  care  refer- 
ral to  the  Visiting  Nurse  Association  or 
the  Public  Health  Nursing  Service.  This 
may  implement  the  discharge  of  the  pa- 
tient and  give  added  nursing  care  that  is 
so  often  needed  after  discharge. 

The  Nursing  Home  is  becoming  a more 
and  more  important  resource  as  the  num- 
bers of  aged  and  infirmed  patients  in- 
crease. When  a patient  is  discharged  to  a 
Nursing  Home,  a representative  of  the 
home  meets  with  the  patient  and  the  team 
members.  The  method  in  which  the  physi- 
cal and  emotional  needs  of  the  patient  are 
being  met  is  discussed.  This  alleviates 
much  fear  on  the  part  of  the  patient  re- 
garding a change  in  his  environment. 
Many  fears  and  anxieties  of  older  persons 
are  the  result,  not  so  much  of  any  physical 
deterioration,  but  of  changes  in  their  life 
situations  (5). 


The  quality  of  the  marital  relationship 
and  the  role  each  has  played  in  the  family 
is  of  utmost  importance  with  married  pa- 
tients. In  some  instances  the  wife  had 
depended  on  her  husband  to  make  deci- 
sions so  that  she  was  unable  to  do  so 
herself  when  the  need  arose.  In  seven  of 
the  13  married  patients  the  marital  rela- 
tionship was  the  most  important  factor  to 
consider.  In  one  case  the  wife  had  to  have 
reassurance  that  she  would  not  be  neg- 
lecting her  husband  if  she  continued  to 
work.  In  another  case  the  wife  had  to  be 
helped  to  accept  her  husband’s  limitations 
before  she  could  plan  realistically  for  him. 
One  of  the  seven  went  to  the  home  of  his 
sibling,  and  another  was  discharged  to  his 
own  home,  but  only  after  much  concen- 
trated effort  by  the  team. 

CONCLUSION 

The  purpose  of  this  study  was  to  share 
our  experience  in  discharge  planning.  Ac- 
cording to  our  study,  relatives  are  still  the 
most  important  resource  in  discharge 
planning,  even  though  nursing  homes  are 
becoming  more  important.  In  addition, 
we  found  it  takes  knowledge,  skill,  pa- 
tience and  team  cooperation  to  do  effec- 
tive discharge  planning. 
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What  Is  Your  Diagnosis? 


From  Radiology  Dept.,  University  of  Arkansas  Medical  Center. 


FOR  ANSWER  SEE  PAGE  222 
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Arkansas  Public  Health  at  a Glance 


Vision  Screening  in  Arkansas  Schools 

Joseph  A.  Norton,  M.D.* 


It  is  the  purpose  of  the  school  vision 
screening  program  to  locate  and  bring  to 
the  attention  of  an  appropriate  profes- 
sional person  or  agency,  individual  chil- 
dren who  need  eye  care.  This  program 
has  been  under  the  direction  of  the  Mater- 
nal and  Child  Health  Division  of  the  Ar- 
kansas State  Board  of  Health  for  the  past 
13  years  and  many  children  have  received 
eye  care  who,  in  all  probability,  would  not 
have  if  there  had  been  no  means  of  de- 
tecting these  vision  difficulties. 

The  State  Health  Department  under 
the  guidance  of  a committee  from  the  Eye, 
Ear,  Nose  and  Throat  Section  of  the  Ar- 
kansas Medical  Society  established  stand- 
ards and  referral  criteria  for  vision 
screening  at  the  beginning  of  the  pro- 
gram, and  these  have  been  reviewed  peri- 
odically by  the  E.E.N.T.  Section  since 
then. 

The  Massachusetts  Vision  Test  Kit, 
which  was  accepted  by  the  Council  on 
Physical  Medicine  of  the  American  Medi- 
cal Association,  was  selected  as  the  screen- 
ing device  to  be  used  in  the  school  vision 
screening  program.  This  screening  device 
was  chosen  because  it  embraces  a battery 
of  three  component  tests  designed  to  de- 
tect the  more  common  eye  problems  of 
children  as  well  as  for  its  simplicity  of 
operation. 

Parts  one  and  two  of  the  test  use  an 
abbreviated  lighted  Snellen  Chart  consist- 
ing of  E symbols.  Part  one  tests  for  visual 
acuity  at  a distance  of  20  ft.  This  test 
will  detect  myopia  and  also  severe  cases 
of  astigmatism.  Part  two  tests  for  hy- 
peropia using  the  plus  sphere  lenses 
(+2.25  diopters  through  age  8 and  +1.75 
diopters  for  ages  9 and  up)  at  a distance 
of  20  ft.  Part  three  of  the  test  uses  the 
Maddox  rod  test  for  muscle  imbalance  and 
tests  both  horizontal  and  vertical  phoria 
at  distance  and  vertical  phoria  at  near 
point. 

This  vision  screening  program  is  avail- 
able to  all  schools,  public,  private  and 
parochial,  in  Arkansas.  Schools  request- 

*843 Donaghey  Building.  Little  Rock,  Arkansas 


ing  this  program  agree  to  furnish  lay  vol- 
unteers to  be  trained  in  the  screening 
procedures  and  a suitable  place  with  con- 
trolled lighting  for  the  testing.  The  Ma- 
ternal and  Child  Health  Division  furnishes 
supplies  and  also  lends  the  Massachusetts 
Vision  Test  Kit  free  of  charge  to  the 
school. 

Vision  consultants  from  the  Maternal 
and  Child  Health  Division  train  the  local 
Public  Health  Nurse  and  the  volunteers  to 
administer  the  screening  test.  Children 
who  fail  the  initial  screening  are  retested 
about  two  weeks  later.  If  they  fail  the 
second  test  they  are  referred,  by  means  of 
a letter  to  the  parents,  for  a complete  pro- 
fessional eye  examination.  It  is  requested 
that  a report  be  returned  to  the  school 
that  this  examination  has  been  made,  with 
any  suggestions  or  recommendations  to 
the  teacher  regarding  seating,  lighting, 
wearing  of  glasses,  etc. 

It  is  clearly  emphasized  to  school  offi- 
cials, teachers  and  parents  that  this  is  a 
screening  test  and  is  by  no  means  a com- 
plete eye  examination.  The  fact  that  a 
child  passes  the  screening  test  is  no  assur- 
ance that  he  does  not  have  an  eye  problem. 
On  the  other  hand  some  children  who  fail 
may  be  found  on  professional  examina- 
tions to  be  without  a vision  problem.  How- 
ever, every  effort  is  made  to  avoid  unnec- 
essary referrals. 

Vision  screening  tests  are  a part  of  the 
total  school  health  program  and  as  such 
should  be  discussed  in  the  health  instruc- 
tion of  the  child.  Therefore,  schools  are 
urged  at  the  time  the  screening  program 
is  being  conducted  in  their  school  to  teach 
units  on  care  of  the  eyes,  lighting  or  other 
appropriate  units  pertaining  to  vision. 

The  following  table  is  a report  of  vision 
tests  which  have  been  given  under  the 
direction  of  the  State  Health  Department. 
These  figures  do  not  show  the  school  year 
of  1960-61  since  the  report  for  this  year 
is  incomplete.  Some  schools  have  failed 
to  submit  reports  and  other  schools  have 
purchased  their  own  vision  screening 
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because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enougl 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheum: 
toid  symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only  part  of  a who 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  tt 
symptom  may  also  be  bad  for  the  patient. 


Unsurpassed  ''General  Purpose''  and  "Special  Purpose"  Corticosteroid, , , 

Outstanding  for  Short-  and  Long-term  Therapy 


Triamcinolone  Lederle 


(Knee  Joint,  Left:  distal  end  of  femur;  Right:  proximal  end  of  tibia} 


tllSTOCORTis  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
Dpetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
sturbance  and  insomnia. 

RISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
ithout  the  undesirable  psychic  stimulation  and  voracious  appetite. 

\pplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indications, 
sage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 
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equipment  and  do  not  submit  reports  to  a 
central  agency. 


Vision  Program  for  1948-49  through  1959-60 


Year 

Screened 

Referred  for 
Medical  Attention 

1948-49 

15,265 

1,249 

1949-50 

36,884 

2,925 

1950-51 

37,597 

2,956 

1951-52 

34,591 

2,988 

1952-53 

55,800 

5,116 

1953-54 

68,344 

6,339 

1954-55 

70,604 

5,086 

1955-56 

62,247 

4,303 

1956-57 

64,181 

4,300 

1957-58 

72,739 

5,501 

1958-59 

73,967 

4,354 

1959-60 

75,592 

5,008 

RESOLUTION 

WHEREAS  God  in  his  infinite  wisdom 
has  seen  fit  to  take  from  this  life  Dr. 
A.  W.  McCullough  in  the  prime  of  a fruit- 
ful life,  and 

WHEREAS  Dr.  A.  W.  McCullough  was  a 
staunch  and  participating  member  of  his 
church,  a kind  and  devoted  husband,  and 
WHEREAS  Dr.  McCullough  served  the 
people  of  this  community  in  the  field  of 


medical  education  and  other  endeavors 
with  great  skill,  and 

WHEREAS  Dr.  McCullough’s  many  de- 
voted friends  and  students  will  long 
remember  the  excellent  quality  and  char- 
acter of  his  friendship  and  services,  and 
WHEREAS  many  people  of  many  types 
and  conditions  will  miss  him  and  regret 
his  passing,  therefore 
BE  IT  RESOLVED,  by  the  Pulaski  Coun- 
ty Medical  Society,  of  which  Dr.  McCul- 
lough was  a member,  that  we  are  sorrowed 
by  his  departure, 

THAT  we  extend  our  deepest  sympathy  to 
Mrs.  McCullough,  his  family  and  his  many 
friends, 

THAT  we  shall  forward  a copy  of  this 
resolution  to  Mrs.  McCullough, 

THAT  we  shall  incorporate  this  resolution 
in  the  minutes  of  the  Society,  and 
THAT  we  shall  cause  the  resolution  to  be 
published  in  the  Journal  of  the  Arkansas 
Medical  Society. 

Inscribed  by  a Special  Committee 

W.  M.  Hamilton,  Chairman 

John  Laurens 

Louis  Tolbert 
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Editorial: 

Member  of  Board  of  Trustees  Writes 
President-Elect  of  AMA  a Letter 


Dr.  George  M.  Fister 
President-elect 

American  Medical  Association 
385  24th.  Street, 

Ogden,  Utah 

Dear  George : 

As  the  new  President-elect  of  the  Amer- 
ican Medical  Association  you  will  be  in  a 
strong  position  of  leadership  of  American 
medicine  for  the  next  two  years.  The  doc- 
tors of  America  will  be  looking  to  you  for 
strong  leadership  in  these  particular  times 
when  so  much  is  at  stake  as  far  as  the 
future  medical  care  of  the  American  peo- 
ple is  concerned. 

The  American  people  deserve  to  have 
continued  the  best  medical  care  available 
in  the  world  as  they  now  have  under  the 
American  way  of  life.  This  has  been  ac- 
complished under  a system  of  freedom  for 
the  patient  and  for  the  physician.  This 
freedom  must  be  continued. 

Everyone  knows  now  that  this  marve- 
lous system  is  being  challenged  by  those 
who  are  promoting  a system  of  govern- 
mental control  which  is  contrary  to  the 
well-known  American  way  of  life.  The 
socializers  are  at  work  to  capture  Ameri- 
can medicine  and  change  the  system  which 
has  led  to  leadership  in  the  world  in  medi- 
cal science. 

There  is  one  definite  way  to  stop  this 
movement  and  it  can  be  done  with  your 
leadership.  I am  sure  that  99  per  cent  of 
the  physicians  of  America  will  endorse  the 
resolution  which  was  adopted  in  New 


Yoi’k  at  the  recent  AMA  meeting  which 
states  “THE  MEDICAL  PROFESSION 
WILL  NOT  BE  A WILLING  PARTY 
TO  IMPLEMENTING  ANY  SYSTEM 
WHICH  WE  BELIEVE  TO  BE  DETRI- 
MENTAL TO  THE  PUBLIC  WEL- 
FARE.” 

American  medicine  must  present  a 
united  front  to  the  Congress  and  in  clear 
language  tell  the  Congress  that  no  medical 
system  will  work  without  doctors.  Any 
system  adopted  must  have  doctors  to  im- 
plement it,  otherwise  it  will  be  a failure. 
Let  the  Congress  know  definitely  that  the 
doctors  of  America  will  not  implement 
such  legislation  as  is  proposed  in  the  King- 
Anderson  Bill. 

If  the  Congress  definitely  understands 
that  the  medical  profession  will  not  be  a 
party  to  the  implementation  of  such  legis- 
lation, then  there  will  be  no  point  in  pass- 
ing such  legislation. 

The  government  cannot  administer  such 
a system  of  medicine  without  the  cooper- 
ation of  the  medical  profession.  There- 
fore, the  medical  profession  need  not  sur- 
render to  the  socializers  if  the  leadership 
of  American  medicine  will  have  enough 
backbone  to  frankly  face  the  issue  with 
the  Congress. 

With  best  regards,  I am 

Sincerely, 

R.  B.  Robins,  M.D. 

Member — Board  of  Trustees 
American  Medical  Association 
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MEDICINE  IN  THE  NEWS 


Fort  Smith  Doctor  Attends  Seminar 

Dr.  Arthur  Franklin  Hoge,  Jr.,  Fort 
Smith  gynecologist  and  chairman  of  the 
Professional  Education  Committee  of  the 
American  Cancer  Society,  attended  the 
first  International  Congress  of  Exfoliative 
Cytology  in  Vienna,  Austria. 

The  theme  of  this  meeting  was  “Hor- 
monal Evaluation  as  Reflected  in  Cytolog- 
ical  Examinations.”  The  newer  methods 
of  ascertaining  radiation  effectiveness  in 
the  treatment  of  cancer  was  discussed. 

Dr.  Hoge  and  his  wife  met  with  75 
other  doctors  of  this  country  in  New  York 
and  left  by  chartered  jet. 

State  Medical  Group 
Meets  in  Forrest  City 

The  state  meeting  of  the  Arkansas  So- 
ciety of  Medical  Technologists  was  held  in 
Forrest  City.  Dr.  L.  W.  Diggs,  director  of 
the  University  of  Tennessee  Laboratories, 
in  Memphis,  and  consultant  in  hematology 
to  the  Armed  Forces  Institute  of  Pathol- 
ogy in  Washington,  D.  C.,  spoke  on  “Lab- 
oratory Diagnosis  of  Hemorrhagic  Dis- 
eases.” Dr.  T.  F.  Dilday,  department  head 
of  pathology  at  the  University  of  Arkan- 
sas Medical  Center  in  Little  Rock,  spoke 
on  “Differential  Diagnosis  of  Anemia.” 
Dr.  William  K.  Bell,  pathology  head  of  St. 
Bernard’s  Hospital  in  Jonesboro,  talked  on 
“Effect  of  Radiation  of  the  Blood-forming 
Mechanism  of  the  Human  Body.” 

The  Central  East  ASMT  were  the  hosts 
at  the  meeting.  William  H.  Rutledge  of 
Forrest  City  is  the  president  of  that  so- 
ciety. 

Plans  Told  for  New  Medical 
Office  Building  in  Little  Rock 

A new  medical  office  building  will  be 
built  on  the  northwest  corner  of  Univer- 
sity Avenue  and  the  8th  Street  Express- 
way in  Little  Rock.  Dr.  Barney  P.  Briggs, 
president  of  the  company  planning  the 
building,  said  the  multistory  structure  will 
have  78,000  square  feet  of  space  and  park- 
ing space  for  500  vehicles.  Every  detail 
of  this  building  is  being  planned  for  the 
convenience  of  patients. 


Dr.  Briggs  was  elected  president  of  the 
developing  company.  Little  Rock  Land 
Company,  Inc.  Other  officers  elected  are 
Dr.  Joseph  A.  Norton,  vice  president;  Dr. 
F.  R.  Buchanan,  secretary;  and  Dr.  Cal- 
vin J.  Dillaha,  treasurer.  The  board  of 
directors  of  the  company  include  Drs. 
Briggs,  Norton,  Dillaha,  Daniel  H.  Autry, 
A.  J.  Brizzolara,  Harvey  Shipp,  J.  W. 
Downs,  Deane  D.  Wallace  and  James  W. 
Headstream. 

The  corporation  has  exercised  its  option 
to  buy  an  11.8-acre  tract  of  land  bounded 
by  University  Avenue,  West  7th  Street, 
Arthur  Street,  and  West  8th  Street.  A 
five-to  six-story  modern  office  building 
will  be  constructed  on  half  of  the  property 
with  the  remainder  reserved  for  further 
development. 

The  total  land  area  covers  six  city 
blocks,  with  three  blocks  planned  for  the 
building  and  parking  space.  Plans  call  for 
a modern  pharmacy,  bank  facility,  res- 
taurant, barber  shop  and  other  businesses 
to  be  located  on  the  ground  floor  of  the 
building. 

Construction  of  the  $1.5  million  build- 
ing is  expected  to  begin  during  the  spring 
of  1962  with  the  building  being  ready  for 
occupancy  July  1,  1963.  Architects  for  the 
building  are  Erhart,  Eichenbaum,  Rauch 
and  Blass.  Little  Rock  Land  Company, 
Inc.  was  incorporated  with  a capital  in 
excess  of  $400,000  by  40  physicians  and 
two  dentists. 

The  Month  in  Washington 

WASHINGTON — The  American  Medi- 
cal Association  cited  more  than  50  reasons 
why  the  vast  majority  of  the  nation’s  phy- 
sicians believe  the  Administration’s  medi- 
cal care  program  would  be  “bad  medicine 
for  the  people  of  this  country.” 

The  AMA’s  objections  to  the  proposal 
were  spelled  out  in  a detailed,  91-page 
printed  statement  presented  to  the  House 
Ways  and  Means  Committee  by  Dr.  Leon- 
ard W.  Larson,  Bismarck,  N.  D.,  president 
of  the  AMA. 

The  committee  held  two  weeks  of  hear- 
ings (July  24-Aug.  5)  on  the  Adminis- 
tration proposal  (H.R.  4222)  which  would 
provide  limited  hospitalization,  nursing 
home  care  and  outpatient  diagnostic  serv- 
ices for  social  security  recipients.  The 


200 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Features 


program  would  be  financed  by  an  increase 
in  payroll  taxes  on  workers,  employers  and 
the  self-employed. 

Dr.  Larson  declared  that  the  Adminis- 
tration program  would  force  upon  Ameri- 
cans a system  of  health  care  in  which  the 
quality  of  medical  care  would  deteriorate, 
in  which  quality  would  become  secondary 
to  cost. 

He  said  American  medicine  is  the  best 
in  the  world,  medical  education  unsur- 
passed and  the  qualifications  of  U.  S.  phy- 
sicians unmatched. 

“Ours  is  a dynamic  system  of  health 
care — and  it  works,”  he  said.  “The  very 
fact  that  we  now  have  I6V2  million  Amer- 
icans 65  years  of  age  and  older  proves 
that  it  works. 

“Yet,  this  same  system  of  medical  care 
is  now  under  attack.  At  a moment  when 
American  medicine  is  pre  - eminent 
throughout  the  world,  it  is  proposed  that 
we  adopt  the  very  systems  under  which 
one  European  nation  after  another  has 
lost  its  former  leadership  in  medical  sci- 
ence. 

“The  staggering  costs  of  such  plans,  the 
administrative  problems  they  create — let 
these  considerations  be  secondary,”  he 
said.  “The  important  thing  is  to  see,  at 
close  range,  the  disruption  of  the  doctor- 
patient  relationship;  the  delays  in  admis- 
sion to  hospitals ; the  time  wasted  in  the 
over-crowded  offices  of  doctors ; the  regi- 
mentation of  medical  practice ; the  effect 
of  the  program  on  medical  research ; the 
availability  of  medical  facilities  and  per- 
sonnel— in  other  words,  medicine  in  ac- 
tion on  a government-run,  assembly-line 
basis.” 

Dr.  Larson  said  also: 

1.  Congress  is  being  asked  to  plunge 
into  a compulsory  government-operated 
program  of  health  care  for  certain  of  the 
country’s  elderly  without  knowing  what 
even  the  first-year  cost  will  be — whether 
$1  billion  or  $4  billion — and  without  any 
clear  idea  of  the  extent  of  the  problem  it 
seeks  to  solve. 

2.  The  bill  under  consideration  would 
give  a single  government  official  the 
power  to  “become  the  nation’s  czar  of  hos- 
pital care.” 

3.  Contrary  to  statements  of  support- 
ers of  the  measure  that  physicians’  serv- 


ices are  not  included  in  the  program,  more 
than  50,000  doctors  would  be  directly  af- 
fected by  regulations  and  controls  exer- 
cised by  government  over  operations  and 
administration  of  hospitals. 

4.  Enactment  of  the  program  would 
“lower  the  quality  of  medical  care  avail- 
able to  the  older  people  of  the  United 
States”  because  “it  would  introduce  into 
our  system  of  freely  practiced  medicine 
elements  of  compulsion,  regulation  and 
control”  by  government. 

5.  The  Administration  proposal  is  un- 
necessary in  light  of  the  true  economic 
status  of  the  aged  and  because  of  the 
spectacular  rise  of  voluntary,  private 
health  insurance  coupled  with  passage  by 
Congress  of  the  Kerr-Mills  Medical  Aid 
for  the  Aged  Law  last  year  and  the  exist- 
ence of  other  public  and  private  programs 
of  aid  to  the  needy. 

6.  Health  care  at  the  expense  of  the 
working  people  would  be  provided  for  mil- 
lions who  are  financially  able  to  pay  for 
their  own  care. 

7.  The  legislation  “proposes  that  we 
distrust  the  brains  and  capacities  of  to- 
day’s Americans”  because  “it  suggests 
that  the  aged — as  an  entire  group — are 
not  capable  of  looking  after  their  own  af- 
fairs and  providing  for  their  own  needs.” 

8.  Increasing  costs  of  the  program 
could  impose  such  a financial  strain  on 
social  security  that  the  entire  system 
could  be  jeopardized. 

9.  The  Administration’s  bill  is  just  as 
objectionable  as  the  five  similar  health 
care  proposals  rejected  by  Congress  since 
1942. 

10.  The  bill  would  violate  “American 
ideals  of  independence,  self-sufficiency 
and  personal  responsibility”  by  establish- 
ing a system  in  which  medical  aid  would 
be  provided  not  on  the  basis  of  need  but 
on  the  basis  of  age. 

Dr.  Larson  described  estimates  of  the 
cost  of  the  Administration  program  as 
“confusing.” 

The  AMA  president  reminded  commit- 
tee members  that  HEW  Secretary  Abra- 
ham Ribicoff  had  told  them  that  “a  closer 
study”  had  revealed  it  would  be  necessary 
to  increase  the  taxable  wage  base  from 
the  present  $4,800  to  $5,200,  rather  than 
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the  $5,000  fixed  in  the  bill  when  it  was 
introduced. 

He  also  pointed  out  that  HEW  origi- 
nally had  said  nursing  home  services  dur- 
ing the  first  year  of  operation  of  the  Ad- 
ministration scheme  would  cost  $9  mil- 
lion. 

But  in  May,  Dr.  Larson  said,  HEW  of- 
ficials reported  the  figure  as  “unrealis- 
tically low”  and  lifted  it  to  “somewhere 
between  $25  million  and  $255  million.” 

“Obviously  this  estimate  is  something 
less  than  precise,”  Dr.  Larson  said. 

The  AMA  president  said  that  support- 
ers of  the  Administration  proposal  have 
built  their  case  on  five  false  premises : 

1)  that  the  sociological  problems  of  older 
people  can  be  solved  through  legislation; 

2)  that  most,  if  not  all,  of  the  aged  are 
in  poor  health ; 3)  that  most,  if  not  all,  of 
the  aged  are  verging  on  bankruptcy;  4) 
that  the  problem  of  the  aged  in  financing 
their  health  costs  will  get  worse  before  it 
gets  better,  and  5)  that  voluntary  health 
insurance  and  prepayment  plans,  private 
effort  and  existing  law  will  not  do  the  job 
that  needs  doing. 

Heart  Grants  Given  to  Medical  Center 

A group  of  related  scientific  projects  at 
the  University  Medical  Center  got  a shot 
in  the  arm  from  the  Arkansas  Heart  Asso- 
ciation. 

Four  grants  were  made  totaling  $32,700 
to  further  advance  knowledge  about  man 
and  how  to  handle  his  heart-related  health 
problems. 

One  grant,  for  $10,000  went  toward  the 
purchase  of  a piece  of  equipment  called  a 
photoelectric  spectro-polarimeter.  It  is  an 
automatic  recording  device  that  will  sup- 
plant the  minute  by  minute  analysis  of 
various  solutions  in  a study  of  connective 
tissues.  Dr.  John  Pierce,  associate  profes- 
sor in  medicine,  and  Dr.  Harold  Resnick, 
instructor  in  biochemistry,  head  the 
project. 

Dr.  Pierce  said  the  machinery  will  make 
ultra-fine  measurements  and  will  record 
data. 

A grant  of  $15,000  went  to  Dr.  Pierce 
to  support  his  work  in  basic  heart-related 
research.  This  is  the  fifth  year  the  heart 
association  has  supported  the  work  of  Dr. 
Pierce.  The  AHA  board  of  directors  has 


renewed  the  grant  for  an  additional  five 
years. 

Dr.  Masauki  Hara,  professor  of  surgery, 
and  Dr.  James  E.  Doherty,  staff  member 
at  the  medical  center  and  VA  Hospital, 
received  a $6,500  grant  to  study  reactions 
of  patients  following  open  heart  surgery. 
Dr.  Hara  said  reactions  to  certain  drugs 
can  vary  between  open  heart  surgery  pa- 
tients and  others. 

Two  student  summer  research  grants 
will  be  supported  by  the  fourth  grant,  for 
$1,200.  Bill  North,  executive  secretary  of 
the  Arkansas  Heart  Association,  pre- 
sented the  checks. 

Denver  Winter  AMA  Meeting  Offers 
Excellent  Scientific  Program 

The  15th  annual  clinical  meeting  of  the 
American  Medical  Association  will  be  held 
Nov.  26-30  at  Denver,  with  a program 
geared  to  basic  problems  of  medicine  faced 
by  physicians  in  their  practice. 

An  outstanding  scientific  program,  with 
emphasis  on  new  research  developments, 
has  been  planned  under  the  direction  of 
Samuel  P.  Newman,  M.D.,  Denver,  chair- 
man of  the  AMA’s  Council  on  Scientific 
Assembly. 

Some  highlights  will  include  sessions 
and  papers  on  such  important  areas  of 
medicine  as  genes  and  chromosomes,  elec- 
tronics and  computers  in  medicine,  space 
medicine,  medical  aspects  of  American 
habits,  new  developments  in  virology, 
treatment  of  radiation  injuries,  new  find- 
ings in  chemotherapy  for  cancer  and  lat- 
est data  in  the  field  of  antibodies  and 
antigens.  Dr.  Newman  said. 

With  more  and  more  nuclear  reactors 
coming  into  use  all  over  the  nation,  many 
practicing  physicians  soon  may  begin  to 
face  the  problem  of  treating  injuries  from 
radiation  accidents,  the  chairman  said. 

A section  of  internationally  known  ex- 
perts in  the  treatment  of  radiation  inju- 
ries will  offer  three  major  papers  in  this 
important  new  area  of  medical  care. 
Chairman  will  be  Marshall  Brucer,  M.D., 
chairman  of  the  medical  division.  Oak 
Ridge  Institute  of  Nuclear  Studies,  Oak 
Ridge,  Tenn. 

The  radiation  experts  will  discuss  such 
topics  as  “Potential  and  Probable  Sources 
of  Radiation  Accidents,”  “Diagnosis  and 
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Pathology  of  Radiation  Injury”  and 
“Treatment  and  Prognosis  of  Radiation 
Injury.”  Participants  will  include  re- 
searchers from  Los  Alamos  and  Oak 
Ridge,  the  Office  of  the  Surgeon  General 
and  the  University  of  Chicago. 

The  age  of  advancing  physical  science 
also  offers  new  findings  to  medical  sci- 
ence : the  use  of  electronics  and  computers 
in  medicine.  Chairman  of  this  section  at 
the  Denver  meeting  will  be  A.  H.  Schwich- 
tenberg,  M.D.,  head  of  the  department  of 
aero-space  medicine,  Lovelace  Foundation 
for  Medical  Education  and  Research,  Al- 
buquerque, N.  M. 

Computer  systems  for  recording  medi- 
cal data  to  aid  the  physician  in  his  diag- 
nosis and  prognosis  will  be  discussed. 
Topics  will  include  “The  Future  of  Elec- 
tronics in  Medicine,”  “Microelectronics 
and  New  Concepts  of  Bioinstrumenta- 
tion,” “A  System  for  Medical  Data  Re- 
cording,” and  “Biological  Computers.” 

The  virus,  one  of  the  most  complex  prob- 
lems facing  the  clinician,  will  be  the  sub- 
ject of  a series  of  papers  by  outstanding 
specialists.  Jonas  E.  Salk,  M.D.,  Pitts- 
burg, originator  of  the  killed  virus  polio 
vaccine,  will  give  a paper  on  “Immuniza- 
tion Against  Virus  Diseases.”  Other  top- 
ics will  include  “The  Nature  of  the  Virus 
and  Its  Cellular  Reaction,”  “Smallpox 
Vaccination  Complications,”  “Virus  Hepa- 
titis” and  “Identification  of  Viruses.” 

A group  of  Denver  physicians,  plus  a 
colleague  from  Wyoming,  will  present  a 
study  of  medical  aspects  of  American 
habits  as  a highlight  of  the  program. 

William  Covode,  M.D.,  of  Denver  is 
chairman  of  the  section.  The  program  will 
include  such  topics  as  “The  Coffee  Break,” 
by  E.  Chester  Ridgway,  M.D.,  Cody, 
Wyo. ; “The  Psycho-Stabilizers,”  by  Jack 
0.  Stoffel,  M.D. ; “Psycho-Sexual  As- 
pects,” by  Bradford  Murphey,  M.D. ; “The 
Pet  in  the  House,”  by  Francis  T.  Candlin, 
D.V.M. ; “Automobile  Driving,”  by  Hor- 
ace E.  Campbell,  M.D.,  and  “The  Cocktail 
Hour,”  by  Clyde  E.  Stanfield,  M.D. 

The  Colorado  group  has  been  studying 
the  various  American  habits  to  be  covered 
in  the  section  for  some  time,  and  the  pro- 
gram is  expected  to  draw  wide  interest 
among  the  profession. 


Chemotherapy  in  cancer,  an  area  in 
which  knowledge  is  growing  rapidly,  will 
be  another  important  feature  of  the  clini- 
cal meeting  program. 

Subjects  in  this  area  will  include  “A 
Survey  of  Chemotherapeutic  Agents  in 
Malignancy,”  “Chemotherapy  of  Leuke- 
mia and  Malignant  Solid  Tumors  in  Chil- 
dren,” “Chemotherapy  as  an  Adjuvant  to 
Cancer  Surgery,”  and  “Enhancement  of 
Radiotherapy  by  Oral  Methotrexate.” 

Delivering  papers  on  chemotherapy  in 
cancer  will  be  S.  D.  Mills,  M.D.,  of  the 
Mayo  Clinic,  Rochester,  Minn.;  Warren  H. 
Cole,  M.D.,  of  the  University  of  Illinois, 
and  E.  Shanbrom,  M.D.,  of  Orange  Coun- 
ty General  Hospital,  California.  Paul  K. 
Hamilton,  M.D.,  of  Denver,  will  be  chair- 
man. 

Much  new  knowledge  has  been  gained 
in  the  last  decade  in  the  important  area 
of  antibodies  and  antigens.  Several  pa- 
pers have  been  scheduled  to  report  some 
of  the  new  findings  to  the  clinicians. 

Subjects  include  “Autoimmune  Disor- 
ders,” “Thyroiditis,”  “Rheumatoid  Arthri- 
tis” and  “Molecular  Aspects  of  Antibody 
and  Production  and  Specificity.”  Other 
topics  of  interest  in  the  area  of  antibodies 
and  antigens  include  “Lupus  Erythemato- 
sis  Cells,”  “Hepatitis  With  Associated 
Lupus  Erythematosis,”  “Insulin  Resist- 
ance” and  “Homografts.” 

A paper  on  “Fact  and  Fancy  Regarding 
Glasses”  will  be  presented  by  two  Denver 
ophthalmologists,  M.  Kaplan  and  George 
A.  Filmer.  Duane  D.  Lahey,  M.D.,  of  Den- 
ver, will  discuss  “Indications  for  Contact 
Lenses.” 

Suicide  will  be  analyzed  in  a section 
that  will  be  of  importance  to  the  clinician 
to  assist  him  in  recognizing  symptoms  and 
taking  preventive  steps  among  his  pa- 
tients. Topics  on  this  subject  will  include 
“Statistics  and  Public  Health  Signifi- 
cance,” “Causes,”  and  “Prevention.” 

A study  of  heredity  as  it  relates  to 
human  ills  will  be  presented  as  a feature. 

Geneticists  are  rapidly  advancing  fun- 
damental knowledge  in  this  highly  impor- 
tant medical  field.  This  new  knowledge 
will  be  passed  on  to  clinicians  for  their 
guidance  in  practice. 

“Genes,  Chromosomes  and  Human  Dis- 
ease” will  be  the  general  subject  of  the 
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section,  under  chairmanship  of  Leroy  J. 
Sides,  M.D.,  of  Denver. 

Theodore  T.  Puck,  Ph.D.,  head  of  the 
department  of  Biophysics  at  the  Univer- 
sity of  Colorado,  will  relate  some  of  his 
new  research  findings  in  a paper  entitled 
“The  Gene  and  the  Protein  Molecule.” 

Other  topics  will  include  “Genes  and 
Chromosomes,”  by  David  M.  Bonner, 
Ph.D.,  University  of  California  biologist; 
“Hereditary  Aspects  of  Disease,”  by  Wal- 
ter Burdette,  M.D.,  Salt  Lake  City ; “Hemo- 
globinopathies,” by  Max  Wintrobe,  M.D., 
Salt  Lake  City. 

John  H.  Talbott,  M.D.,  of  Chicago,  edi- 
tor of  the  Journal  of  the  American  Medi- 
cal Association,  will  deliver  a paper  on 
“Gout”  as  a part  of  this  section. 

Much  has  been  learned  by  the  special- 
ists in  space  medicine  that  will  be  of  value 
to  the  practicing  physician  in  treating  pa- 
tients who  seldom  get  off  the  ground. 
This  knowledge  also  will  be  presented  in 
a section  in  space  medicine  at  the  meeting. 

“The  Impact  of  Space  Medicine  Re- 
search on  General  Medicine”  will  be  pre- 
sented by  Hubertus  Strughold,  M.D., 
Ph.D.,  advisor  for  research  to  the  com- 
mander, Aerospace  Medical  Center, 
Brooks  Air  Force  Base,  Texas. 

Other  space  medicine  topics  will  include 
“The  NASA  Program  in  Life  Sciences,” 
by  Brig.  Gen.  Charles  H.  Roadman,  dep- 
uty director  of  the  life  sciences  division 
of  the  National  Aeronautics  and  Space 
Administration,  Washington;  “The  Air 
Force  Program  in  Aerospace  Medicine,” 
by  Maj.  Gen.  Oliver  K.  Niess,  surgeon 
general  of  the  U.  S.  Air  Force,  Washing- 
ton, and  “Space  Radiations:  Their  Physi- 
cal Characteristics  and  Biological  Impli- 
cations,” by  Col.  Gerrit  L.  Hekhuis,  chief 
of  radiobiology.  School  of  Aerospace  Med- 
icine, Brooks  Air  Force  Base. 

An  interesting  series  of  papers  will  be 
presented  at  special  breakfast  programs 
Nov.  28-29.  Topics  for  the  Nov.  28  break- 
fast session  will  be  “The  Malmstrom 
Vacuum  Extractor  in  Obstetrics”;  “A  Py- 
elogram  Clinic,”  and  “The  Operation  of  a 
Poison  Control  Center.”  On  Nov.  29  topics 
will  be  “Community  Care  of  Psychiatric 
Patients  vs.  Prolonged  Institutional 
Care”;  “Dermatology  Quiz  Session,”  and 


“Unusual  Diagnostic  Problems  in  Pulmo- 
nary Surgery.” 

A series  of  color  television  programs 
during  the  meeting  will  include  such  sub- 
jects as  “The  Art  of  Psychiatric  Inter- 
viewing,” “Resuscitation  of  the  New- 
born,” “Total  Abdominal  Hysterectomy,” 
“Primary  Dermatologic  Disorders”  and 
“Dermatologic  Manifestations  of  System- 
ic Disease.” 

Also  scheduled  is  an  outstanding  pro- 
gram of  medical  motion  pictures  to  be 
screened  daily  during  the  sessions. 

“The  program  is  designed  to  assist  the 
physician  in  his  practice.  The  latest  find- 
ings in  many  areas  of  medicine  will  be 
presented  by  men  who  are  top  specialists 
in  their  fields.  The  meeting  will  be  of 
great  value  to  the  clinician  in  advancing 
his  knowledge.” 

Dr,  Barnhard  Has  New  X-Ray  Technique 

A University  Medical  Center  radiolo- 
gist has  made  it  possible  to  “see”  bones 
grow,  through  a system  of  time-lapse 
X-ray  photography. 

The  innovation  will  permit  heretofore 
impossible  study  of  bones  in  experimental 
animals  actually  growing  together  during 
the  process  of  fracture-healing. 

Dr.  Howard  Barnhard,  professor  and 
head  of  the  department  of  radiology  who 
developed  the  technique,  demonstrated  it 
recently  before  a forum  of  science  writers 
and  editors  in  New  York  City. 

Many  possibilities  were  offered  by  the 
new  technique.  Dr.  Barnhard  said.  Stud- 
ies can  be  made  of  the  response  of  various 
parts  of  growing,  or  mature  bones  to  irra- 
diation; reaction  of  joints  to  foreign  mat- 
ter and  study  of  bone  tumor  growth  and 
its  response  to  treatment. 

Hot  Springs  Rehabilitation  Center 
Has  Four  Consultants 

The  Hot  Springs  Rehabilitation  Center 
has  retained  four  local  physicians  to  serve 
on  the  consultant  staff  of  the  Medical 
Services  Department.  According  to  Cen- 
ter Administrator  Dr.  Gerald  Fisher  they 
are:  Dr.  King  Wade,  Jr.,  urology;  Dr. 
Euclid  M.  Smith,  internal  medicine;  Dr. 
Thomas  M.  Durham,  Orthopedics ; and  Dr. 
John  W.  Dodson,  ophthalmology. 
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Dr.  Fisher  explained  that  Drs.  Wade, 
Smith,  Durham  and  Dodson  will  serve  as 
consultants  in  their  specialty  fields,  con- 
ducting weekly  clinics  for  students  en- 
rolled at  the  Center.  The  appointments  in 
each  of  these  areas  are  to  be  rotated  every 
six  months  among  the  Hot  Springs  spe- 
cialists who  desire  to  serve  on  the  Medical 
Services  Staff  and  who  meet  Arkansas 
Rehabilitation  Service  standards  in  their 
specialty. 

Critic  Hits  Hospitals’  Ban 
On  Child  Visitors 

A note  was  sent  to  physicians  backing 
the  new  hospital  visitor  regulations : 
“When  you  shut  the  door  on  a person’s 
own  child,  you  are  stabbing  him  with  a 
two-edged  sword  without  benefit  of  an 
anesthetic.” 

This  is  a portion  of  an  open  letter  to 
the  Pulaski  County  Medical  Society  from 
W.  K.  Heard,  Jr.,  Little  Rock  realtor. 
Heard’s  letter  and  an  answer  to  it  pi'e- 
pared  by  Sister  Mary  Evangelist,  admin- 
istrator of  St.  Vincent  Infirmary,  have 
been  made  public.  Heard  writes  that  he 
believes  the  medical  society  resolution  that 
implemented  the  new  regulations  “is  good 
and  has  merit  with  one  exception.”  That 
exception  he  listed  this  way: 

“Let  the  patient’s  own  children  visit 
him  and  don’t  penalize  the  spouse  as  a 
restricted  visitor  during  visiting  hours.” 

Under  the  new  rules,  no  more  than  two 
persons  may  visit,  during  visiting  hours, 
with  a patient  at  any  one  time,  and  chil- 
dren under  14  are  not  permitted  in  the 
hospitals  at  all.  Heard  asked  in  his  letter: 
“What  brightens  a sick  person  the  most, 
a casual  visitor,  or  one  of  their  own  chil- 
dren? How  many  patients  have  been  lost 
due  to  a child’s  hug  or  kiss?  They  carry 
more  love  than  germs.”  Sister  Mary  re- 
plied that  the  hospital  agrees  “a  visit  from 
children  to  sick  parents  at  times  does 
brighten  them.  . . .”  “But,”  she  continued, 
“hospitals  over  the  country  have  found 
that  restricting  children  from  visiting  in 
the  hospital  benefits  the  patients  as  well 
as  the  children.”  She  added  that  in  emer- 
gency circumstances  and  with  the  consent 
of  the  attending  physician,  “children  will 
not  be  deprived  of  an  opportunity  to  visit 
with  their  parents.” 


Med  Center  Doctor  Gets 
$80,000  Training  Grant 

A five-year,  $80,000  grant  to  finance  a 
fellowship  program  for  advanced  training 
in  internal  medicine  was  awarded  to  a 
faculty  member  of  the  University  of  Ar- 
kansas Medical  Center.  Dr.  Kerrison  Ju- 
niper, Jr.,  assistant  professor  of  medicine, 
received  the  first  money  under  the  grant 
$16,000  for  the  first  year  in  July.  It  will 
be  used  to  train  physicians  in  gastroen- 
terology, which  is  Dr.  Juniper’s  special 
field  of  teaching.  It  is  the  latest  grant  of 
this  type  to  be  made  of  the  Medical  Center 
and  represents  a steadily  growing  type  of 
grant  which  emphasizes  training  of  med- 
ical students  and  physicians  as  compared 
to  outright  medical  research. 

Dr.  Juniper  said  the  grant  he  has  re- 
ceived, which  comes  from  the  National 
Institutes  of  Health,  will  finance  the  sal- 
ary of  a technician,  and  one  trainee  in 
gastroenterology,  which  is  the  field  of 
medicine  dealing  with  the  stomach  and  in- 
testinal tract. 

The  first  two  trainees  are  Dr.  James  H. 
Agraham  of  Lonoke,  a 1955  graduate  of 
the  University  of  Arkansas  School  of  Med- 
icine and  Dr.  Tom  J.  Smith  of  Liberal, 
Oklahoma,  who  are  now  taking  residency 
training  in  Little  Rock  in  internal  medi- 
cine. 

Mrs.  Mary  Martin  of  Little  Rock  will 
assist  the  trainees  in  their  work  and  also 
help  Dr.  Juniper  develop  teaching  equip- 
ment. 

Dr.  Juniper  has  been  a member  of  the 
Medical  Center  faculty  since  1956.  He 
came  to  Arkansas  from  Boston  University 
where  he  received  his  training  in  gastro- 
enterology. He  was  graduated  from 
Emory  University  School  of  Medicine  and 
received  his  residency  training  in  internal 
medicine  in  Atlanta,  Georgia. 

Age  Distribution  of  Medical  Facilities  and 
Some  Selective  Service  and 
Mobilization  Implications 

Information  derived  from  the  Faculty 
Registry  provides  data  which  could  be  of 
significance  in  the  event  of  a national 
emergency.  (1)  A full  recognition  of  the 
possible  impact  of  such  an  eventuality  on 
the  medical  faculties,  coupled  with  appro- 
priate pre-planning  to  meet  the  changing 


Volume  58,  Number  5 — OCTOBER,  1961 


205 


Features 


situation,  might  do  much  to  minimize  the 
disruption  of  medical  education  in  a period 
of  stress. 

For  this  reason  we  present  the  following 
information  summarized  in  two  parts  as 
follows ; 

1.  Distribution  by  age  of  full-time  and 
part-time  faculty  members. 

2.  Selective  service  and  reserve  status  of 
full-time  and  part-time  faculty  members. 

From  Table  1 it  can  be  seen  that  some- 
what more  than  half  the  full-time  faculty 
members  were  40  years  of  age  or  younger. 
The  distribution  for  both  M.D.’s  and  non- 
M.D.’s  was  similar.  The  mean  age  for  all 
full-time  faculty  members  was  42  years ; 
the  median  was  40  years. 

Among  part-time  teachers  in  medical 
schools  only  about  a third  were  40  years 
of  age  or  younger.  The  mean  age  for  this 
group  as  a whole  was  47  years ; the  median 
was  46  years. 

AGE  DISTRIBUTION  OF  FULL-TIME  AND 

PART-TIME  FACULTY  MEMBERS  IN  U.  S. 

MEDICAL  SCHOOLS  DURING  ACADEMIC 
YEAR  1959-60 

Full-Time 


PhD.  & 


Age 

M.D.  Percent  Others  Percent 

Total  Percent 

81-90 

2 <0.1% 

— 

— % 

2 

<0.1% 

71-80 

18 

0.3 

21 

0.6 

39 

0.4 

61-70 

364 

5.1 

181 

4.9 

545 

5.0 

51-60 

880 

12.4 

519 

14.0 

1,399 

12.9 

41-50 

2,074 

29.2 

1,014 

27.3 

3,088 

28.6 

31-40 

3,540 

49.9 

1,714 

46.1 

5,254 

48.6 

21-30 

172 

2.4 

241 

6.5 

413 

3.8 

NR 

51 

0.7 

24 

0.6 

75 

0.7 

Total 

7,101  100.0% 

3,714 

100.0%  10,815 

100.0% 

Part-Time 

81-90 

20 

0.1% 

1 

0.1% 

21 

0.1% 

71-80 

212 

0.9 

29 

1.9 

241 

1.0 

61-70 

1,956 

8.3 

112 

7.5 

2,068 

8.3 

51-60 

5,391 

23.0 

292 

19.5 

5,683 

22.7 

41-50 

8,454 

36.0 

479 

32.0 

8,933 

35.8 

31-40 

7,262 

30.9 

519 

34.6 

7,781 

31.1 

21-30 

72 

0.3 

52 

3.5 

124 

0.5 

NR 

121 

0.5 

14 

0.9 

135 

0.5 

Total  23,488  100.0% 

1,498 

100.0%-  24,986 

100.0% 

(1)  See  the  last  paragraph  of  Datagrams,  Vol.  2 
No.  6,  December,  1960  for  a discussion  of  the  lim- 
itations of  the  data. 

Submitted  by  the  Division  of  Operational  Studies 
of  the  AAMC,  2530  Ridge  Avenue,  Evanston,  111. 

A similar  age  distribution  among  full- 
time and  part-time  faculty  members  was 
reported  by  Diehl,  et  al.  in  the  article  en- 
titled, “Medical  School  Faculties  in  the  Na- 
tional Emergency,”  published  in  the  Jour- 


nal of  Medical  Education,  Vol.  27,  Part  I 
in  July  of  1952. 

Current  provision  of  the  University  Mil- 
itary Training  and  Service  Act,  passed  by 
the  86th  Congress  to  expire  July  1,  1963, 
limits  the  liability  of  doctors,  dentists  and 
allied  specialists  to  those  who  have  not  yet 
reached  their  35th  birthday.  Only  those 
specialists  who  are  otherwise  liable  as  reg- 
ular registrants  are  subject  to  induction 
under  the  present  Selective  Service  Law. 

Information  from  the  Faculty  Registry 
indicates  that  in  the  academic  year  1959-60 
approximately  2,855  full-time  and  2,681 
part-time  faculty  members  were  in  the  eli- 
gible-for-service  group  on  the  basis  of  age. 
About  26%  of  the  full-time  faculty  were 
under  35  years  of  age.  The  proportion  of 
part-time  under  35  was  almost  11%.  In- 
formation concerning  Selective  Service 
classification  was  not  entirely  complete  for 
either  group.  However,  based  on  this  tab- 
ulation, the  proportional  distribution  of  the 
eligible  group  according  to  the  five  major 
classifications  was  as  shown  in  Table  2. 


TABLE  2 

SELECTIVE  SERVICE  CLASSIFICATION 
OF  MEDICAL  SCHOOL  FACULTY  MEMBERS 
UNDER  35  YEARS  OF  AGE  DURING 
ACADEMIC  YEAR  1959-60 

FULL-TIME  PART-TIME 

Selective 

Service 

Classifi- 


cation 

Number 

Percent 

Number 

Percent 

I 

196 

6.9% 

161 

6.0% 

II 

114 

4.0 

58 

2.1 

III 

84 

2.9 

30 

1.1 

IV 

547 

19.1 

511 

19.1 

V 

750 

26.3 

696 

26.0 

NR 

1,164 

40.8 

1,225 

45.7 

Total  Faculty 

Under  35  Yrs. 

of  Age 

2,855 

100.0% 

2,681 

100.0% 

NOTE:  Selective  Service  Classifications  are  brok- 
en into  numerous  sub-categories.  Those  most  ap- 
plicable to  the  present  text  are  briefly  summarized 
as  follows; 

la.  Available  for  processing  and  induction 
Id.  Reserve  classification 
Ila.  Occupational  deferment 
IIs,  Student  deferment 

Va.  Mainly  those  who  have  been  deferred  for 
some  reason  such  as  employment  or  education  and 
are  over  26  but  under  35  years  of  age. 

Ilia.  Hardship  or  dependency  classification 
IVa.  Having  a year  or  more  of  honorable  service 
IVd.  Divinity  status 
IVf.  Physically  unfit 
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It  is  interesting:  to  note  that  among  those 
under  35  years  of  age  only  about  7 % of  the 
full-time  and  6%  of  the  part-time  faculty 
members  designated  category  I as  their  Se- 
lective Service  classification. 

Data  pertaining  to  reserve  officer  status 
are  shown  in  Table  3. 


TABLE  3 

NUMBER  AND  DISTRIBUTION  OF  FACULTY 
MEMBERS  REPORTING  RESERVE  STATUS 
BY  FULL-TIME  AND  PART-TIME 


APPOINTMENTS 
FULL-TIME  PART-TIME 


Status 

Number 

Pei’cent 

Number 

Percent 

Ready 

369 

23.4<7f 

742 

15.8% 

Standby 

591 

37.5 

1,211 

25.8 

Retired 

Total 

616 

39.1 

2,735 

58.3 

Faculty 

Reporting 

1,576 

100.0% 

4,688 

100.0% 

Six  thousand  two  hundred  and  sixty-four 
full-time  and  part-time  faculty  members, 
or  17  % of  the  total  faculty  included  in  the 
Registry,  reported  holding  commissions  in 
the  Reserve  Officer  Corps.  Of  these,  1,576 
had  full-time  teaching  appointments ; 4,688 
held  part-time  teaching  positions.  About 
61  % of  the  reserves  holding  full-time  teach- 
ing positions  and  42%  holding  part-time 
positions  were  assigned  to  the  “Ready”  or 
“Standby”  mobilization  categories.  Among 
the  reserve  officers,  219  full-time  and  757 
part-time  faculty  members  had  mobiliza- 
tion assignments. 

These  data  are  submitted  as  being  sug- 
gestive of  some  of  the  adjustments  which 
medical  schools  collectively  would  have  to 
make  in  case  of  a national  emergency. 

Arkansas  Host  to  Southern  Conference 
Of  Tuberculosis  and  Thoracic  Society 

The  Southern  Tuberculosis  and  Thoracic 
Conference  was  held  in  Hot  Springs  in 
September.  Raymond  M.  McKeown,  Sec- 
retary-Treasurer of  the  AMA,  was  the 
guest  speaker  at  the  opening  general  ses- 
sion. This  is  the  second  time  in  its  47-year 
history  that  Southern  Conference  has  met 
in  Arkansas.  It  was  enjoyed  by  everyone 
who  attended.  Some  of  the  program’s 
highlights  were:  community  action  ses- 
sions, special  film  showings,  medical  ses- 
sions, special  interest  sessions,  nursing 
sessions,  and  council  and  committee  meet- 
ings. 


ANNOUNCEMENTS 


1962  Meetings  of  the  American 
College  of  Surgeons 

JANUARY 

Four-Day  Sectional  Meeting  for  sur- 
geons and  graduate  nurses,  Los  Angeles, 
California,  January  29,  30,  31,  February  1. 
The  Statler-Hilton  and  The  Biltmore  Ho- 
tels. Dr.  William  P.  Longmire,  Jr.,  Local 
Chairman  for  Surgeons’  Meeting.  Miss 
Mary  E.  Meyers,  R.N.,  and  Miss  Patricia 
Hummel,  R.N.,  Co-Chairman  for  Nurses’ 
Meeting. 

MARCH 

Three-Day  Sectional  Meeting,  Detroit, 
Michigan,  March  5-7.  The  Sheraton-Cad- 
illac  Hotel.  Dr.  James  B.  Blodgett,  Local 
Chairman. 

Three-Day  Sectional  Meeting,  Memphis, 
Tennessee,  March  26-28.  Hotel  Peabody. 
Dr.  Harwell  Wilson,  Local  Chairman. 
APRIL 

Three-Day  Sectional  Meeting,  Washing- 
ton, D.  C.,  April  16-18.  Sheraton-Park 
Hotel.  Dr.  Robert  J.  Coffey,  Local  Chair- 
man. 

NOTE: 

FOR  ALL  INFORMATION,  write  to: 
Dr.  William  E.  Adams,  Secretary,  Ameri- 
can College  of  Surgeons,  40  East  Erie 
Street,  Chicago  11,  Illinois. 

48th  ANNUAL  CLINICAL  CON- 
GRESS, October  15  through  19,  1962,  will 
be  held  in  Atlantic  City,  New  Jersey. 


The  Interstate  Postgraduate  Medical 
Association  of  North  America  Announces: 

“THE  SCIENTIFIC  ASSEMBLY”  to 
be  held  in  Cleveland,  Ohio  — November 
13-16,  1961.  The  Co-Sponsor  is  the  Ohio 
Academy  of  General  Practice.  Features 
will  include  luncheons,  lectures,  color  tele- 
vision, demonstrations,  and  etc.  For  the 
ladies  there  will  be  a Hospitality  Tea,  Spe- 
cial Luncheon  with  Style  Show  by  Halle 
Brothers  and  an  illustrated  lecture  on 
“Oddity  in  Gems.”  Time  for  shopping  and 
the  theatre.  The  Annual  Dinner:  Illus- 
trated lecture  on  the  underwater  adven- 
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tures  of  Doctor  and  Mrs.  George  Crile, 
under  the  title,  “SUNKEN  SILVER”.  A 
program  all  will  thoroughly  enjoy!  Cost 
tax  deductible  as  part  of  educational  con- 
ference expense.  ACADEMY  CREDITS 
acceptible  for  a maximum  of  25  hours  of 
category  II,  credit  by  the  American  Acad- 
emy of  General  Practice.  All  details  on 
luncheons,  hotel  reservations,  etc.,  can  be 
secured  by  writing  Erwin  R.  Schmidt, 
M.D.,  Box  1109,  Madison  1,  Wisconsin. 

Five  intensive  postgraduate  courses  pat- 
terned for  the  practitioner  are  planned  for 
the  fall  and  winter  1961-62  at  the  Medi- 
cal College  of  Georgia,  Augusta,  Georgia. 
Featured  faculty  will  include  nationally 
known  figures  as:  Dr.  Ralph  V.  Platou, 
Profession  of  Pediatrics  & Head,  Dept,  of 
Pediatrics,  Tulane  Univ.  School  of  Medi- 
cine, New  Orleans,  La. ; Dr.  Louis  A.  Gold- 
stein, Associate  Professor  of  Surgery  (Or- 
thopedics), Univ.  of  Rochester  School  of 
Medicine,  Rochester,  N.  Y.,  and  Dr.  Dari- 
us Flinchum,  Instructor  in  Surgery,  The 
School  of  Medicine  Emory  Univ.,  Atlanta, 
Georgia;  Dr.  Michael  Newton,  Prof,  and 
Chairman,  Dept,  of  Ob-Gyn,  Univ.  of  Mis- 
sissippi Medical  Center,  Jackson,  Miss. ; 
Dr.  Harold  D.  Levine,  Peter  Bent  Brig- 
ham Hospital,  Boston,  Mass.;  Dr.  Champ 
Lyons,  Prof,  and  Chairman,  Dept,  of  Sur- 
gery, Medical  College  of  Ala.,  Birming- 
ham, Alabama. 

Advances  in  Pediatric  Diagnosis  and 
Treatment,  Oct.  31-Nov.  2,  1961 ; Frac- 
tures in  General  Practice,  Nov.  14-16, 
1961 ; Obstetric  Problems  in  Private 
Practice,  Jan.  23-25,  1962;  Cardiac  Emer- 
gencies, Feb.  13-15,  1962;  and  Pre  and 
Postoperative  Care,  Mar.  20-22,  1962.  The 
courses  will  be  supplemented  by  members 
of  the  faculty  of  the  Medical  College  of 
Georgia. 

Each  course  is  acceptable  for  18  hours 
of  credit  by  the  American  Academy  of 
General  Practice  and  registration  is  lim- 
ited to  a small  group  for  close  participant- 
faculty  communication.  Registration  fee 
is  $50.00  for  each  session.  Application 
may  be  made  by  contacting  Dr.  Claude- 
Starr  Wright,  Director,  Department  of 


Continuing  Education,  Medical  College  of 
Georgia,  Augusta,  Georgia. 

At  the  American  Institute  of  Ultrason- 
ics in  Medicine  meeting  last  year,  it  was 
announced  that  there  would  be  a luncheon 
meeting  of  the  American  Institute  of  Ul- 
trasonics in  Medicine  in  Cleveland  to  pre- 
cede the  1961  meeting  of  The  American 
Congress  of  Physical  Medicine. 

The  committee  had  planned  to  have 
Doctor  Janet  Travell,  Personal  Physician 
to  President  Kennedy,  as  the  speaker  at 
this  luncheon.  We  regret  to  say  that  Dr. 
Travell,  due  to  pressures  in  Washington, 
will  be  unable  to  attend.  For  this  reason, 
the  luncheon  has  been  cancelled. 

It  is  anticipated  that  in  1962,  the  AIUM 
will  have  a full  day  meeting.  Details  of 
this  meeting  will  be  announced  as  plans 
are  formulated.  It  is  suggested  that  mem- 
bers send  their  dues  in  promptly  to  insure 
the  success  of  next  year’s  meeting  and  to 
make  it  possible  to  invite  an  outstanding 
guest  speaker.  Send  dues  to  John  H. 
Aides,  M.D.,  Secretary-Treasurer,  The 
American  Institute  of  Ultrasonics  in  Med- 
icine, Ben  R.  Meyer  Rehabilitation  Center, 
4833  Fountain  Avenue,  Los  Angeles  29, 
California. 

MEDICO  is  increasing  the  number  of 
medical  personnel  serving  in  its  overseas 
hospital  and  clinic  installations.  There  are 
' fifteen  MEDICO-supported  units  in  12 
countries  in  various  parts  of  the  world. 
New  requests  are  being  received  for  addi- 
tional medical  and  surgical  teams  in  South 
America  and  in  the  newly  emerging  coun- 
tries in  Africa. 

At  present,  surgeons,  internists,  general 
practitioners,  and  anaesthesia  specialists 
are  needed  in  Afghanistan,  Cambodia, 
Vietnam,  Malaya,  Laos,  and  Haiti.  Sala- 
ries, length  of  service  and  specific  infor- 
mation concerning  each  project  will  be 
sent  on  request.  Write  Peter  D.  Coman- 
duras,  M.D.,  Secretary  General,  MEDICO, 
Inc.,  420  Lexington  Avenue,  New  York 
17,  New  York. 
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Dr.  Carl  Bungart,  83,  105  North  Four- 
teenth Street,  Fort  Smith,  retired  physi- 
cian and  surgeon,  died  at  a local  rest  home 
after  a long  illness.  A native  of  Kansas 
City,  Mo.,  Dr.  Bungart  began  his  profes- 
sional career  in  1902  as  a bridge  surgeon 
for  a construction  firm  in  Old  Mexico.  In 
1911  he  established  his  office  here  and 
practiced  until  his  retirement,  except  dur- 
ing World  War  I,  vv^hen  he  served  with  the 
U.  S.  Medical  Corps  at  Base  Hospital  No. 
68  in  Mars  Sue  Allies,  France.  He  was  a 
member  of  the  Sebastian  County  Medical 
Association,  Arkansas  Medical  Society, 
American  Medical  Association,  Military 
Surgeons  of  the  U.  S.  American  Legion, 
Bell  Point  Lodge  No.  20,  Western  Arkan- 
sas Consistory  and  Central  Presbyterian 
Church. 

Dr.  Vincent  H.  Marques  of  Lake  Vil- 
lage, a physician  for  the  past  10  years  of 
Lake  Village,  died  at  his  home.  Dr. 
Marques  was  a former  member  of  the  Lake 
Village  City  Council  and  was  Chicot  Coun- 
ty Health  Officer  at  the  time  of  his  death. 
He  was  a member  of  Emmanuel  Episcopal 
Church,  the  Episcopal  Laymen’s  Associa- 
tion, the  Lake  Village  Chamber  of  Com- 
merce, the  American  Legion  and  the 
Chicot  County,  Southeast  Arkansas  and 
American  Medical  Associations.  He  was  a 
graduate  of  the  University  of  Arkansas 
School  of  Medicine  and  was  a veteran  of 
World  War  H. 

Dr.  A.  W.  McCullough,  Professor  in  the 
Department  of  Anatomy  at  the  University 
of  Arkansas  Medical  Center  in  Little 
Rock,  died  July  19  at  his  home.  Death 
came  on  his  60th  birthday. 

Dr.  McCullough,  who  had  been  with  the 
Department  of  Anatomy  since  1939,  came 
to  Arkansas  from  the  University  of  Kan- 
sas where  he  received  his  medical  training. 
He  started  with  the  University  of  Arkan- 
sas School  of  Medicine  as  an  instructor. 

Dr.  McCullough  was  a member  of  the 
American  Association  of  Anatomists,  the 
Society  of  Experimental  Biology  and  Med- 


icine, and  the  Pulaski  County  Medical  So- 
ciety. A member  of  Phi  Beta  Kappa,  he 
was  the  author  of  numerous  scientific 
articles  in  the  field  of  anatomy  and  had 
published  a textbook  in  neuroanatomy. 

Born  in  Indiana,  Dr.  McCullough  re- 
ceived his  early  training  at  Central  Mis- 
souri State  College  with  major  in  zoology. 
His  wife  survives. 

Dr.  Ralph  E.  Weddington,  54,  medical 
director  of  Washington  County  since  Feb- 
ruary 1,  died  at  his  home.  He  had  been  a 
resident  of  Fayetteville  since  the  end  of 
World  War  H,  and  for  years  was  in  pri- 
vate practice  in  Fayetteville. 

He  was  born  in  Hannibal,  Missouri  June 
24,  1907  and  was  graduated  from  Wash- 
ington University  School  of  Medicine  at 
St.  Louis  and  did  his  pre-medical  studies 
at  the  University  of  Missouri.  After  an 
internship  at  St.  Louis  Maternity  Hospi- 
tal in  St.  Louis  he  did  postgraduate  work 
at  Children’s  Hospital  in  the  same  city 
and  at  Princess  Elizabeth  Hospital  for 
Sick  Children  of  York  in  East  London. 
He  served  as  a member  of  the  faculty  of 
the  University  of  Louisville. 

During  World  War  H,  he  was  assistant 
chief  of  the  1,000-bed  35th  Station  Hos- 
pital and  participated  in  the  invasion  of 
Africa  and  Southern  France  and  the  Bat- 
tle of  Germany.  He  left  the  service  with 
the  rank  of  major. 

Prior  to  his  war-time  service  he  was 
associated  with  the  Holt-Krock  Clinic  in 
Fort  Smith  and  also  served  as  medical  di- 
rector of  the  public  health  department  in 
Independence  County  with  headquarters 
in  Batesville. 

He  was  a member  of  the  Methodist 
Church  and  a number  of  professional  or- 
ganizations. 


PERSONAL  AND  NEWS  ITEMS 

Dr.  E.  L.  Hogue  Opens  Offices 

Dr.  Ernest  L.  Hogue  has  opened  office 
in  Stroud  Clinic  at  311  East  Matthews, 
Jonesboro,  in  association  with  Dr.  Paul 
Stroud  for  the  general  practice  of  medi- 
cine and  surgery. 
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A native  of  Weiner,  he  is  the  son  of 
Mr.  and  Mrs.  E.  E.  Hogue,  and  a graduate 
of  Weiner  High  School.  He  is  a graduate 
of  the  University  of  Arkansas  and  the 
University  of  Arkansas  Medical  School. 
He  interned  at  Methodist  Hospital  in 
Memphis  and  recently  completed  a four- 
year  surgical  residency  there. 

Drs.  Joe  Bill  Hall  and  Fount  Richardson 

spoke  to  the  Fayetteville  Lions  Club  in 
July  concerning  the  Kerr-Mills  Program 
for  Medical  Aid  to  the  Aged  and  the  King- 
Anderson  Bill  now  before  Congress. 

Mr.  Joe  Stetler,  Chief,  Legal  Depart- 
ment, AMA,  Chicago,  was  the  featured 
speaker  at  the  District  Medical  Society  at 
the  Camden  Hotel,  October  3rd. 

Dr.  E.  F.  Harper  Begins  Practice 
At  Mobley  Clinic 

The  association  of  Dr.  Ernest  F.  Harper 
with  Mobley  Clinic  in  the  general  prac- 
tice of  medicine  has  been  announced  by 
Dr.  Jack  E.  Mobley,  Morrilton. 

Dr.  Harper  is  a native  of  Little  Rock 
and  attended  the  University  of  Arkansas 
in  Fayetteville  where  he  received  his 
Bachelor  of  Science  degree.  He  then  en- 
tered the  University  of  Arkansas  School 
of  Medicine  at  Little  Rock,  graduating 
with  the  degree  of  Bachelor  of  Science  in 
Medicine  and  Doctor  of  Medicine.  He 
served  his  internship  in  the  University  of 
Arkansas  Medical  Center  in  Little  Rock. 

Medical  Practice  a Tradition 
In  Clarksville’s  Kolb  Family 

Dr.  James  M.  Kolb,  Jr.  joined  his  father 
in  the  medical  and  surgical  profession  in 
Clarksville  July  15.  Young  Dr.  Kolb  is 
the  fourth  member  of  his  family  to  go 
into  medicine. 

This  is  the  only  office  in  Arkansas 
where  four  generations  have  practiced 
medicine  in  the  same  office,  according  to 
Dr.  James  M.  Kolb,  Sr.,  past  president  of 
the  Arkansas  Medical  Society. 


Dr.  Kolb’s  grandfather,  the  late  Dr. 
Charles  P.  Clark,  started  practice  in 
Clarksville  in  1867,  establishing  what  is 
now  the  “Oldest  business”  in  the  county. 
His  father,  the  late  Dr.  James  S.  Kolb, 
joined  the  first  in  April  1892,  and  Dr. 
James  M.  Kolb,  Sr.  started  his  practice  in 
July  1931. 

Young  Dr.  Kolb  received  his  degree  in 
medicine  in  1959  from  the  University  of 
Arkansas  School  of  Medicine,  the  past  two 
years  he  has  been  at  the  Hillcrest  Medical 
Center,  Tulsa,  Oklahoma.  There  he  spent 
one  year  doing  his  internship  and  the 
other  in  surgery. 

Besides  the  four  generations  of  doctors, 
other  members  of  the  family  are  also  in 
the  medical  profession.  Although  she  is 
no  longer  active,  Mrs.  Kolb,  Sr.  is  a quali- 
fied medical  technologist.  Mrs.  Kolb,  Jr. 
received  her  B.S.  degree  in  Nursing  in 
1958  at  the  University  of  Arkansas  School 
of  Nursing. 

Dr.  Wayne  Taylor  at  Rodman  Clinic 

Dr.  T.  N.  Rodman  of  Leachville  an- 
nounced the  association  of  Dr.  G.  Wayne 
Taylor  in  the  operation  of  Rodman’s  hos- 
pital. Dr.  Taylor  is  a graduate  of  Manila 
High  School  and  did  his  pre-med  work  at 
Arkansas  State  College,  Jonesboro.  He 
was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine.  He  has  just 
completed  his  internship  at  Baptist  Me- 
morial Hospital  in  Memphis  where  he  did 
special  work  in  radiology. 

Doctor  Robert  White 
Assumes  Practice  of  Dr.  Douglas 

Dr.  Robert  White  began  his  practice  as 
physician  and  surgeon  in  Malvern  assum- 
ing the  practice  of  Dr.  Jennings  Douglas. 
Dr.  Douglas  who  began  practice  in  Mal- 
vern in  1951  has  accepted  a resident  posi- 
tion in  dermatology  of  the  University  of 
Alabama  Medical  School  Hospital  in  Bir- 
mingham. 

Dr.  White  is  a native  of  Siloam  Springs 
and  received  his  degree  at  the  Arkansas 
Medical  School;  he  interned  at  the  Bap- 
tist Hospital  in  Little  Rock. 
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Dr.  J.  P.  Thompson  Added 
To  State  Hospital  Staff 

Dr.  John  P.  Thompson  is  a new  psychi- 
atric resident  at  the  Little  Rock  Unit  of 
the  Arkansas  State  Hospital.  Dr.  Gran- 
ville L.  Jones,  hospital  superintendent  an- 
nounced the  appointment. 

Dr.  Thompson  is  a native  of  Arkansas. 
He  completed  high  school  at  Arkadelphia 
and  obtained  his  BSM  and  MD  degrees  at 
the  University  of  Arkansas  Medical 
School.  Before  joining  the  staff  of  the 
State  Hospital,  he  was  engaged  in  private 
practice  for  12  years  in  Bearden,  Ar- 
kansas. 

Dr.  Thompson  is  a member  of  the  Amer- 
ican Medical  Association,  American  Acad- 
emy of  General  Practice,  American  Soci- 
ety of  Clinical  Hypnosis,  Ouachita  County 
and  Arkansas  State  Medical  Society. 

Medical  Office  Opened 

The  Pulaski  County  Medical  Society 
opened  a new  executive  office  at  510  Pu- 
laski Street,  Little  Rock.  The  Society’s 
growth  and  a planned  expansion  of  its 
services  requii’ed  the  establishment  of  the 
quarters.  The  office  is  also  used  for  com- 
mittee meetings  of  the  Society,  whose 
executive  secretary  is  Paul  Harris. 

New  Physician  at  Walnut  Ridge 

Dr.  James  H.  Hickman  located  in  Wal- 
nut Ridge  for  the  practice  of  general  med- 
icine in  August.  Dr.  Hickman  has  offices 
in  a new  building  near  Lawrence  Memo- 
rial Hospital  and  south  of  the  Medical 
Arts  Building.  A native  of  Searcy,  Dr. 
Hickman  graduated  from  the  University 
of  Arkansas  Medical  School  and  completed 
his  internship  at  the  University  Hospital 
in  Little  Rock.  He  has  just  completed  a 
year  as  resident  surgeon  at  the  Veteran’s 
Administration  Hospital  in  Little  Rock. 

Clinic  Opened  by 
Drs.  Howard  & McMahen 

The  Howard-McMahen  Clinic  located  in 
Fordyce  was  opened  by  Dr.  D.  G.  Howard 
and  Dr.  H.  S.  McMahen.  The  building  has 
been  completely  remodeled  and  redeco- 
rated with  new  equipment  installed.  Both 
doctors  are  graduates  of  the  University  of 
Arkansas  School  of  Medicine  and  interned 
at  Arkansas  Baptist  Hospital  in  Little 


Rock.  Dr.  Howard  is  a native  of  England, 
Arkansas  and  Dr.  McMahen  is  a native 
of  Emerson,  Arkansas. 


Proceedings  of  Societies 

STATEMENT  OF  THE  PULASKI 
COUNTY  MEDICAL  SOCIETY* 

Re : HR  4222,  87th  Congress 
King-Andei'son  Legislation 
Before  Committee  on  Ways  and  Means 
United  States  House  of  Representatives 

By 

Joseph  A.  Norton,  M.D. 

Mr.  Chairman  and  Members 
of  the  Committee : 

The  Pulaski  County  Medical  Society  in 
the  State  of  Arkansas  appreciates  this  op- 
portunity to  express  views  concerning  HR 
4222. 

The  Pulaski  County  Medical  Society  has 
365  members,  representing  73.2  per  cent 
of  the  total  Doctors  of  Medicine  in  our 
county,  and  28.4  per  cent  of  the  total  mem- 
bership of  the  Arkansas  Medical  Society. 
Our  Society  was  organized  October  19, 
1909.  Our  Society  has  consistently  fa- 
vored legislation  and  programs  which  it 
felt  would  better  serve  the  medical  needs 
of  our  citizens,  regardless  of  age.  I have 
appended  to  this  report  a listing  of  recent 
activities  of  our  Society  which  substanti- 
ate this  statement  in  greater  detail. 

The  Pulaski  County  Medical  Society  has 
specifically  concerned  itself  with  medical 
care  for  the  aged.  With  other  interested 
groups,  we  have  supported  local  implemen- 
tation of  the  Kerr-Mills  PL  86-78. 
Arkansas  legislation  has  already  been  en- 
acted, and  will  go  into  effect  when  funds 
are  appropriated  later  in  this  year.  Our 
members  have  given  support  and  service 
to  the  units  of  the  Arkansas  State  Hos- 
pital, the  University  of  Arkansas  Medical 
Center,  and  the  three  Cancer  Clinics  of 
the  Arkansas  Cancer  Commission,  all  lo- 
cated in  Pulaski  County,  and  each  dealing 
in  great  number  with  senior  citizens.  We 
have  supported  the  contracts  made  with 
the  Medical  School  and  with  approved 
hospitals  in  our  County  by  the  Depart- 

’^Testimony  requested  and  authorized  by  the  Arkansas  Medi- 
cal Society  and  the  Pulaski  County  Medical  Society. 
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ment  of  Public  Welfare,  providing  hospi- 
tal care  and  out-patient  treatment  for 
public  assistance  recipients  and  for  other 
medically  indigent  persons.  We  also  have 
supported  the  Nursing  Care  program  au- 
thorized by  State  and  Federal  legislation, 
through  working  agreements  with  the  20 
licensed  nursing  homes  in  Pulaski  County. 
We  have  supported  commercial  insurance 
carriers  in  our  area  and  have  publicized 
and  encouraged  public  use  of  the  available 
prepayment  medical  care  insurance  plans 
for  people  over  65  years  of  age.  We  have 
supported  and  participated  in  the  activi- 
ties of  many  of  our  local  organizations 
concerned  with  medical  care  for  the  aged, 
such  as  the  Visiting  Nurses  Association 
and  the  Pulaski  County  Health  and  Wel- 
fare Council,  with  its  Senior  Citizens  Ac- 
tivities Today  group.  Our  County  Society 
Committee  on  Aging  has  kept  active  liai- 
son with  these  groups,  and  also  has  ar- 
ranged for  programs,  speakers,  and  panels 
to  discuss  the  medical  problems  and  needs 
of  Senior  Citizens  before  local  civic  and 
church  groups.  Some  of  our  Society  mem- 
bers now  are  engaged  in  the  formation 
of  a private  church-sponsored  Home  for 
the  Aged  in  Pulaski  County.  Our  Society 
was  represented  on  the  Arkansas  Com- 
mission for  the  Aged,  and  at  the  White 
House  Conference  on  Aging.  We  organ- 
ized a Diabetes  Detection  Week  and  have 
set  up  weekly  Tuberculosis  Chest  Confer- 
ences. 

We  are  considering  a plan,  instituted 
last  year  by  the  St.  Louis  County  Medical 
Society,  Missouri,  whereby  a patient,  re- 
gardless of  age,  who  feels  unable  to  meet 
the  full  cost  of  medical  care,  can  apply, 
without  charge,  for  a credit  card,  entitling 
him  to  a percentage  reduction  in  fees  from 
participating  society  members.  Tradi- 
tionally and  historically,  our  Society  mem- 
bers have  reduced  fees  for  those  unable 
to  meet  the  full  cost  of  medical  care.  This 
plan  is  actually  only  a refinement  of  tra- 
ditional practice.  Our  Society  has  sup- 
ported a Doctors  Exchange  which  pro- 
vides in  Pulaski  County  24-hour  medical 
care  service  to  all.  The  Pulaski  County 
Medical  Society  has  publicly  stated  (see 
attached  copy.  Letter  to  the  Editor,  Ar- 
kansas Gazette,  July,  1961)  that  the  Soci- 
ety and  its  members  guarantee  medical 
care  to  all  in  our  county,  regardless  of 


financial,  race,  or  other  status.  And  where 
there  might  be  complaint  or  misunder- 
standing about  fees,  services,  or  individual 
Society  members,  we  have  maintained  a 
Board  of  Censors  and  Grievance  Commit- 
tee, both  active  and  publicized,  to  hear 
and  act  on  such  matters. 

The  following  statistics  are  of  interest. 
The  Pulaski  County  total  population  is 
242,980  (1960).  Of  that  total  population, 
25,728,  or  10.6  per  cent  are  over  sixty-five 
years  of  age.  A total  of  8,611,  or  33.4  per 
cent  of  the  group  over  sixty-five  years  of 
age  receive  OASI  benefits.  A total  of 
4,000,  or  15.5  per  cent  of  the  group  over 
sixty-five  years  of  age  receive  OAA.  A 
total  of  21,728,  or  84.5  per  cent  are  over 
sixty-five  years  of  age  and  do  not  receive 
OAA.  It  is  estimated  that  a total  of  6,500, 
or  39.4  per  cent  of  the  group  over  sixty- 
five  years  of  age  will  be  reached  by  the 
new  legislation  implementing  the  Kerr- 
Mills  law  in  our  county.  Also,  there  is 
good  insurance  coverage  in  that  age  group, 
as  indicated  by  the  fact  that  one  company 
alone  (Arkansas  Blue  Cross-Blue  Shield) 
carries  in  Pulaski  County  4,563  “over-65” 
policies. 

We  have  two  large  local  private  hospi- 
tals. One  carried  an  81.3  per  cent  occu- 
pancy and  the  other  an  85.7  occupancy  in 
1960.  The  Arkansas  Hospital  Advisory 
Council  stated  (1960)  that  Pulaski  County 
has  82.9  per  cent  of  the  needed  hospital 
beds,  with  a good  quality  of  hospital  care, 
and  that  the  county  has  88  per  cent  of  the 
needed  nursing  home  beds,  with  generally 
sub  - standard  quality  in  our  nursing 
homes.  Two  other  public  hospitals  are 
now  in  construction  in  our  county — one  in 
North  Little  Rock  and  one  in  Jacksonville. 
These  will  aid  our  bed  situation. 

These  statistics  are  presented  for  infor- 
mation, and  also  to  show  that  the  Pulaski 
County  Medical  Society  is  aware  of  the 
problems  and  needs  of  medical  care  in  our 
county.  We  are  working  with  other  local 
groups  to  meet  those  problems  and  needs. 

Our  Society  has  tried  to  keep  abreast  of 
ideas  and  actions  in  the  area  of  medical 
care  for  the  aged.  We  agree  that  there  is 
a need  for  the  best  quality  of  medical  care 
for  our  senior  citizens.  Traditionally,  in 
offices  and  hospitals,  we  have  tried  to  de- 
liver that  kind  of  medical  care.  We  are 
happy  that  there  is  a rapid  increase  in  the 
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number  of  senior  citizens.  We  feel  that 
the  problems,  the  obligations,  and  the 
privileges  of  providing  for  these  senior 
citizens  sufficient  jobs,  homes,  recreation, 
financial  security,  family  and  community 
love  and  acceptance,  and  medical  care 
must  be  met  promptly.  We  feel  that  those 
problems  and  needs  should  be  met  and 
solved  locally — in  each  home,  in  each  com- 
munity, and  in  each  state,  and  that  the 
Federal  Government  should  only  step  in 
with  aid  when  the  local  efforts  are  unable 
to  meet  the  needs  and  pi’oblems.  We  have 
tried  to  indicate  ways  in  which  we  are 
aware  of  our  own  problems,  and  to  indi- 
cate means  by  which  we  hope  to  solve 
them.  We  feel  that  their  solution  may 
requii’e  a cooperation  of  local,  county, 
state,  and  federal  agencies,  but  always 
with  the  emphasis  on  the  local  level. 

These  are  some  reasons  why  we  of  the 
Pulaski  County  Medical  Society  have  sup- 
ported the  Kerr-Mills  Law  in  our  county. 
We  beg  that  this  committee  use  its  influ- 
ence to  see  that  this  law  is  allowed  to  be 
implemented  over  our  entire  country,  and 
that  it  be  given  the  fair  trial  which  it 
deserves.  Even  proponents  of  HR  4222 
have  stated  that  the  Kerr-Mills  Law  will 
be  useful — we  feel  it  may  prove  even  more 
useful  when  coupled  with  private  insur- 
ance and  with  more  local  effort  than  they 
dream  of ! 

The  Pulaski  County  Medical  Society  is 
opposed  to  the  Anderson-King  legislation. 
We  have  repeatedly,  as  a Society  and  as 
individual  members,  sent  letters  and  tele- 
grams to  our  Congressional  delegation  in 
Washington,  stating  our  opposition  to  any 
legislation  for  expansion  of  Social  Secu- 
rity to  cover  medical  care.  (See  attached 
copies  of  telegrams,  letters,  and  resolu- 
tions.) At  home  we  are  supported  in  our 
approval  of  the  Kerr-Mills  Law  and  in  our 
opposition  to  the  Anderson-King  legisla- 
tion by  the  Little  Rock  Chamber  of  Com- 
merce, the  Little  Rock  Junior  Chamber 
of  Commerce,  and  by  other  local  organiza- 
tions and  private  citizens.  Allow  me  to 
list  some  reasons  for  our  opposition  to  the 
Anderson-King  legislation : 

1.  We  oppose  Social  Security  expansion 
in  this  area.  We  feel  that  such  ex- 
pansion will  endanger  the  Social  Se- 
curity system,  which,  in  its  over 
twenty-five  years  of  operation,  has 


become  a vital  factor  in  the  economy 
of  our  country  and  of  many  of  our 
citizens.  Already  there  would  seem 
to  be  some  stubborn  odds  again.st 
the  financial  stability  of  the  Social 
Security  program,  as  it  is  now  set 
up,  what  with  people  living  longer 
and  drawing  more  benefits  for  more 
years,  with  more  categories  of  em- 
ployment being  added  regularly, 
with  retirement  and  disability  ages 
being  dropped  regularly,  and  with 
the  reserve  dwindling  regularly. 
How  much  more  can  be  added?  How 
much  higher  can  this  tax  go? 

2.  We  think  the  expense  of  such  a pro- 
gram will  be  tremendous,  and  has 
not  even  yet  been  totally  figured  or 
partially  understood  by  any  of  us. 
The  experience  of  other  countries 
would  indicate  that,  while  the  true 
cost  of  such  legislation  is  not  even 
estimable,  it  would  surely  be  so  great 
as  to  seriously  hamper  other  govern- 
mental functions.  In  the  present 
state  of  international  tension,  with 
our  defense  and  military  needs, 
when  billions  of  dollars  of  extra  ap- 
propriation are  needed,  does  it  not 
seem  a foolish  course  to  embark  on 
this  kind  of  costly  social  experi- 
ment? 

3.  We  are  opposed  to  the  bureaucracy 
that  will  be  involved  in  such  a pro- 
gram, knowing  that  an  entirely  new 
Governmental  organization  will  have 
to  be  set  up,  from  Washington  down 
to  each  community,  to  deal  with  in- 
dividual hospitals,  councils,  nursing 
homes,  nurses,  etc.  We,  from  our 
experience  in  Medicare,  in  govern- 
mental Armed  Service  duties,  and  in 
other  governmental  contacts,  cannot 
see  any  good  in  such  a system  di- 
luted by  myriads  of  unnecessary 
controls,  and  by  millions  of  typed 
copies  of  orders,  decisions,  re-evalu- 
ations, reports,  red-tape,  etc. 

4.  We  feel  that  such  legislation  is  a 
definite  step  towards  a complete 
compulsory  federal  medical  system 
for  all  citizens,  regardless  of  age  or 
of  ability  or  desire  to  care  for  them- 
selves. We  are  not  interested  in 
whether  it  is  called  “socialized”  or 
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“federal”  or  “governmental”  medi- 
cine. We  still  feel  that  such  a system 
of  so-called  “free”  medical  care  will 
lead  to  overuse  and  abuse  of  the 
medical  facilities  by  creating  a hy- 
pochondriac’s holiday  each  day;  will 
lower  the  quality  of  medical,  nurs- 
ing, and  hospital  care  generally ; will 
make  health  care  a routine  govern- 
mental procedure  instead  of  the 
human  individual  concern  it  now  is; 
will  stifle  the  incentive  and  initia- 
tive of  local  individual  and  group 
efforts  to  ease  the  problems  of  the 
aged,  of  private  insurance  compa- 
nies who  are  now  being  stimulated 
to  offer  more  and  better  “over  65” 
policies  on  a free,  competitive  basis ; 
and  finally,  and  of  most  importance, 
will  stifle  the  incentive  and  initia- 
tive of  county,  local  and  state  gov- 
ernmental units  in  this  field,  carry- 
ing us  far  along  the  road  to  the 
destruction  of  our  Federal  republic 
system. 

5.  We  sincerely  believe  that  the  ma- 
jority of  the  physicians  in  the 
United  States  abhor  this  approach 
to  medical  care.  At  the  AMA  meet- 
ing in  July,  1961,  our  representa- 
tives made  the  statement  that  the 
physicians  of  this  country  would  not 
be  willing  partners  to  such  a proiect 
as  the  Anderson-King  legislation 
proposes.  We  respectfully  question 
the  logic  and  the  wisdom  of  legisla- 
tion which  we  feel  is  not  needed,  is 
not  most  appropriate  to  the  prob- 
lem, and  which  is  opposed  by  the 
majority  of  those  physicians  who 
are  the  final  vendors  of  medical  care 
in  this  country. 

6.  We  have  many  other  areas  of  oppo- 
sition to  this  legislation,  but,  in  the 
interest  of  brevity,  this  final 
thought.  We  feel  that  the  American 
people,  when  alerted,  will  still  pre- 
fer their  medical  care  on  a private, 
competitive,  free  enterprise  basis, 
with  its  individual  responsibility,  its 
individual  freedom,  and  with  local 
concern  in  matters  of  their  personal 
health.  This  is  the  system  which  has 
inspired  us  to  the  long  training  to 
be  practitioners  of  medicine  in  our 
country.  This  is  the  system  which 


has  brought  to  our  American  people 
the  best  medical  care  in  the  world. 

For  myself  and  for  the  Pulaski  County 
Medical  Society,  may  I thank  you  again 
for  this  opportunity  to  express  opposition 
to  HR  4222  and  to  any  similar  legislation, 
and  also,  to  express  our  thanks  and  our 
support  for  the  Kerr-Mills  Law,  which 
your  committee  showed  the  wisdom  to  rec- 
ommend and  which  the  Congress  showed 
the  wisdom  to  adopt  in  1960. 


Statement  of 
R.  B.  Robins,  M.D. 

Presented  to  the  Committee  on 
Ways  and  Means 
House  of  Representatives 

Mr.  Chairman  and  Members 
of  the  Committee : 

I am  Dr.  R.  B.  Robins,  a family  physi- 
cian from  Camden,  Arkansas.  My  good 
personal  friend.  Chairman  Wilbur  Mills, 
knows  that  I have  a great  interest  in  the 
question  of  medical  care  under  federal 
sponsorship  and  control.  As  a physician 
and  as  a citizen  who  has  been  active  in 
governmental  and  political  affairs  (I 
served  from  1944  to  1952  as  the  Demo- 
cratic National  Committeeman  from  the 
State  of  Arkansas),  I feel  justified  in  ap- 
pearing here  today  to  present  my  views 
with  respect  to  HR  4222. 

I have  opposed  in  the  past  the  Truman 
health  program  and  the  Forand  legisla- 
tion. Now  you  are  considering  the  King- 
Anderson  bill.  They  are  all  part  and  par- 
cel of  the  same  thing — programs  pro- 
viding for  or  leading  to  a system  of 
government  dominated  medical  practice. 

You  may  recall  that  I testified  before 
this  Committee  two  years  ago,  against  the 
Forand  bill.  I had  then  just  returned 
from  England  where  I had  the  opportu- 
nity of  studying,  first  hand,  the  British 
National  Health  Service.  I stated  then  the 
faults  and  dangers  which  are  inherent  in 
a national  health  system,  and  I say  to  you 
now  that  my  many  contacts  with  friends 
in  England  confirm  my  conclusions  that 
the  British  system  becomes  more  and 
more  distasteful  to  the  people — the  pa- 
tients and  the  physicians. 

The  British  National  Health  Service, 
now  13  years  old,  is  still  being  plagued 
with  rising  costs,  greater  inconveniences. 
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increasing  governmental  red  tape  and  a 
diminishing  quality  of  medical  care.  It  is 
no  wonder,  then,  that  more  and  more  doc- 
tors from  England  seek  to  establish  them- 
selves in  the  United  States.  It  is  no  won- 
der, then,  that  more  and  more  physicians 
in  England  are  sending  their  sons  to  study 
medicine  in  this  country.  It  is  no  wonder, 
then,  that  more  and  more  British  people 
are  seeking  private  care  at  their  own  ex- 
pense in  lieu  of  the  public  care  to  which 
they  contribute  through  tax  payments. 

The  experience  of  Great  Britain  in  at- 
tempting to  estimate  the  cost  of  the  Na- 
tional Health  Service  at  its  inception  and 
our  experience  in  estimating  costs  of  our 
social  security  programs  indicate  to  me 
that  it  is  extremely  likely  that  the  real 
cost  of  the  program  proposed  by  HR  4222 
will  greatly  exceed  initial  estimates. 

In  a concise  examination  of  the  British 
National  Health  Service,  Professor  John 
Jewkes,  who  occupies  the  Chair  of  Eco- 
nomic Organization  in  the  University  of 
Oxford,  writes  in  his  recently  published 
work,  “The  Genesis  of  the  British  Na- 
tional Health  Service,” 

“It  is  equally  clear  that  the  government 
was  taken  by  surprise  at  the  high  level  of 
demand  under  the  new  conditions.  No  es- 
timate made  before  1948  had  set  the  an- 
nual cost  to  the  Exchequer  of  the  Na- 
tional Health  Service  above  170  million 
pounds.  The  cost  at  an  annual  rate  came 
out  at  377  million  pounds  for  1948-49  and 
433  million  pounds  for  1949-1950.” 

Dr.  Jewkes  relates  the  difficulties  en- 
countered by  the  government  in  its  at- 
tempt to  hold  the  cost  line  and  of  these 
attempts  says: 

“The  steady  and  continuous  struggle  on 
the  part  of  British  governments  to  re- 
strain the  demands  for  medical  service  has 
led  those — who  had  assumed  that  the 
principle  of  ‘the  best  possible  medical  serv- 
ice free  for  all’  meant  literally  what  it 
said  and  did  not  mean  ‘the  distribution 
roughly  according  to  the  principle  of  first 
come  first  served  of  the  supply  of  free 
medical  services  which  the  government 
thought  adequate’ — to  complain  of  the 
‘tyranny  of  the  Exchequer.’  Certainly  the 
efforts  on  the  part  of  successive  govern- 
ments to  keep  expenditures  within  what 
were  deemed  to  be  proper  bounds,  and  at 
the  same  time  avoid  political  unpopularity. 


have  had  some  unfortunate  long  period 
consequences.” 

Our  nation’s  medical  societies  oppose 
HR  4222.  They  represent  the  overwhelm- 
ing majority  of  practicing  physicians  in 
the  United  States.  While  the  task  force 
report  made  to  President  Kennedy  on 
health  and  social  security  for  the  Ameri- 
can people  urged  federal  action  to  increase 
the  supply  of  medical  and  other  health 
personnel,  even  consideration  of  bills  such 
as  you  have  before  you,  in  my  opinion, 
are  today  influencing  young  men  against 
entering  the  private  practice  of  medicine. 

We  doctors  have  strongly  supported 
Kerr-Mills  legislation.  I know  that  by  now 
you  have  heard  repeated  testimony  on  this 
subject.  The  proponents  of  HR  4222  have 
labeled  this  legislation  (Kerr-Mills)  inad- 
equate or  degrading. 

But  “catch  terms”  do  not  establish  the 
value  of  any  law.  Kerr-Mills  fills  the  gap 
between  those  who  can  well  afford  to  pay 
for  their  health  care,  as  they  pay  for 
everything  else,  and  those  who  are  unable 
to  pay  for  such  care  and  of  necessity  must 
seek  public  aid. 

May  I ask  this  Committee  to  deliberate 
with  caution. 

Favorable  action  of  HR  4222  will  be 
irrevocable.  The  growth  of  private  insiu'- 
ance,  the  value  of  Kerr-Mills,  the  un- 
known costs,  the  dangers  of  federally- 
regulated  medicine  must  be  carefully  con- 
sidered. This  is  not  a political  question! 
Certain  groups,  while  condemning  medi- 
cal societies  for  their  interest  and  their 
activity  in  education  of  their  members  and 
presenting  their  views  to  the  public,  have 
themselves  been  using  medical  care  for 
the  aged  as  the  instrument  for  organizing 
our  elder  citizens  into  a political  block. 

These  organizations  are  far  more  inter- 
ested in  using  these  groups  in  political 
campaigns  than  they  are  in  the  welfare 
of  the  aged  or  of  the  rest  of  us.  May  I 
say  also  that  some  appointed  officers  of 
our  government  seem  to  be  forgetting 
their  responsibilities  to  all  the  people  and 
have  joined  in  the  organizing  and  lobby- 
ing activities  of  these  special  interest 
groups. 

Mr.  chairman  and  gentlemen  of  the 
Committee,  I want  to  thank  you  for  allow- 
ing me  to  again  express  my  sentiments. 
May  I also  request  that  my  oral  and  writ- 
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ten  statements  given  two  years  ago  to 
your  Committee  be  reinserted  in  the  rec- 
ord. I believe  them  to  be  pertinent  to  your 
consideration  of  HR  4222. 

Statement  of 

Congressman  Dale  Alford 
Before  House  Ways  and  Means 
Committee 

Mr.  Chairman  and  Members 

of  the  Committee : 

I am  extremely  grateful  to  you  for  this 
opportunity  of  being  heard  during  these 
singularly  important  hearings.  I have 
asked  for  this  courtesy  because  I feel 
strongly  that  the  bill  you  are  considering 
is  of  unusual  significance. 

In  my  view,  HR  4222  is  a measure  cun- 
ningly devised  for  fishing  in  troubled 
waters.  The  bait  is  humanitarianism ; the 
hook  is  loss  of  freedom. 

I say  this  as  a physician,  whose  liberty 
to  practice  medicine  freely  is  at  stake.  I 
say  it  also  as  a citizen  elected  to  this  House 
of  Representatives.  From  both  view- 
points, I urge  the  Committee  to  reject  this 
bill. 

By  now  you  have  heard  many  repre- 
sentatives of  my  profession  testify  to  the 
damage  this  legislation  could  inflict  upon 
the  world’s  finest  system  of  medical  care. 
They  are  the  nation’s  experts  on  health, 
uniquely  qualified  to  speak  on  matters  af- 
fecting health.  And  from  what  I have 
read  of  their  testimony,  I can  only  add  my 
fervent  “Amen”  to  the  case  they  have 
made. 

I shall  therefore  talk,  not  as  a doctor, 
but  as  a member  of  Congress  deeply  con- 
cerned with  many  of  the  bill’s  other 
aspects. 

To  begin  with,  we  don’t  need  it.  Last 
year  the  86th  Congress  voted  the  Mills- 
Kerr  Law  into  effect.  Its  implementation 
has  been  remarkable,  and  its  potential  for 
helping  those  of  the  aged  who  need  help 
is  unlimited.  On  this  count  alone  HR  4222 
is  unnecessary. 

But  there  are  other  reasons  of  which 
the  Committee  is  well  aware.  There  are 
existing  welfare  programs;  there  are  the 
unremunerated  efforts  of  responsible  men 
and  women,  working  together  within  their 
communities  to  help  solve  the  problems  of 
the  aged;  and  there  is  the  magnificent 
record  of  the  insurance  and  prepayment 


plans,  which  now  protect  132  million 
Americans,  cover  more  than  half  the  aged, 
and  provide  an  effective,  expanding  meth- 
od of  cushioning  the  costs  of  illness. 

Surveys  also  show  us  that  the  majority 
of  our  older  people  are  self-sustaining  fi- 
nancially, and  that  their  health  is  gen- 
erally good  for  their  years. 

Why,  then,  does  HR  4222  propose  a 
compulsory  national  health  plan  for  those 
receiving  retirement  benefits  under 
OASDI?  To  me,  the  answer  seems  plain: 

This  proposal  was  designed  to  set  prece- 
dents— not  to  help  people. 

Its  sole  purpose  is  to  introduce  the  large 
foot  of  the  Federal  Government  into  the 
door  of  freely  practiced  medicine. 

I cannot  believe,  Mr.  Chairman,  that  a 
bill  of  such  suspiciously  limited  benefits 
and  such  avowedly  modest  ambitions  is 
seriously  proposed  as  the  be-all,  end-all 
solution  to  financing  health  care  for  the 
aged.  Those  who  support  it  admit  as 
much,  for  in  rare  moments  of  candor  they 
point  out  the  measure’s  inadequacies  and 
add:  “This  is  just  a beginning.” 

We  are  all  aware  that  a philosophical 
battle  rages  in  the  United  States  between 
those  who  wish  to  cede  more  and  more 
territory  to  the  Federal  Government,  and 
those  v/ho  believe  we  have  already  yielded 
more  ground  than  we  should.  I suggest 
that  the  debate  over  Social  Security  medi- 
cine for  the  aged  is  simply  a single  skir- 
mish in  that  continuing  battle. 

But  I predict  that  this  skirmish  will 
become  the  rallying  point  at  which  the 
American  people  will  pause  to  fight  the 
matter  out,  for  there  is  a growing  reali- 
zation that  further  retreat  would  be  the 
prelude  to  disaster. 

This  is  a generous  nation — perhaps  the 
most  generous  in  the  world’s  history.  Its 
people  will  dig  deep  into  their  pockets  to 
help  their  neighbors.  They  are  ready  with 
the  helping  hand  when  it  is  needed,  and 
easy-going  when  honest  mistakes  are 
made.  But  when  they’re  riled,  they’re  the 
toughest  people  on  earth,  and  I think 
they’re  now  beginning  to  get  riled  at  the 
waste  of  their  tax  dollars. 

The  distinguished  chairman  of  this 
Committee  is  properly  recognized  as  an 
outstanding  authority  on  fiscal  matters.  I 
cannot  claim  a fraction  of  his  knowledge 
or  experience  in  this  field. 
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But  I submit  that  there  is  a limit  to 
the  amount  of  money  the  taxpayer  can 
and  will  pay,  and  that  we  are  approaching 
that  limit  right  now.  We  have  already 
bequeathed  a mountainous  stack  of  lOU’s 
to  our  children  and  grandchildren,  and  it 
is  doubtful  if  they  will  appreciate  the  in- 
heritance. 

Yet  HR  4222  proposes  that  we  run  up 
an  even  larger  tab  and  send  the  bill  to 
future  generations.  This  measure  would 
simply  I'aise  Social  Security  taxes,  ask 
young  working  people  and  their  descend- 
ents  to  pay  them  in  perpetuity,  and  ear- 
mark the  money  for  the  help  of  millions 
of  older  people  who  don’t  need  help. 

It  is  one  thing  to  help  a neighbor  in 
need,  Mr.  Chairman.  It  is  another  thing 
to  ask  a young  worker  to  help  everybody 
65  or  older  simply  because  he  has  retired 
and  receives  benefit  under  Social  Security. 

The  people  who  will  bear  the  brunt  of 
this  tax  increase  are  already  making  the 
buffalo  scream.  They  have  children  to 
feed  and  clothe  and  house.  They  have  doc- 
tor bills  and  insurance  premiums  and 
mortgages  and  college  educations  to  pay 
for.  They  have  taxes  to  pay — or  else.  All 
any  member  of  this  Committee  needs  to 
do  is  watch  the  struggle  of  his  younger 
constituents  the  next  time  he  returns  to 
his  district.  He  will  quickly  observe  that 
few  young  couples  get  very  far  ahead  of 
the  game. 

Why  should  they  be  asked,  then,  to  pay 
the  hospital  bill  for  a man  who  may,  for 
all  this  measure  has  to  say  about  it,  be  a 
coupon-clipping  millionaire  living  the  life 
of  Riley? 

Do  I overstate  the  case? 

Consider,  Mr.  Chairman,  a single  provi- 
sion of  the  bill.  HR  4222  provides  that  a 
person  over  65,  still  at  work,  would  be 
entitled  to  coverage  for  health  purposes. 

Not  having  retired,  this  person  is  pre- 
sumably as  able  to  pay  his  own  medical 
bills  as  he  was  at  50,  or  40,  or  30.  Does  it 
make  sense  to  hand  him  unsolicited  health 
services  at  the  expense  of  a younger 
worker? 

I suggest  that  it  does  not.  And  I sug- 
gest that  the  Committee  consider  care- 
fully the  justice  of  increasing  Social  Secu- 
rity taxes  by  17  per  cent  in  order  to 
provide  medical  benefits  for  millions  of 


the  aged  who  are  able  and  willing  to  pay 
their  own  way. 

I say  the  tax  would  be  increased  by  17 
per  cent.  I should  amend  that  statement. 
The  tax  would  be  increased  by  17  per  cent 
for  the  time  being.  For  it  would  go  up  as 
surely  as  day  follows  night  as  the  pro- 
gram increased  benefits,  expanded  cover- 
age, and  embraced  an  ever-enlarging 
number  of  older  people. 

In  conclusion,  Mr.  Chairman,  I am 
unwilling  to  believe  that  the  traditional 
virtues  of  self-reliance,  initiative,  inde- 
pendence and  thrift  have  disappeared 
from  the  American  scene.  Those  virtues 
helped  build  this  country,  and  they  die 
hard.  But  die  they  will  if  the  Federal 
Government  sees  its  function  as  the  ulti- 
mate provision  of  a welfare  state  extend- 
ing from  cradle  to  grave. 

If  our  native  virtues  disappear,  Mr. 
Chairman,  there  will  be  little  left  of  our 
nation  worth  preserving,  and  we  shall  fall 
easy  prey  to  enemies  from  within  or  with- 
out. History  is  filled  with  examples,  but  I 
should  like  to  quote  only  one.  These  are 
the  words  of  William  Shirer,  in  his  book 
entitled  “The  Rise  and  Fall  of  the  Third 
Reich” : 

“Bismarck  put  through  between  1883 
and  1889  a program  for  social  security  far 
beyond  anything  known  in  other  countries. 
It  included  compulsory  insurance  for 
workers  against  old  age,  sickness,  accident 
and  incapacity,  and  though  organized  by 
the  State  it  was  financed  by  employers 
and  employees.  It  cannot  be  said  that  it 
stopped  the  rise  of  the  Social  Democi’ats 
or  the  trade  unions,  but  it  did  have  a pro- 
found effect  on  the  working  class  in  that 
it  gradually  made  them  value  security 
over  political  freedom  and  caused  them  to 
see  in  the  State,  however  conservative,  a 
benefactor  and  protector.  Hitler  . . . took 
full  advantage  of  this  state  of  mind.  In 
this,  as  in  other  matters,  he  learned  much 
from  Bismarck.  T studied  Bismarck’s  so- 
cialist legislation,’  Hitler  remarks  in  Mein 
Kampf,  ‘in  its  intention,  struggle,  and 
success.’  ” 

Let  us  hope,  Mr.  Chairman,  that  we  in 
America  never  set  security  over  political 
freedom. 

And  let  us  always  remember  that  the 
Federal  Government  is  the  creature  of  the 
people,  and  that  the  people  are  not,  and 
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never  must  become,  the  creatures  of  the 
Federal  Government. 

I thank  the  Committee  for  granting  me 
this  opportunity  to  appear. 


Contrihiitions  to  the  American  Medical 
Education  Foundation  from  the  State  of 
Arkansas  During  the  Month  of  June  1961 ; 


Arthur  P.  Allison,  Little  Rock $ 2.00 

George  C.  Burton,  El  Dorado 5.00 

Alan  G.  Cazort,  Little  Rock 6.25 

Eldon  L.  Caffery,  Jonesboro  50.00 

Edward  M.  Cooper,  Jonesboro  25.00 

John  W.  Dodson,  Jr.,  Hot  Springs  10.00 
Thos.  M.  Durham,  Jr.,  Hot  Springs  25.00 

Guy  R.  Earris,  Little  Rock 25.00 

Alfred  H.  Hathcock,  Batesville 10.00 

Bill  F.  Hefley,  Little  Rock 6.25 

C.  L.  Hyatt,  Monticello 25.00 

Bryant  W.  Jones,  Little  Rock 10.00 

Morris  Jackson,  Little  Rock 10.00 

Thomas  G.  Johnston,  Little  Rock 6.25 

Willie  J.  Lee,  Stamps 10.00 

Porter  R.  Rodgers,  Searcy 25.00 

Purcell  Smith,  Jr.,  Little  Rock  6.25 

Robert  J.  Thompson,  Fort  Smith  . 10.00 

Ernest  L.  Wilbur,  Little  Rock  __  25.00 

Joseph  P.  Ward,  Little  Rock  10.00 

Mrs.  Guy  R.  Farris,  Little  Rock  10.00 
Mrs.  C.  C.  Long,  Ozark  _ 2.50 


$314.50 

Contributors  to  the  American  Medical 
Education  Foundation  from  the  State  of 
Arkansas  During  the  Month  of  July  1961 : 
Dr.  Lloyd  L.  Barta,  Fort  Smith  __$  25.00 
Dr.  Jean  C.  Gladden,  Harrison  50.00 
Dr.  Joseph  A.  Norton,  Little  Rock  25.00 


New  Members  . . . 


Dr.  William  Sexton  Lewis  is  a new 
member  of  the  Pulaski  County  Medical 
Society.  He  is  a native  of  Strong,  Arkan- 
sas ; he  received  his  preliminary  education 
at  Louisiana  Polytechnic  Institute,  and 
was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1956.  His 
specialty  is  internal  medicine.  Dr.  Lewis 
now  holds  the  position  of  instructor  at 


the  University  of  Arkansas  School  of  Med- 
icine, Medicine  Department. 

The  Pulaski  County  Medical  Society  an- 
nounces that  Dr.  George  K.  Mitchell  has 
been  added  to  its  roster  of  members.  A 
native  of  Sheridan,  Arkansas,  he  attended 
Hendrix  College  at  Conway,  Arkansas  and 
received  his  M.D.  degree  from  the  Uni- 
versity of  Arkansas  Medical  School  in 
1956.  His  specialty  is  internal  medicine 
and  he  is  an  instructor  in  the  Department 
of  Medicine,  University  of  Arkansas 
School  of  Medicine. 

A new  member  of  the  Clark  County 
Medical  Society  is  Dr.  John  W.  Balay.  He 
is  a native  of  Joplin,  Missouri,  and  re- 
ceived his  preliminary  education  at  the 
University  of  Arkansas.  His  M.D.  degree 
was  obtained  from  the  University  of  Ar- 
kansas Medical  School  in  1957.  Dr.  Balay 
served  three  years  in  the  U.  S.  Navy  and 
he  is  now  associated  with  Dr.  J.  W.  Ken- 
nedy in  Arkadelphia.  Dr.  Balay  is  a Gen- 
eral Practitioner. 

Dr.  James  H.  Hickman  has  been  ac- 
cepted for  membership  in  the  Lawrence 
County  Medical  Society.  A native  of 
Searcy,  Arkansas,  Dr.  Hickman  received 
his  preliminary  education  at  Harding  Col- 
lege at  Searcy,  and  was  graduated  from 
the  University  of  Arkansas  School  of 
Medicine  in  1959.  He  is  a member  of  the 
medical  staff  at  Lawrence  Memorial  Hos- 
pital. Dr.  Hickman  is  a general  practi- 
tioner and  surgeon  with  his  office  at 
Highway  25  West,  Walnut  Ridge,  Ar- 
kansas. 

A new  member  of  the  Miller  County 
Medical  Society  is  Dr.  Lloyd  Edwin  Gary. 
He  is  a native  of  Eupora,  Mississippi,  and 
received  his  preliminary  education  at  the 
University  of  Mississippi  at  Eupora,  Mis- 
sissippi, from  which  he  received  a B.A. 
degree.  He  was  graduated  from  Tulane 
University  and  received  his  M.D.  degree 
in  1955.  He  has  practiced  for  two  years 
in  the  military  service  at  U.  S.  Naval 
Hospital,  Beaufort,  South  Carolina.  Dr. 
Gary’s  specialty  is  obstetrics  and  gynecol- 
ogy and  his  office  is  located  at  619  Main 
Street,  Texarkana,  Texas. 
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Mrs.  Mason  G.  Lawson,  wife  of  the  di- 
rector of  the  Little  Rock  Health  Depart- 
ment, has  been  appointed  field  represent- 
ative for  women’s  organizations  of  the 
American  Medical  Association. 

The  work  involves  considerable  travel 
but  Mrs.  Lawson  will  not  change  her  Lit- 
tle Rock  residence.  She  joined  the  staff 
in  mid- June. 

A former  president  of  the  AM  A Wom- 
en’s Auxiliary,  Mrs.  Lawson  has  long  been 
active  in  the  AMA,  state  and  county  med- 
ical auxiliaries  and  in  various  other  state 
and  national  organizations  of  a medical 
nature. 

She  also  has  been  president  of  the  Ar- 
kansas Medical  Society  Auxiliary  and  of 
two  county  auxiliaries.  She  has  been  a 
member  of  the  AMA  Auxiliary  Board  of 
Directors  since  1949. 

Medical  Auxiliary  Style  Show 

“Fashion  Forecast;  A Family  Affair’’ 
was  the  theme  of  the  style  show  that  was 
sponsored  by  the  Medical  Auxiliary  to  the 
Saline  County  Medical  Society.  The  style 
show  was  given  at  the  high  school.  It 
was  a benefit  show  for  the  education  fund 
of  the  Auxiliary. 

This  fund  gives  aid  to  student  nurses, 
medical  students  and  the  American  Medi- 
cal Educational  Fund.  This  show’s  fash- 
ions were  furnished  by  the  Gingles  Stores 
and  was  different  from  most  fashion 
shows  in  that  it  had  appeal  for  all  the 
family. 

There  were  over  70  models  who  pre- 
sented fashions  from  size  3 on  through 
the  fashionable  forties.  The  models  were 
children,  teen-agers,  men  and  women. 
Door  prizes  were  given. 


Book  Reviews 


PATHOLOGICAL  PHYSIOLOGY,  Mechanisms  of 
Disease,  Third  Edition,  Edited  by  William  A. 
Sodeman,  M.D.,  Sc.D.,  F.A.C.P.,  Dean  and  Pro- 
fessor of  Medicine,  .lefferson  Medical  College, 
pp.  1182,  published  by  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1961. 


This  is  an  exceptionally  interesting  book  from 
the  very  beginning.  It  is  written  by  various  au- 
thors and  starts  with  an  interesting  discussion  by 
Dr.  Benjamin  R.  Gendel  on  Genetics  and  Disease. 
The  sections  on  nutritional  factors  and  water 
metabolism  endocrine  glands  are  well  written  and 
discussed.  The  various  systems  of  the  body  and 
their  pathologic  states  are  discussed  in  light  of 
physiology  in  other  chapters.  There  is  a short 
chapter  on  Agents  of  Disease.  In  the  reviewer’s 
opinion  this  could  have  been  somewhat  lengthier 
but  this  is  a matter  of  opinion.  This  book  is  ex- 
ceedingly well  written  and  in  a large  measure  suc- 
ceeds in  relating  alterations  in  the  physiologic 
mechanisms  of  the  body  to  the  pathologic  processes 
which  precipitate  the  alteration.  This  is  interest- 
ing reading  for  any  physician.  It  is  heartily  rec- 
ommended. AK 

BIOCHEMISTRY  OF  HUMAN  GENETICS,  edited 
by  G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.  and  Cecilia  M.  O’Connor,  B.Sc.,  pp.  347, 
illustrated,  published  by  Little,  Brown  & Com- 
pany, Boston  Massachusetts,  1960. 

The  recent  Nobel  prize  awards  have  focused  a 
great  deal  of  attention  on  genetics.  This  CIBA 
Foundation  Symposium  is  exceedingly  well  writ- 
ten by  outstanding  authorities  in  the  field.  There 
is  an  excellent  discussion  of  some  of  the  hereditary 
conditions  as  Galactosaemia.  There  is  a discus- 
sion of  Primaquine  sensitivity.  The  genetic  aspects 
of  hemoglobin  are  discussed.  This  book  is  not  of 
outstanding  interest  to  the  practicing  physician; 
on  the  other  hand,  every  internist  will  find  a great 
deal  of  interest  in  this  field.  AK 

DRIPPS,  ECKENHOFF  AND  VANDAM— IN- 
TRODUCTION TO  ANESTHESIA.  An  ideal 
basic  guide  to  the  understanding  and  safe  ad- 
ministration of  anesthesia. 

CORDAY  AND  IRVING— DISTURBANCES  OF 
HEART  RATE,  RHYTHM  AND  CONDUCTION 
Covers  management  of  ALL  the  cardiac  ar- 
rhythmias and  conduction  defects. 


TUBERCULOSIS  ABSTRACTS 

Sponsored  by 

The  Arkansas  Tuberculosis  Association 


RECURRENT  ASIAN  INFLUENZA  IN 
AN  INDUSTRIAL  POPULATION 
Vaccination  is  the  only  ivay  to  protect 
ivorkers  against  influenza,  ivhich  can  se- 
verely handicap  an  industrial  group  during 
an  epidemic.  Less  absenteeism  was  found 
among  vaccinated  employees  than  among 
those  not  vaccinated  in  the  study  reported. 
Neill  K.  Weaver,  M.D.:  John  G.  Lione,  M.D.; 
AND  William  J.  Mogabgab,  M.D.,  Annals  of  In- 
ternal Medicine,  May,  1961. 

An  epidemic  of  influenza  may  disable  a 
significant  number  of  workers  in  an  indus- 
trial plant  and  seriously  curtail  its  opera- 
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tion.  At  present,  vaccination  offers  the 
only  means  of  offsetting  these  consequen- 
ces. 

In  the  winter  of  1960,  an  outbreak  of 
Asian  influenza  recurred  in  an  industrial 
population  which  had  been  affected  by  the 
1957-58  epidemic.  Since  the  employees  of 
the  plant  were  subjects  of  an  acute  respira- 
tory disease  study  which  encompassed  both 
epidemics,  an  opportunity  was  provided  for 
the  derivation  of  clinical,  laboratory,  and 
epidemiologic  information  on  Asian  influ- 
enza. 

PROCEDURE 

From  July,  1957,  through  the  spring  of 
1960,  data  on  acute  respiratory  illnesses 
were  gathered  from  employees  of  a large  oil 
refinery  and  petrochemical  plant  located  in 
Baton  Rouge,  La.  The  plant  has  an  average 
population  of  approximately  6,200  employ- 
ees residing  in  Baton  Rouge  or  nearby 
communities.  The  workers’  age  range  was 
20  to  65  years,  the  average  being  46.  Fe- 
males constituted  less  than  5 per  cent  of 
the  employees  and  were  excluded  from  the 
study.  Approximately  29  per  cent  of  the 
male  workers  were  salaried,  43  per  cent 
were  maintenance,  and  28  per  cent  were 
production  wage  earners. 

Historical  and  clinical  information  on  all 
respiratory  illnesses  in  1,000  of  these  em- 
ployees was  collected.  Standard  criteria  for 
the  clinical  diagnosis  of  influenza  included : 
fever  above  100. 4°F.,  prominent  malaise  or 
muscular  aches,  and  associated  upper  res- 
piratory symptoms.  An  interview  between 
a plant  physician  and  each  patient  served 
to  corroborate  and  classify  the  information 
in  retrospect. 

Garglings  were  obtained  for  laboratory 
studies ; serologic  determinations  were 
done,  and  antibody  was  titrated  by  hemag- 
glutination-inhibition. 

VACCINATION 

Standard  influenza  vaccine  containing 
inactivated  influenza  viruses  was  obtained 
from  commercial  sources  in  September  of 
each  year.  Vaccine  was  offered  to  employ- 
ees each  fall  and  winter  of  the  three-year 
period.  In  the  1957-58  period,  65  per  cent 
of  the  workers  received  a single  injection 
of  monovalent  Asian  influenza  vaccine  and 
34  per  cent  received  a second  injection  six 
weeks  after  the  first.  The  following  year 
13  per  cent  of  the  workers  received  a single 


injection  of  polyvalent  influenza  vaccine 
and  30  per  cent  received  two  injections.  In 
October,  1959,  a single  injection  of  poly- 
valent influenza  vaccine  was  given  sub- 
cutaneously to  32  per  cent  of  employees. 
Information  regarding  the  vaccine  was  cod- 
ed, thus  physicians  in  recording  clinical 
observations  did  not  know  the  vaccine 
status  of  an  individual. 

Six  hundred  cases  of  typical  influenza 
from  the  1960  outbreak  were  matched  with 
600  individuals  free  of  significant  respira- 
tory disease  during  the  epidemic  period 
with  respect  to  age,  service,  and  job  as- 
signment. 

ATTACK  RATES 

Relatively  high  attack  rates  (above  14 
per  1,000  per  month)  were  maintained  from 
September,  1957,  through  February,  1958. 
The  over-all  case  rate  for  the  period  was  186 
per  1,000.  From  September,  1958,  through 
March,  1959,  only  21  cases  of  influenza-like 
illnesses  were  recorded.  Such  illnesses  were 
rarely  observed  in  workers  during  the  fall 
of  1959,  but  in  January,  1960,  a sharp  out- 
break occurred,  with  a peak  of  78  cases  per 
1,000  employees  in  February.  The  over-all 
attack  rate  during  the  third  period  was  109 
per  1,000,  virtually  all  cases  occurring  dur- 
ing an  eight-week  period  from  mid-January 
to  mid-March. 

Although  patients  observed  during  the 
influenza  epidemics  exhibited  a variety  of 
disease  patterns,  a picture  considered  char- 
acteristic of  “clinical  influenza”  was  read- 
ily recognized : an  illness  of  abrupt  onset 
with  fever,  chills,  respiratory  tract  involve- 
ment, and  striking  constitutional  symptoms 
of  headache,  muscular  aches,  and  malaise. 

Sickness  absenteeism  of  the  plant  work- 
ers was  strictly  accounted  for,  and  the  ac- 
curacy of  medical  department  tabulations 
was  checked  against  payroll  figures. 

Employees  vaccinated  prior  to  each  epi- 
demic experienced  fewer  cases  of  influenza 
and  lower  disability  absenteeism  than  un- 
vaccinated workers.  In  1957-58,  the  influ- 
enza attack  rate  was  313  in  unvaccinated 
and  123  in  vaccinated  workers,  a reduction 
of  60  per  cent.  In  the  1960  epidemic,  the 
corresponding  rates  were  114  and  93,  a re- 
duction of  20  per  cent.  Overall  absenteeism 
due  to  acute  respiratory  disease  was  lower 
in  the  vaccinated  group  by  45  per  cent  in 
1957-58,  and  by  30  per  cent  in  1960,  while 
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Effective  • Convenient  • Sustained  Action 
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reductions  in  absences  attributed  to  influ- 
enza were  65  per  cent  and  27  per  cent,  re- 
spectively. 

FURTHER  STUDY  NEEDED 

The  clinical  observations  suggest  that 
immunity  may  have  been  declining  four 
months  after  vaccine  injection.  This  inter- 
pretation is  supported  by  failure  of  the 
statistical  analysis  to  demonstrate  any  evi- 
dence of  vaccine  protection  being  carried 
over  from  one  year  to  the  next.  There  would 
seem  to  be  need  for  further  study  regarding 
the  optimal  dose  and  route,  and  time  of 
administration  of  polyvalent  influenza  vac- 
cine. It  is  possible  that  a regimen  of  two 


0.5  ml.  doses  (250  CCA  units  each)  spaced 
more  widely  apart  (September  and  Decem- 
ber) might  afford  equal  or  better  protec- 
tion with  fewer  reactions  than  the  vaccine 
schedule  conventionally  recommended. 

Analysis  of  the  cases  of  influenza  that 
occurred  in  1960  revealed  no  evidence  of 
immunity  due  to  a previous  episode  of  the 
disease  or  to  vaccination  unless  the  latter 
had  been  administered  in  the  epidemic  year. 
It  seems  less  likely  that  this  will  recur  a 
third  time,  at  least  in  such  proportions, 
since  antibody  levels  appear  to  be  increas- 
ing progressively. 


ANSWER  TO 

WHAT’S  YOUR  DIAGNOSIS? 

67-year-old  white  male 

The  patient  developed  severe  chest  pain 
and  sudden  dyspnea  on  the  night  of  ad- 
mission. Electrocardiogram  showed  an 
old  anterior  myocardial  infarct  with  evi- 
dence of  fresh  myocardial  damage. 

DIAGNOSIS:  Acute  pulmonary  edema 
associated  with  an  acute  myocardial  in- 
farction. 

X-RAY  FEATURES:  There  is  a dif- 
fuse type  of  infiltrate  characteristic  of 
edema  principally  in  the  medial  portions 
of  both  lungs.  The  lack  of  appreciable 
cardiac  enlargement  is  fairly  typical  of 
the  situation  in  an  acute  infarction  with 
acute  left  heart  failure,  resulting  in  the 
edema. 


CORRECTION 

An  item  in  the  July  issue  of  the  Journal 
announcing  that  Dr.  John  F.  Guenthner 
of  Mountain  Home  had  been  accepted  for 
membership  in  the  Society  stated  that  he 
was  graduated  from  the  Kansas  City  Col- 
lege of  Medicine  and  Surgery  in  1924.  Dr. 
Guenthner  attended  the  Kansas  City  Col- 
lege of  Medicine  from  November  of  1924 
until  August  1926.  He  attended  the  Amer- 
ican Medical  University  from  August  1926 
to  June  1928  and  received  his  M.D.  degree 
from  that  University. 
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Psychopharmacology  and  Psychiatry* 
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I am  pleased  and  honored  to  be  here 
and  to  participate  in  your  Annual  Insti- 
tute in  Psychiatry  and  Neurology.  The 
topic  I have  chosen  to  consider  with  you 
is  the  impact  of  the  relatively  new  field 
of  psychopharmacology  on  psychiatry, 
with  particular  emphasis  on  the  clinical 
and  public  health  aspects  of  this  impact. 

Concurrent  with  the  advent  of  phar- 
macotherapy there  have  been  extremely 
significant  changes  in  the  patterns  of  care 
of  the  mentally  ill.  One  phenomenon 
which  has  been  influenced  by  the  psycho- 
pharmacologic  drugs  has  been  the  drop  in 
resident  mental  hospital  populations.  For 
the  past  5 years,  reversing  a trend  of 
almost  a century’s  duration,  these  popu- 
lations have  continued  to  decline.  Be- 
tween 1955  and  1960,  resident  patients 
decreased  from  558,922  to  535,269,  a drop 
of  28,653  or  4.2  percent.  This  amounts 
to  an  average  annual  decrease  of  0.8  per- 
cent. However,  if  we  take  the  resident 
population  that  had  been  projected  for 
1960  on  the  basis  of  data  for  the  period 
from  1945  to  1955,  we  find  that  the  ac- 
tual population  was  86,901  less  than  the 
projected  figure  of  622,170 — or  a drop  of 
14  percent.  And  this  drop  occurred  de- 
spite the  increases  in  the  total  number 
of  admissions  to  mental  hospitals  during 
the  same  period. 

The  new  drugs  have  played  a signifi- 
cant role  in  the  profound  changes  in  the 
structure  and  administration  of  the 
mental  hospital  itself,  as  well  as  in  the 
wider  utilization  of  new  types  of  com- 
munity treatment.  The  pervasive  in- 
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fluence  of  drugs  in  the  hospital  environ- 
ment is  highlighted  by  a study  of  the 
release  rates  among  patients  admitted  to 
Saint  Elizabeths  Hospital  during  the 
period  from  January  1,  1953  through  Au- 
gust 31,  1956.  Patients  hospitalized  dur- 
ing 1955-1956,  whether  or  not  they  were 
treated  with  chlorpromazine  or  reserpine, 
the  two  drugs  being  used  at  that  time, 
were  more  likely  to  be  released  to  the 
community  than  patients  hospitalized  be- 
fore the  use  of  drugs  in  1953.  During 
the  years  studied,  there  were  no  changes 
in  diagnostic  categories,  symptomatology, 
or  previous  social  histories  of  patients 
entering  the  hospital. 

The  investigator  who  carried  out  this 
study  theorized  that  the  increasingly  op- 
timistic expectation  of  staff  that  pa- 
tients would  recover — perhaps  because  of 
the  successful  treatment  of  chronic  pa- 
tients— increased  the  probability  that  all 
patients,  whether  or  not  treated  with 
drugs,  would  recover.  The  most  striking 
increases  in  release  rates,  incidentally, 
were  among  unmarried  working-class  pa- 
tients, the  group  which  previously  con- 
stituted the  bulk  of  chronic  patients. 

Perhaps  even  more  important,  fol- 
low-up studies  of  released  patients  have 
shown  that  psychoactive  drugs  can  be 
used  successfully  in  preventing  the  re- 
hospitalization of  chronic  schizophrenics 
and  in  making  it  possible  for  them  to 
live  at  home  and  to  hold  regular  jobs. 
The  prolonged  treatment  procedure  is 
safe  in  most  cases,  given  adequate  safe- 
guards, chief  among  which  is  proper 
skilled  medical  supervision.  The  drugs 
used  do  not  appear  to  bring  about  ad- 
verse side  effects  nor  to  impede  the  pa- 
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tient  at  his  work  or  in  learning  new 
tasks. 

One  pilot  study  was  conducted  last 
year  by  the  Research  Unit  of  the  Man- 
hattan Aftercare  Clinic  in  New  York.  A 
special  Day  Hospital  facility  was  set  up 
for  the  treatment  of  patients  who,  after 
release  from  mental  hospitals,  suffered  a 
recurrence  of  severe  psychotic  symptoms. 
During  the  year,  26  patients  (21  women 
and  5 men)  who  suffered  such  relapses 
were  given  intensive  drug  therapy  at  the 
Day  Hospital  under  the  supervision  of 
psychiatrists,  social  workers,  and  nurses. 
The  required  drug  dosage  was  adjusted 
daily.  The  patients  were  given  occupa- 
tional therapy.  When  family  problems 
were  involved,  the  social  worker  counseled 
and  helped.  In  all  26  cases,  the  psychotic 
symptoms  were  brought  under  control 
within  6 weeks  or  less,  and  the  patients 
were  able  to  return  to  their  duties.  Ab- 
sence for  such  a limited  period  did  not 
result  in  job  loss. 

The  most  remarkable  finding  in  this 
study  thus  far  has  been  the  rapid  achieve- 
ment of  remission  in  the  Day  Hospital 
patients,  who  return  to  their  jobs  far 
sooner  than  did  patients  who  were  re- 
hospitalized. Treatment  in  the  Day  Hos- 
pital also  seemed  to  promote  better  com- 
munity adjustment,  and  these  patients  ap- 
peared to  have  learned  that  they  could 
discuss  recurrence  of  symptoms  without 
fear  of  being  rehospitalized. 

In  another  study,  a 4-year  follow-up  of 
330  patients  who  were  given  courses  of 
drug  treatment  after  discharge  from  the 
Delaware  State  Hospital,  showed  that 
only  14  percent  of  such  patients  suffered 
relapses  which  required  rehospitalization ; 
47  percent  of  those  not  kept  on  treat- 
ment had  to  return  to  the  hospital. 

Since  psychological  and  social  factors 
enter  into  the  shifting  mental  status  of 
a patient  under  drug  treatment,  several 
studies  have  been  designed  to  separate 
out  the  effect  brought  about  solely  by 
medication.  Such  a study  was  conducted 
at  the  psychopharmacological  research 
unit  of  the  Downstate  Medical  Center, 
State  University  of  New  York.  Medica- 
tion was  given,  along  with  brief  psycho- 
therapeutic interviews,  to  173  schizo- 
phrenic out-patients  in  the  form  of 
capsules  containing  either  placebo,  prom- 


azine hydrochloride,  or  chlorpromazine 
hydrochloride.  During  the  course  of 
treatment  29  patients  (16.8  percent) 
were  hospitalized  for  mental  illness.  An 
analysis  of  the  research  record  showed 
that  28.6  percent  of  the  placebo  patients 
were  hospitalized,  while  18.2  percent  and 
4.8  percent  of  the  promazine  and  chlor- 
promizine  groups,  respectively,  were  hos- 
pitalized. The  number  of  patients  show- 
ing clinical  improvement  at  6 months  was 
much  higher  in  the  drug  groups  than 
among  patients  on  placebo.  The  amount 
of  social  dysfunctioning  as  reported  by 
relatives  was  greater  in  the  placebo 
group.  The  relatives  stated  that  they 
found  it  easier  to  live  with  the  patients 
who  were  on  drug  therapy. 

Another  study  conducted  at  the  out- 
patient department  of  the  Springfield 
State  Hospital,  Sykesville,  Maryland,  also 
points  up  the  importance  of  continued 
drug  treatment  in  the  care  of  previously 
hospitalized  mental  patients.  This  proj- 
ect, begun  in  1958,  investigated  the  im- 
portance of  continuing  chronic  psychotic 
patients  on  medication  after  their  release 
from  the  hospital.  All  patients  in  the 
study  were  first  stabilized  on  one  of  six 
drugs  and  then  randomly  assigned  either 
to  a control  group  which  was  continued 
on  active  medication,  or  to  an  experi- 
mental group  which  was  gradually  trans- 
ferred from  drug  to  placebo  under  double- 
blind conditions.  During  the  preliminary 
phase  of  the  study,  and  at  intervals  there- 
after, patients  were  evaluated  by  psycho- 
logical tests,  and  their  families  or  the  people 
with  whom  they  were  living  were  inter- 
viewed by  the  social  workers.  Relapse  oc- 
curred significantly  more  frequently  during 
the  withdi'awal  or  placebo  period,  the  re- 
lapse rate  being  approximately  three  times 
as  high  during  the  placebo  period  as  during 
the  period  on  medication.  Patients  who  re- 
lapsed while  on  placebo  were  removed 
from  the  study  and  placed  on  medication ; 
three-fourths  of  these  patients  did  not 
require  rehospitalization  but  were  able  to 
regain  stability  after  medication  was  re- 
sumed. 

These  studies  emphasize  the  impor- 
tance of  establishing  sufficient  commu- 
nity-based aftercare  clinics  where  dis- 
charged patients  or  those  acute  or  chronic 
psychotic  patients  being  treated  on  an 


224 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Robert  H.  Felix,  M.D. 


outpatient  basis  can  be  kept  on  a medi- 
cally supervised  regimen  of  drug  therapy. 
The  studies  also  indicate  the  wisdom  of 
providing  drugs  for  indigent  patients.  A 
few  states  are  now  doing  this,  but  in  the 
majority  of  states,  indigent  patients  are 
unable  to  procure  the  drugs  needed  to 
keep  them  out  of  the  hospital,  and  exist- 
ing social  agencies  are  not  financially 
equipped  to  help  them.  I might  mention 
at  this  point  that  clinical  evidence  to  date 
does  not  lend  support  to  the  concern  about 
possible  deleterious  effects  of  long-term 
drug  use.  The  National  Institute  of  Men- 
tal Health  is  currently  supporting  a 5-year 
follow-up  study  at  the  Manhattan  After- 
care Clinic,  designed  to  measure  any  such 
effects  in  patients  under  drug  therapy. 

Another  study,  being  conducted  at  the 
Massachusetts  Mental  Health  Center  in 
Boston,  is  providing  further  evidence  of 
the  effectiveness  of  drug  treatment  in 
creating  clinical  improvement  in  chronic 
schizophrenics.  This  study  was  initiated 
to  determine  how  much  of  drug  effec- 
tiveness is  due  to  the  drug  per  se  and 
how  much  to  other  causes ; and  whether 
there  are  significant  social  and  environ- 
mental differences  between  hospitals 
which  may  account  for  the  differences 
between  drug  effects  in  one  setting  and 
another. 

Of  sixty  chronic  schizophrenics  trans- 
ferred from  a State  hospital  to  an  intensive 
treatment  center  (the  Massachusetts  Men- 
tal Health  Center),  33  received  drugs  in 
addition  to  other  therapy  and  27  were 
treated  identically,  except  they  were  not 
given  drugs.  Comparison  groups  were  com- 
posed of  55  patients  remaining  at  the  State 
hospital,  of  whom  25  were  assigned  to  drug 
treatment  and  20  were  not.  In  neither  set- 
ting were  the  patients  assigned  to  “research 
wards.”  The  criteria  on  which  patients  in 
the  four  groups  were  compared  were  clini- 
cal improvement  and  discharge  rate.  Find- 
ings showed  only  slight  differences  between 
the  State  hospital  groups  and  the  inten- 
sive treatment  center  groups  after  6 
months.  At  18  months,  however,  the  re- 
lease rate  was  higher  for  the  intensive 
treatment  center  groups,  suggesting  the 
possibility  of  a beneficial  carry-over  of 
mileu  effects  in  patients  who  had  orig- 
inally been  transferred  to  the  Massachu- 
setts Mental  Health  Center. 
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At  least  two  factors  are  cited  as  pos- 
sible reasons  for  the  higher  rate  of  re- 
lease to  the  community  from  the  inten- 
sive treatment  center.  First,  the  State 
hospital  criteria  for  discharges  are  much 
more  stringent.  And  second,  the  Mas- 
sachusetts Mental  Health  Center  staff 
carried  on  intensive  social  service  work 
with  families  of  patients,  so  that  in  many 
more  instances  a family  or  transitional 
facility  was  available  to  which  the  pa- 
tient could  be  released. 

Another  whole  group  of  extremely  im- 
portant studies  have  been  or  are  being 
devoted  to  an  investigation  of  the  com- 
parative efficacy  of  different  drugs. 
Many  of  these  are  familiar  to  you,  since 
they  are  your  own  Veterans  Administra- 
tion research  projects.  The  National  In- 
stitute of  Mental  Health  has  also  sup- 
ported two  comparative  studies  of  the 
phenothiazines — one  with  acute  schizo- 
phrenic patients  at  the  Spring  Grove 
State  Hospital  in  Maryland,  and  the 
other  with  chronic  schizophrenic  patients 
at  the  Napa  State  Hospital  in  California. 
Both  of  these  closely  parallel  the  Vet- 
erans Administration  Study  No.  3 with 
acute  patients.  Reports  from  all  three 
studies  are  to  the  effect  that  chlorpro- 
mazine  (thorazine-SKF) , triflupromazine 
(Vesprin  - Squibb),  prochlorperazine 
(Compazine  - SKF),  and  perphenazine 
(Trilafon-Schering)  are  of  a similar 
order  of  efficacy.  All  are  repoi’ted 
to  be  superior  in  creating  clinical  im- 
provement to  placebo,  phenobarbital,  or 
mepazine — mepazine  (Pacatal  - Warner 
Chilcott)  appearing  to  be  little  different 
from  placebo  in  its  ability  to  alter  psy- 
chotic symptoms. 

Many  investigators  have  suggested  that 
to  be  effective  in  the  treatment  of  psy- 
chotic symptoms,  a phenothiazine  must 
produce  unpleasant  neurological  side  ef- 
fects. Systematic  study  of  the  relation- 
ship between  the  production  of  neurologi- 
cal side  effects  and  clinical  potency  will 
have  both  specific  practical  implications 
for  the  use  of  existing  drugs  and  for  the 
development  of  newer  and  more  effec- 
tive phenothiazines.  For  this  reason,  the 
National  Institute  of  Mental  Health, 
through  its  Psychopharmacology  Service 
Center,  has  developed  a 9-hospital  co- 
operative study  of  the  effectiveness  of 
three  phenothiazine  derivatives — thiori- 

225 


Psychopharmacology  and  Psychiatry 


dazine  (Mellaril  - Sandoz),  Chlorpro- 
mazine,  and  fluphenazine  (Permitil  - 
White;  Prolixin  - Squibb) — in  the  treat- 
ment of  acute  schizophrenic  patients. 
Thioridazine  and  fluphenazine  are  rela- 
tively new  phenothiazines.  It  is  reported 
that  of  all  the  phenothiazines  now  in 
general  clinical  use,  thioridazine  is  the 
least  likely  to  produce  neurological  side 
effects  and  fluphenazine  is  probably  the 
most  likely  to  do  so.  It  is  important  to 
determine  whether  either  drug  possesses 
clinical  superiority  over,  or  qualitative 
differences  from,  chlorpromazine.  The 
study  now  under  way  will,  in  addition, 
provide  valuable  information  concerning 
the  differential  responsiveness  of  male 
and  female  patients  to  the  three  drugs. 

Since  the  9 hospitals  have  been  selected 
to  represent  a broad  spectrum  of  clinical 
treatment  milieus,  ranging  from  private 
hospitals  and  university  psychiatric  pa- 
vilions to  psychiatric  wards  in  city  hos- 
pitals and  the  admission  services  in 
state  hospitals,  the  study  will  cast  some 
light  on  the  relative  effectiveness  of  drug 
treatments  in  different  hospital  environ- 
ments and  will  provide  the  first  syste- 
matic data  relevant  to  the  long-standing 
question : “Are  drugs  more  effective  in 
public  mental  hospitals  than  they  are  in 
university  psychiatric  pavilions?”  If  the 
answer  should  be  in  the  affirmative,  an 
investigation  of  the  causes  would  give  us 
valuable  information  for  the  better  man- 
agement of  psychiatric  patients  in  a va- 
riety of  settings.  The  broad  range  of  psy- 
chiatric hospitals  involved  will  also  in- 
sure that  the  final  results  will  be  more 
representative  of  the  true  effectiveness 
of  these  drugs  than  would  results  ob- 
tained from  studies  in  a single  hospital 
or  in  a more  homogeneous  group  of  hos- 
pitals. 

Each  of  the  9 hospitals  will  study  40 
patients  (10  in  each  of  4 treatment 
groups).  Newly  admitted  schizophrenic 
patients  aged  16  to  40  will  be  selected 
for  the  study  if  they  present  two  or  more 
of  the  following  types  of  symptoms  or 
behavior:  thinking  and  speech  disturb- 
ances, catatonic  motor  behavior,  paranoid 
ideation,  hallucinations,  delusional  think- 
ing, disturbed  affect  and  emotion,  and 
disturbances  of  social  behavior  and  inter- 
personal relations.  The  patients  will  be 
on  the  prescribed  research  regimen  for  6 


weeks.  A double-blind  procedure  will  be 
used  throughout.  Improvement  during 
the  hospitalization  phase  will  be  assessed 
by  the  Lorr  Inpatient  Multidimensional 
Psychiatric  Scale,  the  Burdock  Ward  Be- 
havior Rating  Scale,  the  Clyde  Mood 
Scale,  and  clinical  judgments.  In  addi- 
tion to  the  primary  aim  of  evaluating 
the  efficacy  of  the  drugs,  the  study  will 
also  allow  for  the  follow-up  of  a large 
cohort  of  schizophrenic  patients  for  at 
least  2 years.  At  6-month  intervals,  as- 
sessments will  be  made  of  the  patients’ 
discharge  status,  psychopathology,  social 
performance  and  adjustment,  and  treat- 
ment program.  Social  workers  will  inter- 
view family  members  for  their  percep- 
tions of  the  patients’  progress,  home  con- 
ditions, and  attitudes  toward  treatment. 

The  results  of  this  multi-hospital  study 
will  complement  the  results  obtained 
from  the  concurrent  cooperative  study — 
Study  No.  6 — now  being  carried  out  by 
the  Veterans  Administration,  this  study 
is  evaluating  thioridazine  and  fluphena- 
zine in  male  schizophrenic  patients  newly 
admitted  to  V.A.  hospitals.  Since  the 
population  studied  by  the  Veterans  Ad- 
ministration is  likely  to  be  somewhat  less 
acutely  ill  than  the  population  in  the  9- 
hospital  study,  it  will  be  important  to  see 
whether  the  results  obtained  in  the  two 
studies  are  or  are  not  the  same.  Since 
both  cooperative  studies  will  utilize  a 
common  clinical  rating  instrument — the 
Lorr  Scale — it  will  be  possible  to  deter- 
mine whether  Veterans  Administration 
patients  differ  significantly  in  type  or  se- 
verity of  psychiatric  symptomatology 
from  patients  newly  admitted  to  state  or 
private  mental  hospitals. 

From  the  scientific  point  of  view,  there 
are  two  major  reasons  for  collaborative 
studies  of  psychiatric  drug  therapy.  First, 
such  studies  allow  one  to  increase  the 
generalizability  of  findings.  If  the  only 
question  being  asked  is  whether  drug  X 
is  better  than  placebo,  then  the  answer 
can  often  be  obtained  with  groups  of  20 
to  40  patients.  However,  much  larger 
groups  of  patients  are  necessary  if  one 
wishes  to  make  refined  discriminations 
between  compounds  which  are  closely  re- 
lated chemically  and  pharmacologically, 
such  as  the  phenothiazines ; or  if  one 
wishes  to  increase  knowledge  of  predic- 
tors of  drug  response  or  to  define  the  spe- 
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cific  types  of  patients  for  whom  a parti- 
cular drug  is  best  suited.  Multi-hospital 
studies  allow  for  comparisons  among  in- 
stitutions. In  the  mental  health  field 
there  has  been  much  discussion  of  the 
possible  differences  in  the  effectiveness  of 
drugs  given  in  varying  hospital  and 
clinical  settings.  A multi-hospital  study 
provides  both  the  number  of  hospitals  and 
the  number  of  patients  needed  to  clarify 
these  complex  drug-environment  interac- 
tions. 

Other  attempts  to  identify  and  to  con- 
ti'ol  or  assess  environmental  variables 
thought  to  affect  response  to  drugs  are 
represented  in  studies  conducted  by  the 
Clinical  Neuropharmacology  Research 
Center.  This  is  a joint  research  facility 
of  the  National  Institute  of  Mental 
Health  and  Saint  Elizabeths  Hospital ; it 
is  located  at  Saint  Elizabeths  and  is 
dedicated  to  the  study  of  the  action  and 
mode  of  action  of  drugs  on  mental  func- 
tion. 

In  a preparatory  study  of  clinical  re- 
search methodology,  investigators  at  this 
Center  initiated  a comparative  evaluation 
of  two  phenothiazines  (trifluoperazine 
(Stelazine  - SKF)  and  prochlorperazine 
(Compazine  - SKF),  within  six  wards  of 
the  research  service.  Twenty  - four 
chronic  schizophrenic  patients  (12  men 
and  12  women)  were  subdivided  into  six 
groups  of  four,  and  were  cared  for  in 
special  day  rooms.  Each  group  of  four 
was  randomly  subdivided  into  two  groups 
of  two  patients  each;  one  subgroup  re- 
ceived trifluoperazine  and  one  prochlor- 
perazine. The  drugs  were  administered 
by  a double-blind  procedure.  On  each 
ward,  the  group  of  four  formed  the  nu- 
cleus of  a larger  group  of  ten  patients, 
the  six  additional  members  consisting  of 
chronic  schizophrenics  receiving  their 
customary  medication.  The  six  groups  re- 
ceived consistent  nursing  care  through- 
out the  study,  by  selected  day  and  eve- 
ning nursing  assistants,  a previously  de- 
fined nursing  and  activity  routine  being 
followed  in  each  case.  Prior  to  initiation 
of  the  project,  regular  meetings  of  person- 
nel were  utilized  to  acquaint  all  partici- 
pants with  details  of  procedures  and  use 
of  rating  scales.  Thirteen  different  rat- 
ing instruments  were  employed,  and,  ac- 
cording to  needs,  these  were  administered 


at  daily,  twice  weekly,  weekly,  monthly, 
and  three-monthly  intervals. 

In  this  design,  it  was  hoped  to  control 
variables  related  to  physical  milieu 
through  use  of  similar  day  rooms,  and  to 
control  the  effect  of  interpersonal  and  so- 
cial milieu  through  carefully  designed 
nursing  and  activity  procedures  carried 
out  by  consistently  assigned  and  similarly 
trained  nursing  personnel.  In  addition, 
the  study  was  designed  to  provide  a ve- 
hicle for  (1)  the  mobilization  and  culti- 
vation of  latent  research  skills  in  the 
nursing  staff,  (2)  the  evaluation  of  a va- 
riety of  rating  instruments  for  repeated 
assessment  of  patient  behavior,  and  (3) 
the  development  of  economical  ways  of 
collecting,  tabulating,  and  processing 
data.  It  was  felt  by  the  investigators  that 
each  of  these  objectives  of  the  design  was 
achieved. 

Eight  of  the  rating  scales  used  re- 
flected changes  in  patient  behavior  dur- 
ing the  course  of  the  investigation.  A 
scale  designed  to  assess  seclusiveness, 
which  was  completed  daily  for  each  pa- 
tient, showed  significant  improvement 
for  all  patients,  though  the  degree  of  im- 
provement was  not  statistically  signifi- 
cant for  either  drug  group  taken  singly. 
Another  daily  scale,  designed  to  evaluate 
purposefulness  and  appropriateness  of  ac- 
tivity, reflected  improvement  in  both 
drug  groups,  though  this  reached  the  level 
of  statistical  significance  only  in  the 
prochlorperazine-treated  patients.  Inter- 
estingly, the  degree  of  improvement  in 
men  was  significantly  greater  than  that 
in  women,  though  in  the  context  of  the 
present  study  this  difference  cannot  be 
attributed  entirely  to  the  difference  in 
sex  of  the  patients.  Other  rating  instru- 
ments revealed  trends  toward  lessened 
underactivity,  increased  cooperativeness, 
enhanced  social  appropriateness,  and 
more  effective  participation  in  structured 
social  and  recreational  activities  for  both 
drug  groups.  The  objectives  of  the  study 
did  not  include  an  attempt  to  differenti- 
ate drug  effects  from  those  due  to  the 
planned  nursing  and  activity  program; 
however,  suggestive  evidence  on  this 
point  appeared  between  the  32nd  and  the 
36th  week  of  the  project  when  placebo 
was  substituted  for  active  medication  for 
all  patients  and  a reversal  in  most  of  the 
above  improvement  trends  occurred. 
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In  another  study  conducted  by  this  Re- 
search Center,  an  effort  was  made  spe- 
cifically to  investigate  the  interaction  of 
drug  treatment  and  non-pharmacological 
therapies.  One  hundred  twenty-six  schiz- 
ophrenic patients  (63  male  and  63 
female),  selected  for  the  chronicity  and 
the  severity  of  their  symptoms,  were  ran- 
domly assigned  to  one  of  three  sub- 
stances (trifluoperazine,  prochlorperazine 
and  placebo)  and  to  two  distinct  patterns 
of  non-pharmacological  ward  treatment 
(routine  nursing  care  vs.  a program  of 
intensive  social  and  interpersonally-ori- 
ented  nursing  therapy).  A double-blind 
procedure  was  used  for  drugs.  Thus, 
through  a two  by  three  factorial  design, 
it  was  possible  to  evaluate  the  effects  of 
each  kind  of  drug  treatment  and  each 
program  of  non-drug  therapy  independ- 
ently and  in  conjunction. 

Compared  with  the  placebo,  both  drugs 
were  found  effective  in  the  doses  given, 
the  effect  being  achieved  in  3 to  5 weeks. 
The  program  of  intensive  ward  treatment 
alone  (in  contrast  to  routine  care)  led  to 
a significant  improvement  in  male  pa- 
tients, though  among  female  patients  a 
trend  in  the  same  direction  failed  to  at- 
tain statistical  significance;  this  effect 
in  male  patients  was  comparable  in  de- 
gree to  that  achieved  with  drugs  alone. 
Among  female  patients,  the  moderate  im- 
provement due  to  prochlorperazine  ap- 
peared to  be  enhanced  by  the  intensive 
ward  program,  but  this  was  not  the  case 
for  women  receiving  trifluoperazine. 

Because  of  the  necessarily  complicated 
context  of  this  study,  the  investigators  do 
not  feel  that  the  differences  in  response 
between  male  and  female  patients  can  be 
attributed  exclusively  to  differences  in 
sex. 

The  investigators  do  conclude,  however, 
that  the  sensitivity  of  symptoms  of 
chronic  schizophrenic  patients  to  non- 
pharmacological  milieu  variables  requires 
that  due  allowance  be  made  for  them  in 
assessing  the  role  and  effects  of  drugs  in 
a treatment  program. 

There  is  one  other  incidental  yield 
which  these  two  studies  have  clearly  de- 
monstrated. By  being  planned  to  proceed 
simultaneously  in  a number  of  wards  in 
the  hospital  rather  than  in  a single  re- 
search ward ; by  centering  group  nurs- 


ing techniques  and  the  systematic  train- 
ing of  attendants  and  nurses  in  such 
techniques ; and  by  emphasizing  clinical 
observation  and  the  careful  use  of  agreed 
terms,  a drug  trial  can  become  a powerful 
instrument  in  changing  the  therapeutic 
climate  of  a ward,  and  mobilizing  latent 
therapeutic  skills  in  personnel,  at  the  at- 
tendant, nurse  and  physician  level.  This 
effect  outlasts  the  termination  of  a formal 
study;  and  sets  the  stage  for  more  dis- 
crete studies  which  it  would  have  been 
impossible  to  carry  out  in  the  original 
setting. 

Although  most  of  the  clinical  studies 
to  date  have  concentrated  on  the  pheno- 
thiazines,  there  has  been  considerable  in- 
terest during  the  past  three  years  in  sev- 
eral new  and  apparently  potent  drugs  for 
the  treatment  of  depression.  Included 
among  these  antidepressants  are  several 
monamine-oxidase  inhibitors.  Iproniazid, 
the  first  of  these,  is  presently  being  most 
extensively  studied,  although  its  side  ef- 
fects have  recently  caused  it  to  be  with- 
drawn from  the  market.  An  understand- 
ing of  its  mode  and  site  of  action  is  im- 
portant to  the  development  of  safer  and 
more  effective  substances.  Imipramine, 
the  other  major  antidepressant  is  struc- 
turally related  to  the  phenothiazines. 

There  are  now  a series  of  reports  in 
the  literature  on  controlled  studies  using 
iproniazid  and  imipramine.  The  evidence 
to  date  supports  the  hypothesis  that  imi- 
pramine is  more  potent  than  placebo  in 
the  treatment  of  depressions  in  general, 
especially  the  more  severe  psychotic  or 
endogenous  depressions.  There  is  no  evi- 
dence, however,  that  imipramine  is  more 
effective  than  electroconvulsive  therapy. 
The  results  with  iproniazid  are  less  clear. 
Most  studies  find  it  more  effective  than 
placebo,  but  probably  less  effective  than 
imipramine.  Iproniazid  appears  to  have 
some  advantages  in  the  treatment  of 
neurotic  or  reactive  depressions.  On  the 
whole,  the  evidence  shows  the  antidepres- 
sants to  be  interesting  and  probably  use- 
ful therapeutic  agents,  although  they  do 
not  appear  to  be  able  to  replace  electro- 
convulsive therapy. 

The  evidence  with  regard  to  the  milder 
tranquilizers  like  meprobamate  is  even 
more  shaky.  There  is  some  suspicion  that 
the  attitude  of  the  therapist  profoundly 
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influences  the  effects  of  such  drugs.  A 
study  is  currently  being  conducted  in  the 
outpatient  departments  of  the  University 
of  Pennsylvania  and  the  Johns  Hopkins 
Hospital  to  investigate  this  factor.  There 
is  some  evidence,  nevertheless,  that  me- 
probamate affects  mood  more  in  anxious 
people  than  in  those  who  are  not  anxious. 
One  study  showed  that  a meprobamate 
pill  affected  office  workers  who  often 
turned  up  for  sick  call  with  neurotic  com- 
plaints diffei’ently  than  did  a placebo.  Of- 
fice workers  who  did  not  turn  up  for  sick 
call  reacted  to  the  meprobamate  pill  and 
to  the  placebo  in  the  same  manner. 

Another  area  in  which  the  value  of 
drugs  appears  to  be  equivocal  is  in  the 
treatment  of  disturbed  children.  Reports 
from  recent  studies  have  raised  questions 
regarding  the  effectiveness  of  the  use  of 
tranquilizing  drugs,  successful  with 
adults,  in  treating  children  with  behav- 
ioral problems.  Treatment  with  mepro- 
bamate and  prochlorperazine  have  been 
observed  to  provide  no  evidence  for  the 
superiority  of  either  drug  over  placebo. 
Recent  studies  were  conducted  at  the 
Johns  Hopkins  University  to  determine 
the  effectiveness  of  psychotherapy  alone, 
and  in  conjunction  with  perphenazine  or 
placebo  in  the  treatment  of  neurotic  or 
hyperkinetic  children.  Whether  on  per- 
phenazine or  placebo,  two-thirds  of  the 
neurotic  group,  and  one-third  of  the  hy- 
perkinetic group  demonstrated  significant 
improvement.  The  findings  suggest  that 
the  diagnostic  differentiation  between 
neurotic  and  hyperkinetic  is  important  in 
predicting  outcome  of  patients  receiving 
brief  outpatient  treatment.  Investigators 
concluded  that  the  prompt  and  usually 
satisfactory  response  of  neurotic  children 
to  brief  psychotherapy  left  little  room  for 
any  but  the  most  remarkable  drug  to 
demonstrate  its  effects.  More  effective 
pharmacologic  agents  must  be  sought  for 
use  with  hyperkinetic  children  who  do  not 
respond  so  well  to  psychotherapy. 
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One  of  the  key  problem  areas  in  the 
whole  field  of  psychopharmacology  is  the 
lack  of  sufficient  early  clinical  investiga- 
tions of  new  psychiatric  drugs.  Work  now 
in  progress  still  falls  far  short  of  the  need 
to  screen  promising  new  compounds  in 
order  to  develop  more  and  better  thera- 
peutic drugs.  Animal  drug-screening 
techniques  can  still  provide  only  very  ten- 
tative information  about  a drug’s  thera- 
peutic possibilities.  Most  recent  discov- 
eries of  new  types  of  psychiatric  drugs 
have  been  made  by  clinicians  on  the  basis 
of  studies  carried  out  in  patients.  Al- 
though the  safety  of  new  drugs  and  their 
ability  to  affect  behavior  or  central  nerv- 
ous system  activity  may  have  been  es- 
tablished in  experimental  animals,  their 
special  therapeutic  properties  have  been 
first  suggested  by  their  effects  in  pa- 
tients. An  expansion  in  early  clinical 
drug  evaluation  is  now  going  on.  This 
should  help  facilitate  the  discovery  of  new 
and  important  drugs,  and  make  it  pos- 
sible for  promising  new  drugs  to  receive 
a thorough  clinical  evaluation  at  an  early 
stage  of  their  development. 

The  total  picture  in  psychopharmacol- 
ogy is,  indeed,  most  hopeful.  The  ad- 
vances made  thus  far  have  given  the  en- 
tire field  of  psychiatry  a tremendous 
push  forward.  I am  confident  that  we 
will  be  able  to  make  equally  great  prog- 
ress as  we  move  ahead  with  our  drug  re- 
search efforts.  There  is  another  frontier, 
however,  that  we  must  begin  to  explore 
in  depth  very  shortly.  That  is  the  need 
to  create  and  to  develop  a whole  new  com- 
plex of  community-based  psychiatric  fa- 
cilities and  treatment  resources  which 
will  permit  us  to  consolidate  the  progress 
brought  about  by  psychopharmacology. 
But  that  is  another  subject — and  a sub- 
ject to  which  I am  so  devoted,  that  I will 
stop  now,  before  I find  myself  in  the 
middle  of  another  paper. 


The  Phobic  Syndrome  — Its  Nature 

And  Treatment* 

William  B.  Terhune,  M.D.** 


A phobia  is  a strong  unreasonable  fear 
of  specific  situations  inhibiting  a person 
from  entering  or  remaining  in  them.  The 
term  situation  in  this  context  signifies  a 
place,  an  activity,  or  proximity  to  a par- 
ticular object.  Despite  the  number  and 
variety  of  phobias,  the  phobic  syndrome 
is  definite  and  specific.  It  is  readily  de- 
scribed and  diagnosed.  Once  phobic  reac- 
tions occur,  they  are  likely  to  become  pro- 
gressively worse  unless  treated.  Because 
of  his  fear,  the  phobist  circumscribes  his 
life  to  avoid  the  possibility  of  finding  him- 
self in  a dreaded  situation.  Although  he 
consciously  ascribes  his  anxiety  to  cer- 
tain situations,  actually  his  fear  is  re- 
lated to  earlier  life  experiences  and  is  the 
result  of  fundamental  psychological  mech- 
anisms. The  specific  fears  become  con- 
ditioned emotional  reactions.  Thus,  a 
phobia  is  one  of  the  purest  forms  of  the 
psychoneuroses. 

The  phobic  is  afraid  of  fainting,  creat- 
ing a scene,  “going  crazy,”  as  he  puts  it, 
dying,  or  finding  himself  in  a situation 
from  which  he  cannot  quickly  escape. 
Phobics  may  experience  fear  in  open 
places,  closed  places,  high  places ; more 
usually  in  stores,  restaurants,  churches, 
theaters,  trains,  beauty  parlors,  barber 
shops,  automobiles,  and  any  place  where 
they  are  alone.  Often  the  phobic  situation 
is  even  more  specific.  For  example,  a 
woman  phobic  refused  to  leave  her  house 
for  fear  that  she  might  bump  into  a 
pregnant  woman  on  the  street  and  by  do- 
ing so  injure  her.  Another  was  afraid  of 
entering  a drug  store  and  of  being  near 
a physician’s  bag.  Her  explanation  for 
these  fears  was  that  she  might  pick  up  a 
bottle  of  medicine  or  a surgical  instru- 
ment that  might  injure  her  or  someone 
else. 

In  addition  to  fear  of  places,  the  pho- 
bic situation  may  be  proximity  to  vari- 
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ous  animals,  to  feces  or  dirt,  to  the  idea 
of  specific  diseases — but  actually,  these 
are  rare. 

More  than  a hundred  specific  phobias, 
named  for  the  situation  feared,  are  enum- 
erated in  the  literature.  Examples  are 
agoraphobia,  syphilophobia,  copraphobia, 
topophobia.  The  number  of  situations 
which  arouse,  or  might  arouse  phobic  re- 
actions could  run  into  the  thousands.  To 
give  each  one  a separate  diagnostic  name, 
usually  taken  from  the  Greek,  serves  no 
useful  purpose.  In  current  literature  there 
is  scant  mention  of  these  special  phobias; 
instead,  the  focus  is  on  the  underlying 
cause  and  the  clinical  picture. 

The  symptoms  of  the  phobic  syndrome 
are  influenced  by  the  current  culture,  but 
except  for  such  minor  modifications,  they 
remain  fixed.  An  obvious  modification  is 
that  today  most  phobics  will  not  travel 
in  airplanes,  a symptom  not  encountered 
thirty  years  ago. 

The  phobic  syndrome  occurs  in  individ- 
uals with  typical  fundamental  types  of 
personality,  who  have  been  reared  in  over- 
protective,  dependent  environments. 

These  individuals  feel  that  much  is  ex- 
pected of  them  and  are  afraid  that  they 
will  not  be  able  to  meet  their  own  and 
other  people’s  expectations.  Thus,  when 
they  have  to  face  life,  meet  a crisis,  they 
are  overwhelmed  by  fear,  which  results 
in  panic.  Phobics  are  intelligent,  sensi- 
tive, perceptive,  and  charming  people  who 
are  fundamentally  apprehensive  and  have 
been  taught  to  meet  fear  by  escape  rather 
than  by  challenge.  They  have  not  learned 
that  panics  only  occur  in*  people  who  con- 
sider fear  significant.  They  do  not  know 
that  fear  is  ^significant.  Most  of  them 
come  from  small  families,  and  have  never 
needed  to  face  any  competition.  They 
have  no  concept  of  how  to  deal  with  com- 
petition and  frustration.  With  this  funda- 
mental personality  and  environmental 
background,  they  are  unable  to  deal  with 
unexpected,  trying  situations.  They  are 
sweet,  dear,  passive,  compliant,  dependent 
people  without  any  protective  cloak.  They 
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resist  deep  and  meaningful  relationships. 
Nevertheless,  they  are  potentially  remark- 
ably able  people,  as  shown  by  their  suc- 
cesses after  they  are  cured. 

The  following  summation  of  the  per- 
sonality traits  that  characterize  the  pho- 
bic is  based  on  observation  and  treat- 
ment of  the  phobic  syndrome  over  a 
period  of  some  thirty  years. 

The  majority  of  the  patients  were  in 
the  age  group  twenty  to  forty.  Seventy- 
five  percent  of  them  revealed  that  one  or 
both  parents  were  markedly  neurotic,  in 
some  instances  themselves  phobic.  Eighty- 
five  percent  were  married,  and  all  of 
them  had  less  than  the  average  number 
of  children,  frequently  only  one  child. 

The  men  were  executives  and  profes- 
sionals, and  the  women  homemakers.  As 
a group,  the  patients  had  excellent  and 
above-average  opportunities  in  education, 
travel,  and  cultural  development,  but  half 
of  them  failed  to  take  advantage  of  these 
opportunities.  They  lacked  the  self  disci- 
pline of  moderate  regimentation.  They 
were  not  particularly  satisfactory  marital 
partners  or  outstandingly  good  parents. 
Yet,  they  were  loved,  probably  because 
they  were  easy-going.  There  was  no  de- 
monstrable connection  between  sexual 
maladjustment  and  the  phobias.  With 
the  exception  that  most  of  them  did  not 
find  sex  essential  in  their  lives,  none  were 
found  to  be  fundamentally  homosexual. 
The  childhood  histories  showed  over-pro- 
tection and  an  atmosphere  of  appre- 
hension, in  which  escape  mechanisms 
were  naturally  fostered.  These  patients 
were  suggestible,  imaginative,  and  sensi- 
tive; they  were  intelligent  but  had  no 
strong  drives ; they  tended  to  run  away 
from  unpleasant  situations.  Finally,  they 
were  compliant  in  small  things  but  selfish 
in  important  matters;  they  were  affec- 
tionate in  a superficial  childlike  way,  hop- 
ing to  receive  affection,  attention,  and 
protection  in  return,  but  they  seemed  in- 
capable of  feeling  deep  unselfish  love. 

This  characteristic  clinical  picture  is  so 
consistent  that  I believe  the  phobic  reac- 
tion may  be  considered  a disease  entity, 
without  regard  to  the  specific  phobia  or 
phobias,  and  I find  that  it  is  best  treated 
as  a disease  entity. 

The  general  psychodynamics  of  the  pho- 


bic syndrome  are  simple,  as  is  illustrated 
by  this  example. 

A woman  standing  outside  of  the  Penn- 
sylvania Railroad  Station  in  New  York 
suddenly  felt  that  she  was  going  to  die  in 
the  midst  of  strangers.  She  fainted,  or  at 
least  wilted.  On  returning  to  conscious- 
ness she  was  confused  and  wondered  if 
she  had  had  a heart  attack  or  a stroke. 
The  policeman  to  whom  she  appealed  for 
help  took  her  to  a nearby  hotel  and  sent 
for  her  husband,  who  took  her  home. 
Thereafter,  for  years  this  woman  was  a 
phobic.  She  would  not  go  anywhere 
alone — would  not  ride  on  trains,  go  into 
stores,  theaters,  churches,  restaurants, 
automobiles,  walk  alone,  or  stay  alone.  She 
was  house-bound.  She  always  kept  brandy 
and  spirits  of  ammonia  available. 

Now  for  the  general  psychodynamics 
of  the  case.  She  had  been  reared  in  a 
small  southern  city  where  she  and  her 
family  were  important  and  socially  pi'om- 
inent.  She  loved  the  happy  life  of  such 
an  environment.  Her  husband  was  pro- 
moted to  the  presidency  of  his  company 
and  his  business  necessitated  living  in 
New  York.  She  hated  the  huge  city,  the 
impersonal  way  of  life,  an  environment 
in  which  she  felt  she  was  a nobody  after 
having  been  an  important  somebody  all 
her  life.  She  was  called  on  to  be  the  wife 
of  the  president,  to  do  for  others,  to  rise 
to  leadership,  and  she  did  not  know  how 
to  do  it.  Her  husband  met  important  and 
interesting  people,  wanted  her  to  go  all 
over  the  world  with  him  and  be  a com- 
pany wife.  Then,  in  front  of  the  Penn 
Station,  just  after  he  had  left  on  an  im- 
portant trip,  when  she  had  failed  him  and 
herself  by  not  accompanying  him,  in  the 
midst  of  strangers  she  had  her  first  and 
acute  phobic  reaction.  Had  she  been 
treated  within  seven  days,  she  probably 
would  never  have  developed  the  chronic 
syndrome.  Her  subconscious  automati- 
cally found  a perfect  excuse  for  not  min- 
gling with  people  in  her  new  environment 
and  meeting  the  new  and  valuable  chal- 
lenges. 

As  is  shown  in  this  case,  the  phobic 
reaction  is  always  a displacement  of  anxi- 
ety. Free-floating  anxieties  which  have 
been  building  up  are  displaced  by  specific 
anxiety  situations  and  become  fixed  as 
conditioned  emotional  reactions. 
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The  general  psychodynamics  of  the  pho- 
bic syndrome  can  be  summarized  in  a pro- 
file of  a phobic: 

1.  A constitutionally  apprehensive  per- 
son ; 

2.  A passive,  dependent,  delightful,  and 
mildly  cyclothymic  personality; 

3.  Reared  in  a protected  environment, 
never  taught  to  accept  danger  as  man’s 
greatest  thrill  and  opportunity; 

4.  Probably  has  one  or  more  phobic 
parents ; 

5.  Placed  under  emotional  strain  too 
great  for  his  psycho-physical  makeup, 
with  a consequent  rebellion  of  the  sympa- 
thetic nervous  system  leading  to  symp- 
toms of  panic,  chronic  escapes,  deception 
about  the  existence  of  some  of  these  symp- 
toms, and  conditioned  emotional  re- 
sponses ; 

6.  Chronic  phobic  invalidism; 

7.  Complete  loss  of  self-respect. 

In  addition  to  these  general  psychody- 
namics, which  are  very  important,  there 
are  deeper  and  individual  psychodynamics 
in  each  case. 

Three  types  of  phobic  syndrome  are  en- 
countered— 

1.  Incipient 

2.  Acute 

3.  Chronic 

The  incipient  is  often  unrecognized.  The 
acute  becomes  chronic  unless  treated  im- 
mediately, since  the  individual  finds  him- 
self in  more  and  more  situations  which 
call  forth  additional  phobic  reactions. 
This  emphasizes  the  importance  of  early 
detection  and  comprehensive  treatment. 

Children  with  certain  personality  at- 
tributes, and  also  children  who  have  had 
certain  traumatic  experiences,  are  fertile 
soil  for  phobic  reactions  when  they  be- 
come adults.  The  phobic-vulnerable  child 
is  particularly  superstitious  and  apprehen- 
sive, introverted,  and  dependent,  and  he 
grows  up  without  defenses  against  panic. 
These  are  “good”  children  who  are  likely 
to  be  solitary  and  tend  to  avoid  both  com- 
petition and  unusual  difficulties.  Some  of 
them  are  manifesting  incipient  phobic  re- 
actions which  usually  are  largely  unrec- 
ognized. 

The  acute  phobic  reactions  occur  in  the 
twenties  or  early  thirties,  when  unex- 
pected responsibilities  are  thrust  upon  an 
individual  who  has  a vulnerable  person- 


ality. To  such  a person,  the  initial  phobic 
reaction  is  a devastating  experience.  He 
actually  falls  to  pieces,  physically,  men- 
tally, and  spiritually.  He  is  depressed, 
confused,  is  unable  to  think  or  make  de- 
cisions of  any  kind,  and  has  a sense  of 
unreality.  Unless  he  is  treated  soon  after 
this  occurs,  he  will  take  refuge  in  chronic 
phobic  reactions.  This  is  because  he  re- 
fuses to  re-enter  the  situation  in  which 
the  panic  occurred — the  automatism  of 
escape  occurs,  is  accepted,  and  becomes  a 
way  of  life. 

It  is  chronic  phobic  reactions  that  are 
most  frequently  seen  in  medical  practice. 
Starting  with  one  phobic  reaction,  the 
phobic  quickly  acquires  others.  One  sel- 
dom sees  a phobic  who  does  not  have  at 
least  ten  specific  phobias.  About  one  in 
ten  phobics  have,  in  addition,  a special 
phobia  not  usually  encountered,  which 
they  hesitate  to  disclose  to  others.  These 
could  be  termed  “the  hidden  phobias”  and 
it  is  most  important  to  expose  them.  As 
already  indicated,  the  individual  with  a 
phobic  personality  is  generally  lovable  and 
easy  to  live  with,  precisely  because  he 
tends  to  avoid  conflict  and  trouble.  Ac- 
cordingly, since  he  is  a “sweet  person” 
close  relatives  accept  his  “quirk”  or 
“foible.”  The  relatives  are  inclined  to 
smile  at  these  reactions,  to  make  the  best 
of  them,  and  enjoy  the  person’s  “sweet 
disposition”  which  is  somewhat  a de- 
defense against  trouble. 

Perhaps  Jim  won’t  ride  in  the  subway 
and  perhaps  Mary  won’t  go  to  the  super- 
market, but  it  doesn’t  seem  to  be  very 
important.  Jim  can  get  to  work  in  a bus, 
and  Mary  can  go  from  one  little  store  to 
another  to  do  her  marketing — the  time 
she  wastes  is  her  own.  It  all  seems  to  be 
harmless.  But  nothing  could  be  further 
from  the  truth,  as  many  a phobic’s  fam- 
ily has  learned  the  hard  way.  Phobic  re- 
actions are  progressive,  and  the  phobic 
situations  multiply.  Ever-increasing  pho- 
bic demands  first  circumscribe  and  fi- 
nally destroy  the  victim’s  usefulness  and 
happiness.  Many  phobics  become  house- 
bound, some  even  become  bed-bound ; and 
in  addition  they  cannot  stay  alone. 

At  this  late  stage  the  husband  or  wife, 
or  other  close  relatives  insists  that  the 
phobic  seek  treatment.  Almost  invariably, 
it  is  the  relatives  who  push  the  phobic 
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into  treatment.  He  does  not  seek  it  for 
himself  since  he  has  always  been  deeply 
ashamed  of  his  fears.  By  this  time,  the 
phobic  reaction  has  become  a complex, 
deep-rooted  neurotic  mechanism. 

The  obvious  prophylactic  measures  for 
this  form  of  psychoneurosis  is  indicated 
in  the  foregoing  discussion.  The  best 
time  to  treat  a phobia  is  before  it  occurs. 
Parents,  family  physicians,  teachers,  and 
others  who  are  in  close  contact  with  chil- 
dren should  learn  to  recognize  early  evi- 
dences of  phobic  reactions,  and  should  be 
alert  to  the  danger  signals  of  undue  fear, 
shyness,  and  apprehensiveness.  Children 
revealing  phobic  reactions  should  receive 
prompt  and  skillful  psychiatric  guidance. 

Preventive  measures  can  be  taken  long 
before  the  individual  has  progressed  in 
his  difficulties  to  the  point  where  psychi- 
atric guidance  is  needed.  Children  with 
personality  traits  that  might  tend  to 
make  them  phobic  must  be  shown  how  to 
be  courageous  through  kind,  patient,  and 
tolerant  example.  Parents  should  keep  in 
mind  that  courage  cannot  be  taught  by 
exhortation,  but  only  by  example  and  by 
the  way  a child  is  handled.  The  fearful 
child  should  not  be  over-protected.  He 
should  be  encouraged  to  be  adventurous, 
to  accept  the  discomfort  of  fear  in  re- 
turn for  the  pleasures  of  adventure  and 
achievement.  It  is  especially  important 
that  the  basically  apprehensive  child  par- 
ticipate in  so-called  dangerous  sports — 
skiing,  sailing,  figure  skating,  swimming, 
exploring  unknown  territory  in  the  coun- 
try, traveling  alone,  and  perhaps — when 
the  young  person,  is  old  enough — even 
learning  to  fly.  Such  children  should  be 
encouraged  to  take  part  in  competitive 
games.  They  need  to  learn  how  to  put 
forth  effort,  even  to  the  point  of  dis- 
comfort, for  the  thrill  of  winning  the 
race — whatever  that  race  is. 

Children  can  be  taught  to  avoid  escape 
mechanisms.  They  can  learn  not  to  use 
subterfuge  as  a way  of  escaping  unpleas- 
ant situations  or  discomforts,  and  as  a 
means  of  justifying  failure. 

Prophylactic  measures  at  the  acute 
stage  consist  largely  of  understanding 
that  an  acute  phobic  reaction  is  an  emer- 
gency calling  for  prompt  treatment,  and 
by  prompt  I mean  that  the  psychiatrist 
must  see  the  patient  at  once,  not  next 


week  or  next  month  when  his  appointment 
book  shows  that  he  has  an  unfilled  hour. 
No  matter  how  he  must  juggle  his  other 
commitments,  he  must  deal  with  an  acute 
phobic  reaction  immediately.  Treatment 
must  be  not  only  pi'ompt  but  complete. 
If  it  is  not,  the  acute  onset  will  progress 
and  will  become  chronic — a devastating 
way  of  life. 

Accurate  over-all  figures  on  the  inci- 
dence of  this  form  of  psycho-neurosis  are 
not  available,  since  patients  with  phobic 
reactions  are  generally  seen  by  psychia- 
trists only  when  they  reach  the  chronic 
phase  of  their  illness.  I believe  however, 
that  the  incidence  is  higher  than  is  or- 
dinarily assumed.  My  estimate  of  approx- 
imately three  percent  among  psychoneu- 
rotic patients  is  based  on  having  treated 
350  phobics  among  a total  of  6,500  such 
patients.  Other  psychiatrists  report  an 
incidence  as  high  as  eight  percent.  One 
fact  is  generally  recognized.  Psychiatrists 
are  treating  more  phobics  than  in  former 
days.  This  is  perhaps  due  to  the  growing 
public  awareness  of  the  need  for  psychia- 
tric intervention  in  the  early  stages  of 
any  psychoneurotic  disturbance.  It  may 
be  that  there  is  actually  an  increase  in 
incidence  because  of  the  increasing  com- 
plexities of  modern  life.  To  a much 
greater  extent  than  even  a generation  ago, 
people  are  called  upon  to  make  quick  ad- 
justments of  all  kinds.  Everything  is 
speeded  up — the  pace  of  travel,  of  com- 
munication, the  advances  of  science,  the 
growth  and  pressures  of  population,  and 
so  on.  As  a result,  individuals  with  per- 
sonalities that  tend  to  make  them  phobics 
are  more  challenged  by  life  than  in  former 
times. 

In  treating  the  patient  with  phobic  re- 
actions, it  is  necessary  to  consider  the 
physical  condition,  constitutional  makeup, 
and  the  environment  under  which  phobias 
have  developed.  It  is  essential  to  under- 
stand the  patient’s  personality,  the  ten- 
sions under  which  he  lives  and  works,  and 
any  unusual  stress  situations  in  his  past 
or  present,  and  how  he  has  met  these 
situations. 

Since  phobias,  whatever  their  form,  are 
neurotic  attempts  to  compensate  for  inef- 
ficiency in  adapting  to  life,  the  physician 
must  not  only  deal  with  the  specific  pho- 
bias but  also  discover  and  treat  the  under- 
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lying  conditions  of  which  the  phobias  are 
a symptom.  If  the  patient  is  to  be  cured 
and  stay  cured,  he  must  be  helped  to  rec- 
ognize the  conditions  which  he  is  uncon- 
sciously trying  to  cover  up  and  escape. 
He  must  then  be  helped  to  see  these  con- 
ditions as  realities  which  he  can  meet  in- 
telligently and  adequately. 

Since  the  phobic  reaction,  in  my  opin- 
ion, is  a symptom  of  an  underlying  psy- 
choneurosis, treatment  is  similar  to  that 
for  other  types  of  psychoneurosis,  with 
additional  special  techniques.  These  spe- 
cial techniques  are  designed  to  recondi- 
tion the  patient’s  habit  response  of  phobic 
reaction  to  situations  which  he  avoids. 

As  in  the  treatment  of  all  the  psycho- 
neuroses, the  first  step  is  to  take  a com- 
prehensive therapeutic  history.  In  addi- 
tion, the  psychiatrist  attempts  to  list  ev- 
ery phobic  reaction  the  patient  has  had 
in  the  past  and  now  experiences.  He  must 
learn  what  the  phobias  are,  what  they 
mean  to  the  patient,  and  how  he  inter- 
prets and  reacts  to  them. 

It  is  not  easy  to  get  this  information, 
and  it  can  seldom  be  obtained  in  the  first 
few  interviews.  The  patient  wants  to  es- 
cape his  phobic  discomfort  and  be  relieved 
of  his  phobic  reactions.  Yet,  because  of 
the  secondary  gains  of  his  illness,  he  sub- 
consciously does  not  wish  to  get  com- 
pletely well.  This  is  because  he  resists 
being  forced  to  recognize  and  deal  with 
fundamental  difficulties  and  he  is  also 
afraid  that  the  doctor  will  guide  or  make 
him  do  these  things  which  he  is  afraid 
to  approach.  Indeed,  the  phobic  will  use 
subterfuge  to  lead  the  psychiatrist  away 
from  some  of  his  phobias  and  he  nearly 
always  reports  that  he  is  much  better, 
which  usually  is  not  true. 

For  a complete  picture,  submerged 
traumatic  experiences  must  be  uncovered, 
and  unconscious  fears  must  be  brought 
to  consciousness.  Even  when  this  has  been 
done,  the  fears  are  not  readily  conquered. 
After  the  patient  is  intellectually  aware 
of  the  cause  and  nature  of  his  neurosis, 
he  is  still  likely  to  attempt  to  escape  dis- 
comfort through  phobic  reactions.  This 
pattern  must  be  broken  by  helping  the 
patient  to  integrate  the  principles  of  psy- 
chiatric reeducation  into  his  personality 
and  by  helping  him  to  mature  emotionally. 

Phobics  need  to  be  placed  in  a thera- 


peutic environment  while  receiving  inten- 
sive treatment.  They  need  a definite 
schedule  of  work,  play,  exercise  and  rest, 
and  social  contacts  with  a small  group  of 
pleasant  people  while  they  are  given  di- 
dactic reeducation.  It  is  difficult  to  treat 
them  through  office  visits — but  at  times 
it  can  be  done.  Since  I have  described  in 
a previous  paper  the  processes  of  reedu- 
cation as  carried  out  in  a psychiatric  re- 
habilitation center,  they  will  not  be  re- 
peated. You  recall  that  there  are  daily 
psychiatric  sessions  with  the  psychiatrist, 
study  of  a series  of  pamphlets  dealing  in 
a didactic  manner  with  various  aspects 
of  psychological  adaptation  reeducation, 
and  group  seminars  of  psychotherapy. 
This  comprises  the  introduction  to  treat- 
ment. 

The  patient  and  the  doctor  next  un- 
earth, disclose  and  discuss  the  patient’s 
unresolved  difficulties.  By  this  time  the 
patient  is  mixing  socially  with  others  who 
are  under  treatment,  is  walking  several 
miles  a day,  and  is  comfortable  physi- 
cally and  emotionally.  The  evidences  of 
improvement  are  stressed  to  increase  self 
confidence.  With  the  phobic  patient,  in 
distinction  to  patients  with  other  types 
of  psychoneurosis,  the  physician  discusses 
his  specific  phobias  and  utilizes  practical 
tehniques  for  reconditioning  them.  In 
the  process  of  reconditioning,  the  follow- 
ing principles  are  employed : 

1.  The  patient  learns  to  accept  tem- 
porary discomfort. 

2.  He  knows  the  nature  of  his  illness, 
and  understands  the  techniques  for  deal- 
ing with  it. 

3.  He  is  by  now,  as  a result  of  the  first 
phase  of  treatment,  not  only  willing  but 
determined  to  recondition  his  emotional 
fear  reactions. 

4.  Because  of  his  trust  in  the  psychia- 
trist who  is  treating  him,  and  his  moti- 
vation for  getting  well,  he  cooperates  in 
specific  undertakings  that  place  him  in 
situations  of  which  he  is  afraid.  In  this 
way,  his  phobic  reactions  are  recondi- 
tioned. 

In  the  general  reconditioning  process, 
the  patient  has  been  prepared  by  the  re- 
education program,  he  has  been  built  up 
physically,  he  is  more  mature,  and  he  un- 
derstands the  nature  of  his  difficulties. 
He  knows  the  purpose  of  what  he  is  at- 
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tempting  to  do. 

Most  important,  the  patient  is  helped 
to  understand  fear  and  to  be  willing  to 
endure  the  discomfort  that  he  may  feel 
during  periods  of  fear.  He  realizes  that 
he  will  have  to  deal  with  fear  throughout 
his  life — not  necessarily  specific  fear,  but 
fear  that  may  become  attached  to  any- 
thing. When  the  patient  has  progressed 
this  far,  he  is  able  to  consider  fear  as 
something  which  brings  interest  into  his 
life,  and  as  a stimulus  to  courage.  As  a 
matter  of  fact,  many  people  do  things 
precisely  because  they  are  afraid;  they 
learn  to  enjoy  the  experiences  of  fear. 
They  are  afraid  to  ride  horses,  so  they 
ride  horses  as  long  as  it  brings  them  ad- 
venture. They  are  afraid  to  sail  boats, 
so  they  do  so  for  the  joy  in  the  sense  of 
daring  and  skillful  accomplishment. 

Similarly,  in  treating  phobics,  the  psy- 
chiatrist must  show  them  how  to  change 
the  misery  of  fear  into  the  joy  of  adven- 
ture, and  until  this  is  accomplished,  little 
permanant  progress  is  made. 

Each  specific  phobia  must  be  dealt  with 
along  lines  of  this  reconditioning  process. 
In  general,  the  relatively  simple  ones  are 
treated  first  and  the  more  complex  follow. 
For  example,  assuming  that  a patient  had 
all  of  the  following  manifestations  of  pho- 
bic reactions,  the  chronological  order  of 
undertaking  would  be : walking  alone, 
going  to  the  movies,  to  restaurants,  hair- 
dresser, church  and  the  theater,  riding  on 
a train,  driving  a car,  going  to  a distant 
city  and  flying  in  a plane.  Note  that 
there  is  increasing  contact  with  people 
and  active,  interesting  participation  in 
life  without  accepting  increasing  risk  and 
personal  responsibility. 

Now  as  to  the  technique  of  recondi- 
tioning. This  is  used  only  after  the  proc- 
ess of  reeducation  and  basic  treatment  has 
been  thoroughly  accomplished. 

When  the  psychiatrist  sets  the  specific 
task,  the  patient  must  undertake  it  at 
once.  He  should  never  be  allowed  time  to 
think  it  over.  Delay  arouses  the  patient’s 
anxiety  and  gives  rise  to  loss  of  confi- 
dence. On  completing  the  task,  he  reports 
at  once  to  the  psychiatrist  in  person.  If 
he  fails  in  carrying  out  the  assigned  proj- 
ect, little  is  made  of  the  failure,  but  a 
similar  and  perhaps  more  interesting  task 
is  set  for  him  in  the  immediate  future. 
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It  should  be  remembered  that  the  phy- 
sician does  not  have  the  patient  undergo 
fear  to  get  rid  of  the  fear — if  this  is 
attempted  little  that  is  permanant  is  ac- 
complished. Instead  fear  must  be  ac- 
cepted, it  must  be  understood  as  having 
no  significance  in  itself,  and  therefore  en- 
dured as  long  as  necessary — in  order  that 
a specific  and  desired  purpose  may  be 
accomplished.  This  purpose  is  not  to  con- 
quer the  fear  but  to  carry  out  some  defi- 
nite project  even  though  fear  exists.  It 
is  the  purpose  which  makes  all  the  dif- 
ference in  treatment. 

The  project  assigned  must  be  definite 
and  outlined  in  detail.  It  should  have  a 
purpose  and  some  pleasant  factor  to  di- 
lute, and  later  on  to  substitute  for,  the 
unpleasant  fear.  If  some  element  of  ad- 
venture, something  unexpected  and  inter- 
esting is  injected  into  a situation  which 
is  phobic  for  the  patient,  he  is  more  apt 
to  carry  it  out  and  even  forget  that  he  is 
or  has  been  afraid. 

For  example,  the  psychiatrist  says  to  a 
patient  who  is  afraid  to  ride  on  a train : 
“Here  is  ten  dollars.  There’s  a taxi  at  the 
door.  Take  it  and  get  on  the  train,  which 
leaves  in  ten  minutes.  Go  to  New  York 
and  buy  me  a tie  that  will  go  with  this 
suit.  Also  buy  a papaya  and  three  red 
bananas.  Use  your  time  on  the  train  to 
decide  about  the  kind  of  tie  I should  wear, 
where  to  find  the  papaya  and  the  ba- 
nanas.” 

The  chances  are  that  the  patient  will 
be  so  interested  in  carrying  out  this  proj- 
ect that  he  will  execute  it  successfully, 
and  give  little  or  no  thought  to  his  fears 
while  on  a train.  It  is  the  exciting  pur- 
pose that  is  important. 

Here  is  another  example.  The  patient 
is  afraid  to  walk  alone  in  the  country. 
The  psychiatrist  gives  him  a large  piece 
of  paper  and  a pencil,  and  says : “Take 
a walk  along  X lane.  Draw  a map  of  the 
area,  showing  every  house  and  turn  in  the 
road.  There  are  two  bridges.  Be  sure  to 
mark  them.  Return  here  in  forty  minutes 
and  give  me  the  map.  If  you  aren’t  here 
in  fifty  minutes,  I will  get  in  my  car 
and  come  and  get  you.” 

This  last  point  gives  the  patient  a feel- 
ing of  protection,  and  somewhat  allays 
the  specific  fear  of  walking  alone. 

As  has  already  been  said,  such  recon- 

235 


The  Phobic  Syndrome  — Its  Nature  and  Treatment 


ditioning  projects  will  benefit  the  patient 
only  if  he  understands  what  is  being  done, 
if  he  has  learned  all  about  the  nature  of 
fear  and  the  techniques  of  dealing  with  it, 
and  above  all  if  he  is  willing  to  experience 
temporary  discomfort,  knowing  that  this 
process  will  enable  him  to  make  a com- 
plete and  permanent  recovery. 

When  the  patient  has  once  done  the 
specific  things  of  which  he  is  afraid,  like 
riding  on  a train,  walking  alone,  and  so 
on,  he  must  be  put  through  the  recondi- 
tioning process  repeatedly,  and  he  must 
never  again  be  allowed  to  avoid  situa- 
tions from  which  he  formerly  escaped. 
Usually,  after  all  the  phobic  situations 
that  the  psychiatrist  has  been  told  about 
have  been  conquered  through  assigned 
tasks,  repeatedly  carried  out,  some  resid- 
ual fears  which  the  patient  has  not  re- 
vealed come  to  the  fore.  These,  too,  must 
be  dealt  with,  and  the  patient  must  be 
taught  to  cope  with  them. 

The  phobic  is  cured  only  when  no  pho- 
bias are  active.  He  must  never  again  give 
in  to  one  of  them.  He  must  never  obey 
the  dictatorship  of  fear.  If  he  does  so,  it 
is  a practical  certainty  that  the  phobic 
syndrome  will  continue. 

The  next  phase  of  treatment,  which  is 
carried  on  concurrently  with  the  phases 
described,  is  that  of  helping  the  patient 
to  mature,  to  build  and  strengthen  char- 
acter structure.  To  accomplish  this,  pa- 
tients must  be  psychologically  divorced 
from  parents  and  other  individuals  on 
whom  they  are  emotionally  dependent. 
They  must  learn  independence,  make  their 
own  decisions  and  carry  an  ever-increas- 
ing load  of  normal  responsibility.  They 
must  be  prepared  to  play  an  active  role 
in  normal  social  life,  business,  and  com- 
munity affairs. 

The  final  phase  of  treatment,  follow-up, 
is  carried  on  after  the  patient  has  re- 
turned to  his  usual  environment.  It  con- 
sists of  close  and  steady  supervision  for 
several  months  by  the  physician,  who  en- 
courages and  inspires  the  patient  to  per- 
sist in  the  new  techniques  and  philoso- 
phies which  he  has  learned,  and  helps  him 


to  develop  inner  resources  and  the  op- 
portunities in  the  environment.  In  the 
course  of  this  supervision,  the  psychia- 
trist sees  to  it  that  the  advantages  of  a 
neurotic  way  of  life  remain  removed,  and 
that  the  patient  does  not  secure  secondary 
gains  through  psyhconeurotic  mechanisms. 

This  period  of  consistent  supervision, 
in  effect,  after-care,  should  continue  from 
one  to  three  years.  And  the  patient  must 
be  separated  from  any  dependence  he  may 
have  upon  his  physician. 

To  sum  up:  Treatment  of  this  type  of 
psychoneurosis  is  interesting  and  reward- 
ing. Approximately  85  percent  of  these 
patients  can  be  cured. 

Here  are  some  additional  essentials  of 
treatment : 

1.  Give  the  patient  a great  deal  of  at- 
tention. A phobic  cannot  be  cured  through 
a regime  of  a few  sessions  each  week. 
Work  with  him  at  least  five  days  a week 
in  one-hour  sessions  for  the  first  two 
months  of  intensive  therapy. 

2.  Prescribe  no  drugs.  Do  not  weaken 
psychotherapy  by  giving  the  patient  med- 
ication. No  Miltown,  no  thoraine,  no  ata- 
ractics, no  dexedrine,  and  no  E.C.T.  Psy- 
chotherapy is  what  is  needed,  and  to  date 
nothing  else  effects  a permanent  cure. 

3.  The  patient  who  uses  alcohol  in  any 
form  should  desist  until  completely  cured. 
Thereafter,  he  should  drink  only  for 
pleasure,  never  to  allay  fears  or  to  escape. 

4.  The  psychiatrist  must  be  persistent 
and  accept  no  compromises.  Treatment 
must  continue  until  the  patient  has  been 
well  over  a long  period  of  time — the  pho- 
bic often  tries  to  escape  treatment  by  at- 
tempting to  convince  the  doctor  of  recov- 
ery while  actually  still  a victim  of  this 
neurosis. 

5.  The  psychiatrist  must  be  a warm, 
supportive  person,  who  can  combine  un- 
derstanding and  kindness  with  firmness 
and  forcefulness.  He  must  understand 
psychodynamics  and  be  skillful  in  utiliz- 
ing all  the  principles  of  psychotherapy. 
For  successful  treatment  of  the  phobic 
syndrome,  he  must  be  an  outstanding 
psychiatrist. 
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Legal  Problems  Involving  Medical  Records 

Eugene  R.  Warren* 


Because  of  the  recent  activities  of  cer- 
tain insurance  companies  in  demanding 
the  right  to  photostat  medical  records  in 
the  offices  of  the  physician,  or  at  other 
places,  considerable  confusion  has  arisen 
with  respect  to  the  physician’s  rights  and 
the  patient’s  rights  with  reference  to 
medical  records  prepared  by  the  physi- 
cian as  a part  of  his  diagnosis,  treatment 
and  care  of  the  patient.  Let  us  suppose 
this  state  of  facts  : 

Paul  Drake,  representative  of  the 
Shifting  Sands  Insurance  Company,  ap- 
pears in  your  office  and  exhibits  to  you 
an  authorization  from  your  patient  di- 
recting you  to  furnish  medical  informa- 
tion and  copies  of  your  records  to  the 
insurance  company.  Drake  has  a copying 
machine  and  requests  that  you  put  in  his 
possession  the  original  medical  records  of 
the  patient  which  he  will  copy  and  then 
return  to  you.  What  are  your  rights,  du- 
ties and  obligations  in  this  situation? 

Let  us  first  clearly  understand  that  this 
legal  memorandum  does  not  cover  orders 
of  a court  of  competent  jurisdiction  issued 
in  pending  litigation.  Whether  or  not 
medical  records  of  a physician  may  be 
ordered  produced  in  court  for  the  purpose 
of  inspection  and  copying  under  one  of 
the  rules  of  discovery  now  in  effect  in 
the  federal  courts  and  in  most  state 
courts,  depends  upon  the  particular  cir- 
cumstances of  the  case.  In  the  instant 
example  the  insurance  company  simply 
has  an  authorization  from  the  patient 
which  is  in  as  broad  language  as  the  in- 
surance company  can  couch  it,  giving  the 
insurance  company  no  more  rights  than 
the  patient  himself  to  the  medical  record. 
The  question  here  presented  is  novel,  and 
apparently  there  are  no  cases  in  Arkansas 
to  which  we  may  look  for  guidance.  We 
must,  therefore,  rely  upon  general  prin- 
ciples of  law  in  determining  the  proper 
answer. 

First,  I think  the  law  is  clear  that  medi- 
cal records  belong  to  the  physician.  They 
are  his  work  product,  prepared  by  him 
for  use  by  him  in  his  diagnosis  and  treat- 
ment of  the  patient. 

Second,  I think  the  law  is  equally  well 

*Legal  Counsel,  Arkansas  Medical  Society. 
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settled  that  the  patient  is  entitled  to  the 
medical  data  contained  in  the  medical 
records  of  the  physician.  Courts  have  held 
that  a patient  has  a property  right  in 
the  information  contained  in  hospital 
records,  although  the  original  records  are 
the  property  of  the  hospital.  To  put  it 
another  way,  the  physician  owns  the 
paper  and  other  material  on  which  the 
records  are  kept,  and  he  owns  the  rec- 
ords, but  the  patient  has  a property  right 
in  the  information  appearing  or  por- 
trayed on  the  records. 

Third,  by  giving  an  authorization  or 
waiver  to  the  insurance  company,  the  pa- 
tient can  transfer  to  the  insurance  com- 
pany no  more  right  of  ownership  than 
he,  the  patient,  himself  possesses. 

Fourth,  no  person  in  the  absence  of  an 
order  of  a court  of  competent  jurisdiction 
entered  in  pending  litigation  has  the 
right  to  the  possession  of  these  records 
except  the  physician  who  owns  them,  nor 
does  the  patient  or  any  lay  person,  or  lay 
corporation,  have  the  right  to  inspect 
these  original  records  without  the  con- 
sent of  the  physician. 

Fifth,  the  physician  upon  being  pre- 
sented with  an  authorization  and  demand 
for  copies  of  the  medical  records,  may  in- 
sist that  the  copies  be  made  by  him  or  his 
authorized  personnel,  and  may  make  such 
charge  for  furnishing  a copy  of  the  medi- 
cal data  as  is  reasonable,  taking  into  con- 
sideration the  material,  time  and  effort 
expended  in  preparing  such  copies.  If 
medical  records  prepared  by  the  physi- 
cian contain  information  which  he  con- 
siders the  disclosure  thereof  to  the  patient 
would  be  detrimental  to  the  health  of  the 
patient,  he  may  refuse  to  furnish  this  in- 
formation to  anyone  unless  he  is  com- 
pelled to  do  so  by  an  appropriate  court 
order. 

Sixth,  the  copies  of  the  medical  data 
furnished  by  the  physician  to  the  insur- 
ance company  may  be  furnished  at  the 
convenience  of  the  physician.  I make  this 
statement  in  no  spirit  of  belligerence 
towards  any  company,  but  simply  to  make 
it  clear  that  no  patient  nor  insurance 
company  has  the  right  to  expect  the 
physician  to  stop  his  activities  in  fulfill- 
ing his  engagements  in  caring  for  the  ill 
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and  devote  his  time  to  furnishing  records. 
Except  for  very  unusual  circumstances, 
the  priority  claim  on  the  physician’s  time 
for  furnishing  these  records  is  way  down 
the  list. 

In  furnishing  medical  records  and  pre- 
paring medical  reports  on  behalf  of  the 
patient,  the  physician  many  times  expends 
considerably  more  time  than  the  fee 
which  he  feels  he  can  appropriately 
charge  therefor  justifies.  Many  physi- 
cians consider  this  work  a necessary  nui- 
sance, solely  for  the  convenience  of  the 
patient  and  as  a professional  courtesy  to 
the  patient.  The  physician’s  place  in  the 


scheme  of  our  society  is  to  treat  the  sick 
and  not  to  prepare  historical  reports  or 
explanatory  documents.  It  would  thus 
seem  that  every  effort  should  be  made  to 
minimize  the  paper  work  demanded  of  the 
physician  by  the  patient  which  does  not 
directly  bear  upon  diagnosis  and  treat- 
ment of  the  illness  from  which  the  pa- 
tient is  suffering.  Continued  impositions 
on  the  physician’s  time  by  demands  such 
as  are  contained  in  the  illustration 
prompting  this  memorandum  should  be 
met  by  the  physician  with  a definite  as- 
sertion of  the  physician’s  rights  as  con- 
tained in  this  memorandum. 
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A Service  for  Your  Blind  Patients 

J.  B.  Cross,  M.D/- 


Recently  it  came  to  my  attention  that 
some  of  our  medical  society  members 
were  not  familiar  with  a unique  service 
available  in  Arkansas  to  our  blind  pa- 
tients. This  service  is  one  of  the  few 
“firsts”  that  Arkansas  can  boast.  It  is 
the  Southwest  Rehabilitation  Center  for 
the  blind,  a private  organization  spon- 
sored by  the  Lions  Clubs  of  Arkansas 
which  literally  accomplishes  miracles  in 
rehabilitating  the  blind. 

Of  what  importance  is  this  service  to 
medicine?  It’s  a matter  of  putting  your 
patient  in  the  center  for  service  just  as 
you  hospitalize  a patient  for  hospital 
services.  The  unrehabilitated  patient  is  as 
helplessly  incapacitated  as  a hospital  bed 
care  case.  In  reality  the  Center  gets  the 
blind  patient  out  of  the  chair  and  bed 
and  teaches  him  to  feed  himself,  to  walk, 
to  light  a cigarette,  to  bathe,  to  cook,  to 

^Member  of  Board  of  Directors  of  Southwest  Rehabilitation 
Center  for  the  Blind. 


keep  house,  to  have  a hobby,  to  take  part 
in  recreation,  in  short  to  live  again.  It  is 
a basic  service  of  psychological  and  physi- 
cal rehabilitation  of  the  individual.  The 
center  does  not  attempt  to  teach  a trade 
or  to  educate,  its  purpose  is  rather  to 
serve  as  a prerequisite  to  these  things.  It 
is  therefore  a personal  adjustment  train- 
ing course  available  to  patients  of  any 
walk  of  life  without  regard  to  financial 
status  or  race.  Separate  centers  are 
maintained  for  white  and  colored. 

The  beautiful  new  facilities  have  ac- 
commodations suitable  to  the  taste  of  the 
most  discriminating  and  information  re- 
garding admission  and  financial  arrange- 
ments are  available  to  the  physician  by 
letter  or  phone  call  to  the  center.  Serv- 
ices are  handled  according  to  the  individ- 
uals ability  to  pay. 

The  need  for  a personal  adjustment 
training  course  for  the  adult  blind  was 
first  presented  to  the  Little  Rock  Lions 
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Club  in  August,  1945.  After  thorough 
study  the  Club  presented  the  idea  to  the 
State  Lions  Convention  in  the  spring  of 
1946.  After  raising  $10,000,  $4,000  of 
which  was  contributed  by  the  member- 
ship of  the  Club,  and  $6,000  by  the  busi- 
ness interest  of  Pulaski  County.  This 
money  was  used  to  lease  and  equip  the 
buildings  and  ground  located  at  2811  Fair 
Park  Boulevard. 

After  operating  the  Adjustment  Center 
for  one  year  successfully,  the  Little  Rock 
Lions  Club  submitted  this  project  to  the 
State  Lions  Committee  for  Sight  Conser- 
vation and  Work  for  the  Blind  and  they 
adopted  it  as  a state  project  in  1947. 
Since  this  Center  was  the  first  of  this 
type  west  of  the  Mississippi  River  and 
second  in  the  United  States,  it  has  re- 
ceived National  and  International  recog- 
nition. 

Representatives  of  work  for  the  blind 
in  Egypt,  Denmark,  Greece,  Iraq,  Korea, 
India,  Thailand,  Guam,  Turkey,  Philip- 
pines and  others  visited  the  Center  to  ob- 
serve training  techniques.  They  were  sent 
here  by  the  United  Nations  and  the  For- 
eign Office  Administration  of  the  State 
Department. 

During  the  twelve  years  operation, 
more  than  800  blind  men  and  women,  rep- 
resenting every  county  in  Arkansas  and 
121  other  places,  have  graduated  from  the 
Center.  In  1954,  an  additional  building 
was  constructed  to  allow  for  an  expanded 


program  that  was  needed.  On  June  20, 
1954,  Major  General  Melvin  J.  Maas, 
blind  retired  Marine  Corps  Reserve  Of- 
ficer, and  Chairman  of  President  Eisen- 
hower’s Committee  for  the  Physically 
Handicapped,  dedicated  the  Edward  G. 
Barry  Hall  at  an  inspiring  ceremony. 

Barry  Hall  is  a dormitory  for  trainees 
at  the  Center.  The  main  downstairs  room 
is  named  the  Hugo  Norvell  Room.  Barry 
Hall  is  so  named  in  honor  of  distinguished 
service  to  the  blind  of  Arkansas  per- 
formed by  Lion  Edward  G.  Barry,  three 
times  chairman  of  the  State  Lions  Com- 
mittee for  Sight  Conservation  and  Work 
for  the  Blind  and  twice  president  of  Ar- 
kansas Enterprises  for  the  Blind. 

The  Hugo  Norvell  Room  is  so  named 
in  honor  of  Hugo  W.  Norvell,  President 
Emeritus  of  Arkansas  Enterprises  for  the 
Blind  which  he  headed  for  four  years, 
1945-1949.  In  November,  1959,  a cam- 
paign was  waged  to  raise  funds  to  con- 
struct all  new  modern  and  practical  build- 
ings for  the  Center.  The  Lions  Club 
raised  $150,000.00  and  a $300,000.00  grant 
was  made  by  the  Federal  Government 
under  the  Hill-Burton  Act.  These  new 
buildings  are  completed  and  the  Center  is 
able  to  accommodate  twice  the  number  of 
trainees  and  is  the  best  training  center 
of  its  kind  in  the  world. 

We  owe  it  to  our  blind  patients  to  tell 
them  of  this  service  and  refer  them  to 
this  organization  whether  we  are  in  the 
“eye”  field  or  not. 
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Acne  Vulgaris 

Calvin  J.  Dillaha,  M.D.* 
and 

G.  Thomas  Jansen,  M.D.* 


Acne  vulgaris  is  a disease  so  prev- 
alent that  it  is  popularily  considered  to 
be  a “normal”  manifestation  of  puberty. 
Nearly  80  percent  of  adolescents  are  af- 
flicted at  one  time  or  another.  Most  of 
us  as  physicians  are  called  upon  regularly 
to  either  treat  or  advise  young  people 
with  this  problem. 

Acne  as  both  a physical  problem  and  a 
cause  of  emotional  disturbance  in  adoles- 
cence should  not  be  minimized.  While  it 
may  seem  an  insignificant  disorder  to  one 
not  afflicted,  the  average  teenager  is  most 
concerned,  and  anxious  to  correct  the  con- 
dition. Therefore,  two  misconceptions  re- 
garding acne  should  be  dispelled  from  the 
outset:  (1)  It  is  a disease  that  will  be 
outgrown  and  (2)  it  cannot  be  effective- 
ly treated.  Both  of  these  popular  no- 
tions are  false.  Although  many  young 
people  with  acne  will  experience  spontan- 
eous recovery  without  treatment,  many 
will  not.  These  individuals  will  see  their 
acne  progress  and  possibly  result  in  per- 
manent scarring.  Of  equal  importance 
are  the  psychic  scars  that  can  result  from 
physical  disfigurement.  Young  people 
find  adjustment  to  adult  life  difficult  at 
best,  without  the  additional  handicap  of 
unsightly  eruptions  or  scars  on  the  face. 

It  can  be  stated  unequivocally  that  all 
cases  of  acne  can  be  appreciably  bene- 
fited by  'proper  and  persiste'nt  therapy. 
Any  teenager,  if  willing  to  cooperate  with 
his  physician,  can  be  assured  of  much 
improvement  within  a relatively  short 
period,  and  in  time  will  experience  com- 
plete relief. 

What  is  acne  vulgaris?  It  is  a disease  of 
the  philo-sebaceous  apparatus — i.e.  the 
hair  follicle  and  the  sebaceous  gland. 


♦Section  of  Dermatology,  Department  of  Medicine,  School 
of  Medicine,  University  of  Arkansas,  Little  Rock,  Arkansas. 


There  are  two  main  pathogenic  factors  in 
juvenile  acne  vulgaris:  (1)  Sebaceous 
gland  hypertrophy  or  enlargement  (2) 
Increased  keratinization  of  the  follicular 
or  orifice  epithelium.  These  two  altera- 
tions result  in  the  three  clinical  manifes- 
tations of  acne:  (1)  The  amount  of  se- 
baceous secretion  is  directly  proportional 
to  the  size  of  the  oil  gland;  therefore,  an 
enlarged  sebaceous  gland  produces  more 
oil  and  seborrhea  or  increased  oiliness  of 
the  skin  is  present.  (2)  The  increased 
keratinization  of  the  follicular  epithelium 
results  in  the  accumulation  of  a mixture 
of  sebum  and  keratin  that  blocks  the  fol- 
licular orifice.  (3)  Inflammation  follows 
the  rupture  of  the  follicular  epithelium  re- 
sulting in  the  typical  conical  papulo-pus- 
tule  of  acne.  Secondary  bacterial  infec- 
tion appears  to  play  a minor  role  in  the 
production  of  the  inflammatory  response. 
It  now  seems  that  most  of  the  inflamma- 
tion results  from  the  irritating  effects  of 
the  keratin  and  sebum  upon  the  dermis 
after  escaping  from  the  ruptured  follicu- 
lar duct. 

In  most  patients  the  inflammatory  re- 
sponse is  superficial  and  heals  without 
scarring.  For  obscure  reasons,  however, 
in  many  patients  the  inflammation 
gradually  increases  in  severity  and  de- 
structiveness. The  lesions  resulting  from 
this  altered  reactivity  appear  as  deep  no- 
dules, cysts  and  inflammatory  masses  and 
they  are  termed  nodular  or  cystic  acne. 
When  these  nodules  and  cysts  are  con- 
nected by  subepidermal  sinus  tracts  the 
condition  is  known  as  acne  conglobata, 
one  of  the  most  severe  forms.  Nodular, 
cystic  and  conglobate  acne  heal  with  vary- 
ing amounts  of  scarring.  When  hypertro- 
phic scars  form  the  term  keloidal  acne  is 
used.  If  the  inflammatory  lesion  does  not 
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develop,  the  sebaceous  and  keratinous  ma- 
terial may  continue  to  accumulate  and  re- 
sult in  a visible  comedo  or  blackhead. 

To  reiterate  the  three  principal  clinical 
manifestations  of  acne  are;  (1)  sebor- 
rhea or  oiliness  of  the  skin  (2)  the  in- 
flammatory papulo-pustular  and  (3)  the 
comedo.  Varying  degrees  of  these  three 
manifestations  of  the  disease  along  with 
the  altered  inflammatory  response  and 
healing  reaction  account  for  the  several 
clinical  varieties  of  acne. 

The  sex  incidence  of  acne  is  approxi- 
mately 1:1.  The  sites  of  involvement  are 
commonly  the  face,  neck,  upper  back  and 
upper  chest,  although  it  may  also  appear 
on  the  arms,  lower  back,  buttocks  and  legs. 
The  course  of  the  disease  is  variable,  fluc- 
tuating spontaneously  from  week  to  week. 
It  is  fairly  common  for  a patient  to  ex- 
perience improvement  during  the  summer 
months.  Many  females  will  observe  a 
premenstrual  flare  of  their  acne.  Acne 
may  improve  or  worsen  with  pregnancy. 

Effective  and  adequate  therapy  is  the 
result  of  a combined  approach  generally 
incorporating  several  or  many  helpful 
measures  and  individualized  to  suit  the 
particular  patient.  The  lack  of  a specific 
approach  to  treatment  of  acne  accounts 
for  much  of  the  confusion  and  misunder- 
standing existing  today  about  the  disease. 
Over  emphasis  on  the  value  of  one  prepa- 
ration by  zealous  drug  manufacturers  is 
a common  occurrence.  The  use  of  any 
one  of  these  measures  to  be  discussed  to 
the  exclusion  of  the  rest  will  not  produce 
consistent  results. 

Early  therapy  is  most  important,  as 
control  of  the  disease  in  its  early  phases 
will  usually  prevent  scarring.  In  addi- 
tion to  proper  therapy,  wholehearted  pa- 
tient co-operation  is  necessary  for  best 
results.  The  immature  adolescent,  too 
young  to  be  truly  concerned  with  his  or 
her  appearance,  is  therefore  difficult  to 
treat.  On  the  other  hand  the  older  teen- 
ager is  usually  willing  and  co-operative. 
This  co-operation  is  essential,  as  much  of 
the  therapy  is  carried  out  by  the  patient 
at  home  on  a day  to  day  basis,  for  which 
he  is  generally  solely  responsible.  Patient 
co-operation  is  usually  easily  obtained 
when  the  nature  of  acne  and  the  purpose 
of  therapy  are  carefully  explained  and 
outlined  to  him. 


The  rational  therapy  of  acne  at  the 
present  time  involves  an  attempt  to  re- 
lieve the  plugging  of  the  folicular  orifice 
by  topical  measures  in  combination  with 
small  doses  of  an  oral  antibacterial  agent. 
A number  of  antimicrobial  agents  appear 
to  exert  an  extremely  beneficial  effect  on 
the  inflammatory  process  of  acne  which 
cannot  be  explained  by  the  antibacterial 
properties  alone.  The  most  effective 
agents  to  date  are  the  tetracyclines  and 
the  newer  sulfonamides  such  as  Ma- 
dribon.®  This  therapy  is  usually  over  a 
period  of  several  months,  beginning  with 
125  to  250  mg.  of  tetracycline  or  0.5  gm 
of  Madribon®  daily.  With  improvement, 
this  dosage  may  be  administered  every 
other  day  or  twice  a week.  It  has  been 
adequately  demonstrated  that  such  ther- 
apy can  be  continued  over  a period  of 
months  to  years  with  only  an  occasional 
minor  side  effect.  While  this  type  of  oral 
medication  has  produced  a tremendous 
advance  in  acne  therapy  it  has  not  re- 
placed topical  therapy. 

Relief  of  follicular  plugging  is  still 
best  accomplished  by  topical  measures. 
These  include : (1)  Sulfur  precipitate  and 
keratolytics  such  as  resorcin  in  varying 
concentrations  and  vehicles;  either  lotion, 
cream,  ointment  or  powder  according  to 
the  individual  requirement.  The  use  of 
sulfur  is  empirical,  but  its  beneficial  ef- 
fects are  undoubted.  Properietary  prepa- 
rations are  helpful  in  some  instances,  but 
will  not  produce  uniform  improvement  in 
a large  group  of  patients  as  the  concen- 
tration of  active  ingredients  cannot  be 
varied  to  suit  the  individual  needs.  One 
cannot  overemphasize  the  value  of  the 
proper  use  of  the  keratolytic-sulfur  prep- 
arations. A drying  soap,  manual  expres- 
sion of  comedones  with  a Shamberg  com- 
edo extractor  and  proper  care  of  the  scalp 
are  valuable  adjunctive  measures.  Chlor- 
thiazide  given  daily  for  five  to  ten  days 
before  the  onset  of  the  menstrual  period 
may  prevent  troublesome  premenstrual 
flares  of  acne  seen  in  some  women.  The  use 
of  x-ray  therapy,  topical  and  systemic 
estrogens,  thyroid,  vitamin  A,  progester- 
one, and  bacterial  vaccines  in  the  treatment 
of  acne  has  lost  many  of  its  advocates  and 
these  measures  are  now  infrequently  pre- 
scribed. 

The  role  of  diet  in  acne  is  in  need  of 
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further  study.  Certainly  diets  rigidly  re- 
stricting carbohydrate  and  fat  intake  are 
are  of  no  value.  Furthermore,  recent  ex- 
perimental studies  with  foods  usually  con- 
sidered to  aggravate  acne  including  choc- 
olate, cola  drinks,  nuts,  seafood,  cheese, 
etc.,  indicate  that  they  may  not  play  as 
an  important  role  in  the  acne  process  as 
formally  believed.  The  popular  vitamin 
with  mineral  preparations  that  include 
potassium  iodide  or  vitamin  B12  are  fre- 
quently found  to  aggravate  and  precipi- 
tate acne  and  should  be  omitted  in  the 
patient  with  acne  vulgaris.  Other  drugs 
containing  halogens  and  cobalt  should  also 
be  avoided. 

Many  types  of  therapy  have  been  ad- 
vocated for  acne  and  many  more  will  un- 
doubtedly be  introduced  before  the  effec- 
tive specific  therapy  is  found.  Nearly  any 
type  of  therapy  will  appear  to  help  in 


some  cases,  since  acne  is  one  of  those  dis- 
eases in  which  spontaneous  fluctuation  of 
the  process  is  the  rule.  It  is,  therefore, 
worthwhile  for  us  to  be  cautious  in  evalu- 
ating the  response  of  a particular  patient 
to  therapy.  Evaluation  of  any  new  ther- 
apy for  acne  must  be  on  large  groups  of 
patients  with  carefully  controlled  obser- 
vations. 

The  all-important  sequela  of  acne  is,  of 
course,  scarring.  In  recent  years  abrasive 
surgery  has  been  popularized  as  a means 
of  treating  acne  scars.  The  initial  en- 
thusiasm for  this  procedure  has  waned, 
but  with  accumulated  experience  with 
large  numbers  of  patients  it  can  be  con- 
cluded that  surgical  planning  is  of  definite 
benefit  in  carefully  selected  patients. 

In  summary,  the  present  concepts  on 
the  pathogenesis  and  therapy  of  acne  are 
briefly  reviewed. 
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antibiotic  therapy  witl| 


ECLQ 


CAPSULES,  150  mg.,  75  mg.  Dosage:  Average  infections— 
150  mg.  four  times  daily.  Severe  infections— Initial  dose  of 
300  mg.,  then  150  mg.  every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with  cali- 
brated, plastic  dropper.  Dosage:  1 to  2 drops  (3  to  6 mg.) 
per  pound  body  weight  per  day  — divided  into  four  doses. 
SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day— divided 
into  four  doses. 


PRECAUTIONS  — As  with  other  antibiotics,  declomycin  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  declomyci.'I. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idio- 
syncrasy occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics,  and  demands  chat  the 
patient  be  kept  under  constant  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


k 


added  measure  of  protection 

VIYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 

against  relapse— up  to  6 days’  activity  on  4 days’  dosage 

against  secondary  infection— sustained  high  activity  levels 
against  “problem”  pathogens— positive  broad-spectrum  antibiosis 


What  Is  Your  Diagnosis? 


From  Radiology  Dept.,  University  of  Arkansas  Medical  Center. 


FOR  ANSWER  SEE  PAGE  264 
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Arkansas  Public  Health  at  a Glance 


The  Civil  Defense  Emergency  Hospital 


Arkansas  now  has  17  Civil  Defense 
Emergency  Hospitals  located  at  17  stra- 
tegic points 

WHAT  IS  IT? 

The  Civil  Defense  Emergency  Hospital 
(CDEH)  is  a functional  and  relatively 
complete  200-bed  general  hospital,  requir- 
ing a staff  of : 18  Physicians,  3 Adminis- 
trators, 33  Nurses,  5 Anesthetists,  2 
Pharmacists,  and  118  Trained  Aides. 

It  is  designed  to  function  within  an  ex- 
isting structure  such  as  a school  building, 
community  center,  or  church  building 
which  has  been  pre-selected  by  competent 
local  authorities.  Such  structures  should 
permit  separation  of  wards,  operating 
room  and  other  functional  sections.  The 
hospital  is  organized  to  function  inde- 
pendently or  in  conjunction  with  existing 
hospitals. 

WHY  HAVE  IT? 

It  is  estimated  that  80  percent  of  the 
1,500,000  beds  available  in  the  United 
States  would  be  destroyed  or  made  unus- 
able as  a result  of  a mass  attack.  CDEH 
units  today  could  provide  approximately 
one-half  of  the  total  available  hospital  beds 
in  the  event  of  such  an  attack.  The 
primary  mission  of  the  CDEH  is  to  be- 
come the  core  of  the  post-attack  hospital 
system  which  is  essential  to  providing 
medical  care  for  the  surviving  population. 

HOW  MANY  ARE  THERE? 

The  Federal  Government  has  purchased 
nearly  2000  CDEH  units  at  a cost  of 
nearly  $26,000  each.  About  1600  have  al- 
ready been  prepositioned  throughout  the 
United  States ; 200  are  reserved  for  the 
Federal  health  stockpile ; and  200  are 
available  to  the  states  for  training  pur- 
poses. The  87th  Congress  has  authorized 
the  purchase  of  1000  new  Civil  Defense 
Emergency  Hospitals  for  fiscal  year  1962. 

WHAT  DOES  A CDEH  INCLUDE? 

The  Emergency  Hospital  is  divided 
into  eight  basic  functional  sections  includ- 
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ing:  a laboratory  capable  of  performing 
25  routine  standard  clinical  tests ; a phar- 
macy containing  antibiotics,  heart  and 
respiratory  stimulants,  intravenous  solu- 
tions, and  other  drugs ; a quick-reading 
X-ray  unit;  operating  room  equipment 
containing  five  operating  tables,  three  op- 
erating lamps,  three  anesthesia  apparatus 
and  a limited  amount  of  expendable  sur- 
gical and  medical  supplies  to  operate  for 
36  to  48  hours.  These  new  hospitals  will 
have  a 30-day  supply  of  all  expendable 
items. 

A limited  supply  of  medical  and  ad- 
ministrative records  are  included ; addi- 
tional record  supplies  will  have  to  be  sup- 
plied or  developed  locally.  Hospital  staffs 
and  operating  manpower  also  will  be 
drawn  from  local  sources. 

Each  hospital  also  has  a 15  KW  genera- 
tor to  provide  auxiliary  power  if  the  local 
electrical  supply  is  disrupted,  and  a 1500 
gallon  water  tank  and  pumping  unit  for 
emergency  water  supply. 

HOW  IS  IT  STORED? 

The  Emergency  Hospital  is  packed  in 
approximately  360  crates  to  facilitate 
transportation,  handling,  and  long-term 
storage.  It  weighs  a total  of  24,000 
pounds  and  requires  2000  cubic  feet  of 
storage  space.  Altogether,  there  are  8000 
individual  pieces  included  in  the  290  dif- 
ferent items  of  supply  and  equipment. 

It  is  possible  to  erect  the  entire  hos- 
pital with  120  man-hours  of  labor,  in  a 
floor  area  of  15,000  square  feet. 

While  speed  of  setting  up  the  hospital 
is  not  a criterion  of  its  usefulness,  it  is 
an  indication  of  its  simplicity  and  func- 
tional design. 

WHAT  ABOUT  TRAINING? 

One  complete  Emergency  Hospital  has 
been  placed  in  a large  van  trailer  by  the 
State  Civil  Defense  Agency  in  Conway, 
Arkansas.  This  particular  Hospital  is 
used  for  demonstrations  and  training  pur- 
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poses.  Requests  for  use  of  this  training  Rock,  Arkansas. 

unit  are  coordinated  through  the  Hospital  ARKANSAS  STATE 

Division,  State  Health  Department,  Little  BOARD  OF  HEALTH 


EMERGENCY  HOSPITAL  LOCATIONS 


• Dumas  — Desha 

• Forrest  City  — St.  Francis 

• Camden  — Ouachita 

• Berryville  — Carroll 

• Russellville  — Pope 

• Harrison  — Boone 

• Warren  — Bradley 

• Benton  — Saline 

• Heber  Springs  — Cleburne 


• El  Dorado  — Union 

• Hope  — Hempstead 
0 Newport  — Jackson 

• Conway  — Faulkner 

• Camp  Robinson  — (Training  Hosp.) 
North  Little  Rock 

• Clarksville  — Johnson 

• Texarkana  — Miller 

• Jonesboro  — Craighead 


PROPOSED  SITES  FOR  ADDITIONAL  UNITS 


O O Little  Rock — Pulaski  (Calculated  Risk  Sites) 
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Editorial: 


Chronic  Ulcerative  Colitis 

Alfred  Kahn,  Jr.,  M.D. 


Chronic  idiopathic  ulcerative  colitis  is 
caused  by  an  unknown  agent.  It  has  a 
distinctive  pathology  when  compared  to 
regional  enteritis ; the  former  consists  of 
punched  out  ulcers  in  an  intensely  in- 
flamed bowel ; the  ulcers  tend  to  be  su- 
perficial and  there  is  a tendency  to  pseu- 
dopolyp formation ; lymphangitis  and 
lymphoid  hyperplasia  are  minimal.  In  re- 
gional enteritis  there  is  marked  lymphan- 
gitis and  lymphoid  hyperplasia  with  gran- 
ulomas and  intermittent  involvement  of 
areas  of  the  stomach,  small  bowel  and 
colon,  although  they  are  not  all  invari- 
ably involved  (T.  C.  Laipply,  Journal  of 
the  American  Medical  Assn.,  Vol.  165,  p. 
2052,  Dec.  21,  1957). 

Kirsner  and  Goldgraber  (Annals  of  In- 
ternal Medicine,  Vol.  47,  p.  939,  Nov.  1957) 
have  recently  reported  on  some  specific 
diseases  which  simulate  chronic  ulcera- 
tive colitis.  They  have  listed  four  exam- 
ples : — lymphopathia  venereum,  acute  vas- 
culitis, scleroderma  and  secondary  amy- 
loidosis. Other  diseases  are  recognized  for 
resembling  idiopathic  ulcerative  colitis ; 
they  are  tuberculosis,  bacillary  dysentary 
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and  amebiasis. 

Goldgraber  and  Kirsner  speculate  that 
idiopathic  ulcerative  colitis  may  be  a non- 
specific response  to  many  types  of  injury. 

The  treatment  of  ulcerative  colitis  is 
far  from  satisfactory.  Unquestionably, 
one  of  the  most  important  facets  of  ther- 
apy is  relief  of  the  emotional  tensions 
that  plague  these  patients.  This  type  of 
superficial  psychotherapy  is  probably  best 
handled  by  the  family  physician.  Exac- 
erbations of  ulcerative  colitis  can  be  tem- 
porarily correlated  with  anxiety,  frust- 
ration, fear,  etc.,  (J.  B.  Kirsner,  Ar- 
chives of  Internal  Medicine,  Vol.  101, 
page  3,  Jan.  1958).  Sedation  is  often  in- 
valuable in  the  treatment  of  these  pa- 
tients. Antispasmotic  drugs  are  used 
without  great  success.  Sulfonamides,  an- 
tibiotics and  supportive  fluids  and  vita- 
mins are  helpful.  When  cases  become  un- 
manageable medically,  surgery  is  neces- 
sary. This  is  necessary  in  about  15  per- 
cent of  the  cases.  The  operation  of  choice 
is  total  colectomy.  Patience  in  treating 
these  cases  is  most  necessary.  Striking 
remissions  often  occur. 
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MEDICINE  IN  THE  NEWS 


Dr.  Martin  C.  Hawkins’  Plan  Concerning 
New  Ideas  for  Worldwide  Doctor 
Participation  in  Cancer  Research* 

INTRODUCTION : 

Someone,  somewhere,  holds  the  key  to 
the  lock  of  the  treasure  chest  where  the 
solution  to  the  cancer  problem  is  hidden. 

Many  of  our  lone,  practicing  physicians 
in  remote  areas  around  the  world  undoubt- 
edly have  made  important  observations 
relative  to  the  etiology  and  treatment  of 
cancer,  as  well  as  other  diseases.  The 
tragedy  herein  lies  in  the  fact  that  in 
many  instances  these  experiences  and 
ideas  are  never  brought  to  light,  either 
because  of  the  lack  of  opportunity  or 
know-how,  or  because  they  were  not  recog- 
nized as  being  important,  or  that  occur- 
rences of  significant  clues  were  so  rare  as 
to  be  considered  coincidental. 

All  of  you  are  familiar  with  medical 
discoveries  made  in  unexpected  places  by 
alert,  observing  men  with  fruitful  imagi- 
nations. The  discovery  of  smallpox  vac- 
cine, quinine  for  the  treatment  of  malaria, 
and  curari  for  use  in  anesthesia  are  exam- 
ples of  a few  of  the  many  previously 
unplanned  discoveries. 

I.  PURPOSE 

The  purpose  of  THE  HAWKINS  PLAN 
is  to  gather  the  observations  and  experi- 
ences of  men  of  science,  throughout  the 
world,  who  have  crossed  swords  with  the 
disease  of  cancer.  I wish  to  emphasize 
that  it  is  simply  actual  observations  and 
experiences  relative  to  cancer  which  I am 
hopeful  of  getting,  and  not  deductions. 
Deductions  and  conclusions  will  be  made 
by  expert  teams  from  a study  of  all  the 
material  after  it  is  classified.  In  short, 
that  of  real  value  would  be  new  material 
which  has  not  been  run  through  the  mills 
of  the  research  laboratories.  The  break- 
through in  the  cancer  problem  quite  pos- 
sibly will  come  from  a heretofore  un- 
known person  or  source. 


*Presented  12  April  1961  in  St.  Louis,  Missouri, 
before  the  Southwestern  Surgical  Congress  dur- 
ing its  13th  annual  meeting  by  Martin  C.  Hawkins, 
Jr.,  M.D.,  Vice-President  of  the  Southwestern 
Surgical  Congress,  F.A.C.S.,  Hawkins  Clinic  Hos- 
pital, Searcy,  Arkansas. 


A.  PLAN 

1.  All  practical  means  of  communication 
should  be  utilized. 

2.  Initially,  the  predominating  health 
agency  in  each  country  would  be  con- 
tacted and  urged  to  invite  and  encour- 
age doctors  throughout  their  respec- 
tive countries  to  express  themselves  in 
writing,  relative  to  any  observations 
or  experiences  which  would  in  any 
way  concern  the  etiology  or  therapy 
of  cancer.  It  would  be  expected  that 
the  heads  of  these  health  agencies 
would  in  turn  contact  medical  organi- 
zations and  teaching  institutions  to 
solicit  their  aid  in  bringing  the  plan 
before  the  doctors. 

3.  The  doctor  participants  would  be  in- 
structed to  forward  their  written  con- 
tributions to  the  governing  health 
agencies  in  their  respective  countries. 
These  health  agencies  then  would  for- 
ward the  submitted  material  to  a des- 
ignated central  location  in  the  United 
orates. 

4.  Translation  of  all  submitted  writings 
from  the  various  doctors  in  the  various 
countries  would  then  be  made  into 
English.  The  author  suggests  that  this 
could  best  be  done  by  utilization  of 
electronic  computers. 

5.  Material  then  would  be  distributed  on 
a voluntary  basis  among  medical 
schools,  where  senior  students,  interns 
and  residents  would  agree  to  sort  and 
classify  the  material  according  to  a 
prescribed  formula. 

B.  FORMULA  FOR  CODING 

RELATIONSHIP  OF  CANCER  TO: 

Altitude,  Animals,  Chemicals,  Commu- 
nicability of  cancer.  Diet,  Drugs,  Endo- 
crine system.  Environment,  Family,  Fam- 
ily immunity.  Fish,  Geographical  location. 
Incidence  in  cancer  surgeons.  Individual 
immunity.  Insects,  Other  diseases.  Plants, 
Races,  Racial  immunity.  Sexual  practices. 
Sewage  disposal.  Synthetic  hormones.  To- 
bacco worm.  Water  supply.  Weather,  and 
Other  categories  that  may  develop  in  the 
course  of  the  study. 

The  sorted  and  classified  material  will 
then  be  collected  from  medical  schools, 
coded  by  an  electronics  expert,  and  proc- 
essed by  an  electronic  computer. 
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Resulting  data  will  be  available  to  all 
cancer  research  teams. 

It  is  planned  that  co-operation  and  par- 
ticipation with  related  agencies,  including 
the  following,  will  be  sought: 

The  Department  of  State 
The  National  Academy  of  Sciences 
The  National  Institute  of  Health 
The  Pan  American  Health  Organization 
The  International  Co-operation  Admin- 
istration 

The  United  Nations  Educational,  Scien- 
tific and  Cultural  Organization 

The  United  States  Department  of 
Health,  Education  and  Welfare 
The  World  Health  Organization 
If  THE  HAWKINS  PLAN  captures 
your  imagination  or  proves  to  be  thought- 
provoking,  the  author  wmuld  appreciate 
hearing  from  you. 

Cancer  in  Veterans 
Administration  Hospitals 

Veterans  stricken  by  cancer  are  being 
treated  in  Veterans  Administration  hospi- 
tals at  the  rate  of  some  30,000  per  year. 
Somewhat  more  than  half  are  new  cases 
of  the  disease.  In  about  40  percent  of 
these,  the  cancer  has  been  discovered  at  an 
early  stage,  while  it  is  still  localized  and 
cure  is  likely. 

The  lungs  are  by  far  the  most  frequent 
location  of  cancers  among  newly  diagnosed 
VA  patients,  the  skin  is  second,  and  the 
prostate  gland  is  third. 

These  are  a few  of  the  cancer  facts  just 
becoming  available  from  the  VA  Central 
Cancer  Registry,  which  is  the  first  na- 
tionwide registration  of  cancer  patients 
designed  to  obtain  epidemiological  and 
survivorship  information  over  a period  of 
at  least  five  years. 

Eventually,  the  registry  will  show  the 
results  of  different  kinds  of  treatment  and 
thus  will  be  of  much  value  in  selection  of 
the  most  promising  treatments  for  wider 
use  and  further  development.  The  infor- 
mation also  will  provide  the  basis  for  stud- 
ies of  rare  forms  of  cancer  about  which 
little  is  known  at  present. 

Of  the  VA’s  170  hospitals,  124  are  re- 
porting on  all  their  cancer  patients  and 
the  others  are  reporting  a 20  percent  sam- 
ple. On  this  basis  the  170  hospitals 
reported  26,245  cases  of  cancer  during 
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1958.  VA  statisticians  estimate  the  num- 
ber would  have  been  about  32,000  if  all 
the  hospitals  had  reported  all  their  cancer 
cases.  Surgery  was  the  most  frequently 
used  treatment  for  these  patients.  Radia- 
tion was  often  the  form  of  therapy  for 
cancers  in  selected  areas  of  the  tongue, 
pharynx,  esophagus,  and  respiratory  sys- 
tem. Chemotherapy  was  most  often  given 
for  palliation  to  patients  with  malignan- 
cies of  the  small  intestine,  respiratory  sys- 
tem and  lymphatic  and  blood-forming 
tissues.  Hormone  therapy  was  given  to 
patients  with  cancers  of  the  breast  and 
genital  organs. 

Regional  Seminar  Conducted 
In  Dumas  by  AAGP 

The  Arkansas  Academy  of  General 
Practice  arranged  a regional  postgraduate 
seminar  at  Dumas.  The  meeting  was  held 
in  the  Fellowship  Hall  of  the  Methodist 
Church  and  speakers  were  Dr.  Richard 
Ebert,  Professor  of  Medicine  at  the  Uni- 
versity Medical  Center,  Little  Rock,  and 
Dr.  Fred  Allison,  Chief  of  the  Infectious 
Disease  Service  at  the  University  of  Mis- 
sissippi Medical  Center,  Jackson. 

Paragould  has  first-rate  Hospital 

Paragould  and  Greene  County,  blessed 
with  a number  of  good  physicians  and  a 
first-rate  hospital  are  a great  deal  more 
fortunate  in  those  respects  than  many 
areas  of  the  world,  even  some  in  our  own 
country. 

The  local  telephone  directory  of  Par- 
gould  lists  13  physicians  and  this  means 
about  one  for  every  2,000  residents  in 
the  county.  Of  course,  in  the  eastern  part 
of  the  U.S.  the  ratio  of  doctors  to  patients 
is  around  900  to  1,  but  in  other  sections 
it  is  much  higher  than  the  ratio  at  Para- 
gould. It  reaches  an  almost  unbelievable 
figure  of  about  100,000  to  1 in  some  parts 
of  the  world.  There  are  towns  of  5,000  or 
more  population  within  a 100  mile  radius 
of  Paragould  who  have  only  one  or  two 
MD’s. 

On  top  of  that,  experts  predict  that  the 
shortage  of  doctors  in  this  country  will 
become  much  mox’e  severe  within  the  next 
few  years,  if  medical  school  enrollments 
do  not  increase  sharply. 

In  the  face  of  all  that,  why  should 
Paragould  be  so  “lucky”?  There  are  sev- 
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ral  reasons.  One  of  the  best  explanations 
as  one  local  physician  puts  it  is  the  Com- 
munity Methodist  Hospital.  Indications 
are  that  many  towns  similar  in  size  to 
Paragould  lack  the  hospital  facilities.  Why  ? 

Paragould  physicians  point  out  several 
very  good  reasons — one  being  the  interest 
of  the  community  in  its  hospital  facilities, 
as  evidenced  by  a large  and  active  hos- 
pital auxiliary  which  has  done  a great 
deal  toward  improving  the  hospital.  For 
the  past  11  years,  the  auxiliary  has 
worked  tirelessly  to  raise  money,  by 
whatever  means  possible  to  provide  hos- 
pital care  for  the  needy.  Originally,  their 
goal  was  to  get  the  Community  Hospital 
off  to  a good  start,  and  once  that  goal 
was  reached,  the  auxiliary  turned  to  help- 
ing charity  patients,  and  volunteers  still 
go  to  the  hospital  to  perform  many  thank- 
less jobs  which  would  otherwise  go  un- 
done or  become  drains  on  the  hospital’s 
finances. 

After  the  hospital  got  on  its  feet,  rigid 
standards  were  set  up  for  the  kind  of  work 
done.  Adherence  to  these  standards  has 
made  Community  Methodist  Hospital  one 
of  the  mere  40  accredited  hospitals  in  the 
state.  Many  more  than  that  number  have 
not  received  accreditation. 

Ten  local  physicians  make  up  the  ac- 
tive board  at  the  hospital,  with  specialists 
from  Jonesboro  and  Memphis  on  the  con- 
sulting staff.  As  an  example  of  the  care 
with  which  things  are  done  at  the  hos- 
pital, every  piece  of  tissue  removed  from 
a patient  is  sent  to  a pathologist  in  Mem- 
phis to  be  examined.  Another  example  is 
the  system  used  when  new  physicians  ask 
to  be  allowed  to  practice  there.  They  go 
through  a thorough  examination  by  the 
hospital  board,  then  are  put  on  a “limited 
privileges”  basis  for  a period  of  time,  dur- 
ing which  the  board  oversees  their  work. 
Then  they  are  passed  if  they  are  “up  to 
snuff.”  Too,  any  physician  who  is  guilty 
of  medical  misconduct  at  the  hospital  can 
be  dismissed  by  the  board  of  doctors  and 
the  hospital  board. 

Going  hand-in-hand  with  that  attitude 
of  protectiveness  toward  the  patient  is  an- 
other trait  which  prospective  new  doctors 
heartily  approve,  an  almost  complete  lack 
of  professional  jealousy  between  members 
of  the  medical  profession  in  Paragould. 

That,  and  an  open-minded  attitude  by 
hospital  officials,  helps  make  Paragould  a 


desirable  place  for  a medical  school  gradu- 
ate looking  for  a place  to  set  up  business. 
Of  course  thei'e  are  other  considerations — 
whether  or  not  there  are  enough  patients 
to  provide  a decent  living  for  the  new- 
comer, nearby  specialists  and  high-stand- 
ard facilities,  good  schools  and  abundant 
nearby  recreational  facilities  to  name  a 
few.  Things  were  not  always  so  good,  as 
the  older  medical  practitioners  can  well 
testify,  but  Paragould  and  Greene  County 
now  seem  indeed  to  be  “medically 
wealthy.” 

Medical  Exams  for  7th  Graders 

The  Pulaski  County  Medical  Society 
again  this  year  cooperated  with  the  Little 
Rock  public  schools  in  making  possible 
medical  examinations  for  all  seventh 
graders.  Each  year,  students  finishing 
the  sixth  grade,  are  given  examination 
forms  to  be  completed  by  their  family 
physician  prior  to  the  beginning  of  the 
fall  term  when  they  enter  the  seventh 
grade. 

Last  year,  330  out  of  a total  of  1,717 
seventh  graders  were  unable,  primarily 
because  of  financial  hardships,  to  have 
these  physicals  by  private  physicians. 
They  were  examined  at  school  clinics  by 
members  of  the  Pulaski  County  Medical 
Society  who  volunteered  to  provide  this 
service.  After  the  examinations  are  made, 
lists  are  compiled  by  the  school  nurse 
showing  the  physical  defects  discovered. 
These  lists  are  used  by  the  medical  so- 
ciety in  getting  corrections  for  defects  on 
those  who  are  medically  indigent.  The 
lists  are  made  available  to  the  classroom 
teachers  so  that  they  may  be  acquainted 
with  defects  or  abnormal  health  condi- 
tions which  would  help  in  understanding 
and  meeting  the  needs  of  the  individual 
student.  The  lists  are  confidential  for 
teachers  and  school  nurses. 

Dr.  G.  Max  Thorn,  Chairman  of  the 
Medical  Society  School  Health  Committee 
was  coordinator  for  this  service  this  year. 

Hospitals  Most  Frequently  Cited  a^s  Place 
of  Residency  Training  by  Full-Time  and 
Part-Time  Faculty  Members  in 
U.  S.  Medical  Schools 

This  year  we  published  a Datagram 
which  discussed  the  relative  standing  of 
medical  schools  as  teacher-training  insti- 
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tutions.  It  was  based  on  information  de- 
rived from  the  Faculty  Registry.  The  pre- 
sentation was  divided  into  two  parts — 
“Full-Time  Faculty  Members  by  School  of 
Graduation”  and  “Top  25  Schools  in  the 
Proportion  of  1934-58  Physician  Graduates 
Holding  Full-Time  Faculty  Appointments 
at  U.  S.  Medical  Schools.” 

This  particular  issue  of  Datagrams  stim- 
ulated unusual  interest  from  the  number  of 
requests  for  reprints  and  the  volume  of 
related  correspondence. 

In  this  issue  we  have  attempted  a simi- 
lar presentation  showing  in  rank  order  the 
proportion  of  U.  S.  hospitals  most  fre- 
quently cited  by  medical  school  faculty 
personnel  as  the  place  of  residency  training. 
Residencies  fulfilled  in  foreign  hospitals 
were  not  considered  in  the  computations. 

The  presentation  for  full-time  faculty 
members  is  shown  below  in  Figure  1. 

Among  the  full-time  physicians  listed  in 
the  Faculty  Registry,  approximately  7,000 
furnished  information  covering  residency. 
Of  these,  the  largest  proportion  cited  Johns 
Hopkins  as  the  place  of  residency  training. 
Three  percent  of  the  full-time  teachers  com- 
pleted a residency  in  this  hospital. 


Figure  1 


Listed  in  descending  order  according  to 
the  proportions  of  teaching  personnel  which 
cited  them  as  the  place  of  residency  are  the 
following  hospitals:  Presbyterian,  New 
York  City;  University,  Ann  Arbor,  Michi- 
gan; U.  of  Pennsylvania;  Massachusetts 
General ; U.  of  Minnesota,  Strong  Memorial, 
Rochester,  New  York;  etc.  About  41% 
of  all  full-time  faculty  members  reporting, 
completed  a residency  in  one  of  the  twenty- 
five  hospitals  listed  in  Figure  1. 

Similar  information  pertaining  to  part- 


time faculty  members  is  shown  in  Figure  2. 
Percentages  are  based  on  a total  of  more 
than  23,000  part-time  faculty  members  who 
furnished  information  covering  residency. 

Here,  Mayo  Foundation  was  the  most 
frequently  cited  as  the  place  of  residency 
training  of  the  part-time  faculty  members. 
Approximately  2%  of  the  part-time  teach- 
ers completed  their  residency  in  this  insti- 
tution. Other  hospitals  ranked  at  the  top 
of  the  list  are:  Bellevue-Columbia  (1st 
Medical  Division)  ; Los  Angeles  County ; 
Presbyterian,  New  York  City;  Johns  Hop- 
kins; Cook  County,  Chicago;  U.  of  Penn- 
sylvania ; Charity  Hospital,  La. ; Boston 
City  (Fifth  Surgical  Service)  ; etc.  Almost 
30%  of  the  part-time  faculty  held  resi- 
dencies in  the  twenty-five  hospitals  listed 
in  Figure  2. 

We  had  hoped  to  relate  the  number  of 
teaching  personnel  according  to  their  place 
of  residency  training  to  the  total  number  of 
residency  positions  filled  in  each  hospital 
over  a specific  twenty-five-year  period. 
This  would  have  lessened  somewhat  the  ad- 
vantage of  the  larger  and  older  hospitals 
in  rank  order  positions.  However,  it  was 
impossible  to  obtain  the  necessary  informa- 
tion to  complete  the  analysis. 

Figure  2 


Medical  Education  Making  Strides 

The  sharp  warnings  issued  by  well- 
known  medical  educators  that  we  must 
rapidly  increase  the  number  of  medical 
school  graduates  and  establish  at  least  20 
new  schools  in  order  to  produce  3,600  ad- 
ditional physicians  a year  by  1975  in 
order  to  maintain  the  present  physician- 
population  ratio,  are  beginning  to  yield 
some  tangible  results. 
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Rutgers  and  Brown  Universities  have 
announced  plans  are  underway  to  offer 
two-year  programs  in  the  basic  medical 
sciences. 

The  University  of  New  Mexico  is  fast 
making  strides  toward  starting  a two- 
year  program  in  the  basic  medical  sciences 
by  appointing  as  dean,  Dr.  Reginal  H. 
Fitz,  associate  dean  of  the  University  of 
Colorado  School  of  Medicine. 

San  Antonio,  Texas  won  a long-sought 
drive  to  locate  a medical  school  in  that 
city  recently  when  a deed  for  100  acres 
of  land  for  the  school  was  presented  to 
the  University  of  Texas.  Formal  cere- 
monies dedicating  the  grounds  to  the  con- 
struction of  a medical  center  were  held 
Aug.  19,  with  Dr.  Joseph  C.  Hinsey,  di- 
rector of  the  New  York-Cornell  Medical 
Center  being  one  of  the  principal  speakers. 
The  state  legislature  has  appropriated 
$1.85  million  to  begin  the  medical  school. 

While  states  such  as  Maine,  Massachu- 
setts, Michigan,  Minnesota,  Idaho,  Ohio, 
and  New  York  are  studying  the  possibili- 
ties of  establishing  new  medical  schools, 
the  Connecticut  Legislature  went  into  ac- 
tion by  appropriating  $2  million  to  help 
start  a new  medical-dental  school  to  be 
affiliated  with  the  University  of  Connec- 
ticut. This  amount,  coupled  with  a $1 
million  grant  from  the  Kellogg  Founda- 
tion, will  enable  the  university  to  actively 
start  work  on  the  four-year  medical 
school. 

The  University  of  Arizona  has  been  se- 
lected by  the  Board  of  Regents  as  a medi- 
cal school  site,  “if  and  when  funds  are 
available.” 

Latest  reports  from  California  reveal 
that  the  Board  of  Regents  of  the  Univer- 
sity of  California  have  under  serious  con- 
sideration plans  for  a four-year  medical 
school  for  the  proposed  new  university 
campus  at  San  Diego. 

The  Month  in  Washington 

WASHINGTON  — The  Senate  and 
House  approved  a multi-million  dollar  ex- 
pansion of  federal  aid  to  community 
health  services. 

The  Senate  approved  it  by  routine  voice 
vote  a few  weeks  before  adjournment.  The 
House  earlier  had  approved  a slightly 
different  form  of  the  legislation.  No  dif- 
ficulty was  anticipated  in  adjusting  the 


differences  of  the  two  versions  so  that  it 
could  become  effective  at  an  early  date. 

Some  of  the  programs  covered  by  the 
legislation  were  of  special  importance  to 
the  aged  and  the  chronically  ill.  Key  pro- 
visions of  the  bill  would: 

— Raise  from  $30  to  $50  million,  for 
five  years  the  annual  authorization  for 
matching  grants  to  states  and  cities  for 
public  health  services  such  as  home  nurs- 
ing, home  health  care  and  a variety  of 
services  to  nursing  homes. 

— Establish  a five-year  $10  million-a- 
year  program  of  special  grants  to  non- 
profit groups  for  research  and  develop- 
ment aimed  at  improved  health  services 
given  outside  the  hospital. 

— Raise  from  $10  million  to  $20  mil- 
lion the  annual  authorization  for  con- 
struction of  public  and  non-profit  nursing 
homes. 

— Extend  loan  provisions  for  hospital 
construction  under  the  Hill-Burton  Act 
until  its  grant  program  expires  in  June 
1964. 

— Raise  from  $1.2  million  to  $10  million 
the  annual  ceiling  on  grants  for  hospital 
research  and  permit  grants  for  experi- 
mental or  demonstration  hospital  units. 

— Extend  for  three  years  the  matching 
grant  program  which  provides  federal 
help  for  construction  of  health  research 
facilities  and  authorize  $50  million  rather 
than  $30  million  a year. 

Influenza  Epidemic  Predicted 

Dr.  Luther  L.  Terry,  Surgeon  General 
of  the  U.S.  Public  Health  Service,  pre- 
dicted that  there  will  be  a new  influenza 
epidemic  in  the  United  States  this  fall 
and  winter. 

He  urged  immediate  vaccinations  for 
people  over  65,  pregnant  women  and  per- 
sons with  heart  diseases  and  other  chronic 
illnesses. 

“We  are  probably  due  for  some  Asian 
flu  outbreaks,  since  they  come  in  two  or 
three  year  cycles,”  Terry  said,  “and  we 
are  overdue  for  type  B flu  outbreaks 
which  come  in  four  to  six-year  cycles.” 

More  than  86,000  people  in  the  three 
most  susceptible  groups  died  from  influ- 
enza between  September  1957  and  March 
1960.  Asian  flu  has  been  dormant  in  this 
country  since  then.  It  has  been  more 
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than  six  years  since  type  B flu  has  been 
widespread. 

Both  types  of  flu  were  prevalent  in 
other  countries  in  1960-61,  especially  in 
England.  In  1951,  when  England  had  a 
similar  epidemic,  flu  reached  this  country 
the  following  year,  Terry  noted. 

The  U.S.  Public  Health  Service  is 
alerting  physicians,  state  health  officers 
and  welfare  agencies  to  include  flu  shots 
in  their  programs  of  public  assistance. 

Live  Virus  Polio  Vaccine  Licensed 

The  Type  I oral,  live  virus  polio  vac- 
cine developed  by  Dr.  Albert  Sabin  has 
been  licensed  by  the  U.S.  Public  Health 
Service  for  marketing  in  the  United 
States. 

However,  the  PHS,  the  American  Med- 
ical Association  and  others  urged  that  the 
widest  possible  use  still  be  made  of  the 
Salk  killed  vaccine.  The  principal  use  of 
the  newly  licensed  oral  vaccine  this  year 
will  be  against  epidemic  threats  of  Type 
I polio. 

The  license  for  manufacture  of  the  oral 
vaccine  was  granted  to  Pfizer,  Ltd., 
Sandwich,  England,  and  it  is  being  mar- 
keted in  this  country  by  Chas.  Pfizer  & 
Co.,  Inc.,  of  New  York. 

Dr.  Luther  L.  Terry,  Surgeon  General 
of  the  PHS,  said  he  expected  Type  H oral 
vaccine  to  be  licensed  soon  but  that  it 
would  be  several  months  before  Type  HI 
would  be  licensed. 

Pfizer  is  expected  to  have  more  than 
50  million  doses  of  the  Type  I oral  vac- 
cine available  for  use  by  next  spring  at 
the  start  of  the  1962  polio  season.  For 
an  epidemic  reserve,  the  PHS  ordered  at 
the  time  of  the  licensing  a total  of  900,- 
000  doses  of  the  Type  I vaccine  in  frozen 
form  at  a cost  of  $81,000. 

Information  on  the  terms  for  obtain- 
ing vaccine  from  this  epidemic  reserve 
was  sent  to  State  and  Territorial  Health 
Officers.  The  requirements  include: 

At  least  three  cases  of  Type  I polio  in 
the  community  within  a month,  of  which 
two  have  been  confirmed  to  be  Type  I by 
laboratory  analysis. 

Adequate  community  organization  and 
medical  leadership  to  insure  rapid  and 
complete  coverage  of  the  population 
under  50. 
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Agreement  to  make  the  vaccine  avail- 
able without  charge  to  persons  under  50. 

All  local  requests  must  be  channeled 
through  State  Health  departments. 

Of  the  three  types  of  polio  virus.  Type 
I has  been  responsible  in  recent  years  for 
between  60  and  70  percent  of  all  paralytic 
polio  in  this  country,  PHS  said.  How- 
ever, a sampling  of  virus  isolated  from 
paralytic  cases  this  year  suggests  that 
Type  HI  may  be  increasing  in  relative  im- 
portance as  a cause  of  paralytic  disease. 

Dr.  Terry  attributed  “the  progressive 
decline  in  polio  since  1955”  to  the  Salk 
vaccine.  He  said  that  through  Aug.  5 only 
234  paralytic  cases  had  been  reported  this 
year,  as  compared  “with  13,850  for  the 
polio  season  of  1955,  the  first  year  in 
which  the  Salk  vaccine  became  available 
in  limited  quantities.” 

The  A.M.A.  said  the  licensing  of  the 
live  virus  vaccine  marked  “another  step 
forward”  in  the  fight  against  polio.  The 
Association  predicted  the  new  vaccine 
would  be  ‘a  valuable  weapon  against  epi- 
demics of  Type  I polio.”  However,  the 
A.M.A.  again  urged  that  everyone  com- 
plete a series  of  Salk  shots. 

“Until  such  time  as  oral  vaccines 
against  all  three  types  are  available,  the 
Salk  vaccine  remains  the  only  protection 
available  against  all  types  of  pai’alytic 
polio,”  the  A.M.A.  said. 

AMA  View  on  Voluntary  Health 
Agencies  Discussed 

The  attitude  of  the  American  Medical 
Association  toward  voluntary  health 
agencies  was  discussed  by  one  of  the 
AMA’s  officers  at  a 13-state  meeting  in 
Little  Rock.  Dr.  Raymond  M.  McKeown 
of  Coos  Bay,  Oregon,  — Secretary-Treas- 
urer of  the  national  physicians’  organiza- 
tion spoke  before  about  400  delegates  at- 
tending a joint  meeting  of  the  Southern 
Tuberculosis  Conference  and  the  South- 
ern Thoracic  Society. 

This  is  the  second  time  in  the  47  years 
of  the  joint  meetings  that  the  delegates 
have  come  to  Arkansas.  Robert  H. 
Schnee  of  Little  Rock,  executive  director 
of  the  Arkansas  Tuberculosis  Association 
was  the  Conference  program  chairman. 
Judge  Ernest  E.  Mason  of  Pensacola, 
Fla.  is  president  of  the  Conference. 

After  the  general  meetings,  the  dele- 
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gates  divided  into  discussion  groups  to 
discuss  topics  of  special  interest.  A 
highlight  of  the  conference  was  a show- 
ing of  the  National  Tuberculosis  Associ- 
ation’s new  film,  “Merry-Go-Round.” 

Medico-Legal  Questions 

It  has  been  suggested  that  the  Journal 
inaugurate  a section  devoted  to  medico- 
legal questions  and  answers.  Mr.  Eu- 
gene Warren,  as  counsel  for  the  Arkansas 
Medical  Society,  has  agreed  to  answer 
inquiries  from  the  medical  profession  in- 
volving medico-legal  problems.  Questions 
may  be  addressed  to  the  Journal  for  in- 
clusion in  this  section.  If  you  desire  to 
address  your  question  directly  to  Mr. 
Warren,  please  specify  that  it  is  to  be 
answered  in  the  journal. 

Radioactive  Fallout  Due  to  Russian 
Nuclear  Testing 

Evidence  that  radioactive  fallout  from 
the  Russian  resumption  of  nuclear  weap- 
ons testing  is  falling  on  the  United 
States  was  announced  by  Secretary  Ab- 
raham Ribicoff  of  Health,  Education,  and 
Welfare. 

The  Public  Health  Service  Arctic 
Health  Research  Center  at  Anchorage, 
Alaska,  reported  that  preliminary  anal- 
ysis of  air  samples  taken  Tuesday,  Sep- 
tember 5,  showed  a radiation  level  of  7 
micromicrocuries  per  cubic  meter  of  air, 
35  times  the  average  daily  levels  of  .2 
micromicrocuries  during  August,  said 
Secretary  Ribicoff. 

Dr.  Luther  L.  Terry,  Surgeon  General 
of  the  Public  Health  Service,  said  that 
no  immediate  health  danger  exists  in  the 
increased  fallout.  He  also  said  that, 
while  he  has  no  question  of  the  fact  that 
the  sample  shows  fallout  from  Russian 
weapons  testing,  as  a matter  of  scientific 
practice  the  analysis  will  be  rechecked. 

Dr.  Terry  pointed  out  that  the  7 mi- 
cromicrocurie level  reflected  in  the  read- 
ing from  the  Alaskan  test  station  is  well 
below  human  tolerance  levels,  and  con- 
siderably lower  than  levels  reported  from 
Alaska  on  numerous  occasions  prior  to 
the  test  moratorium  in  the  fall  of  1958. 

The  Surgeon  General  also  said  that  the 
Public  Health  Service  has  tightened  all 
of  its  radiation  surveillance,  but  a com- 
plete picture  of  the  effect  of  the  Russian 


testing  will  not  be  done  for  several 
months. 

The  45  radiation  stations  that  sample 
air  and  rain  or  snow  (first  indicators  of 
fallout)  have  been  put  on  around-the- 
clock  monitoring  duty  and  asked  to  re- 
port within  three  hours  any  sample  that 
shows  a ten-fold  increase  above  average 
radiation  levels.  In  ordinary  practice,  air 
and  rain  is  monitored  on  an  8-hour,  5-day- 
a-week  basis. 

The  60  milk  sampling  stations  have  also 
been  alerted  to  report  any  change  in  the 
iodine-131  content  of  milk.  The  first  in- 
dication that  Americans  may  be  absorb- 
ing more  radiation  because  of  the  Rus- 
sian weapons  testing  program  is  expected 
to  show  up  in  higher  amounts  of  radio- 
active iodine. 

The  90  water  sampling  stations  have 
been  ordered  to  make  radiation  analyses 
of  water  samples  on  a weekly  rather 
than,  as  previously,  monthly  basis. 

Secretary  Ribicoff  said  that  tests  show 
that  the  Russian  resumption  of  atmos- 
pheric tests  comes  at  a time  when  the 
test  network  has  found  radiation  levels 
continuing  to  decline  in  water,  air,  milk, 
and  other  foods. 

Mr.  Ribicoff  mentioned  the  following 
data  on  low,  peak,  and  current  radiation 
levels : 

Milk 

Milk  has  been  measured  for  radioac- 
tivity longer  than  any  other  product  and 
therefore  shows  most  clearly  the  effects 
of  fallout.  Data  from  the  first  12  raw 
milk  sampling  stations  established  in  1957 
(there  are  now  60)  averaged  9 micro- 
microcuries of  strontium-90  per  liter  of 
milk  in  1958,  went  up  to  13  in  1959,  and 
was  back  to  9 in  the  first  quarter  of 
1961.  Iodine-131  in  milk  averaged  a high 
of  300  micromicrocuries  per  liter  in  late 
1957,  went  down  to  40  by  the  end  of  1958, 
and  in  the  first  quarter  of  1961  was  below 
accurate  measurement  levels,  i.e.,  less 
than  10  micromicrocuries  per  liter. 
Wheat 

The  strontium-90  count  from  the  1958 
wheat  crop  from  nine  wheat  producing 
States  averaged  62  micromicrocuries  per 
kilogram.  Analyses  of  the  1960  wheat 
crop  showed  the  average  level  had  gone 
down  to  25  micromicrocuries  per  kilogram. 
Air 

Levels  of  gross  beta  radioactivity  in  air 
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decreased  from  an  average  of  12  micro- 
microcuries per  cubic  meter  of  air  in  No- 
vember 1958  to  a level  of  less  than  0.1 
micromicrocuries  per  cubic  meter  in  May 
1961.  These  data  show  the  national  av- 
erage based  on  collections  from  47  air 
sampling  stations  located  in  all  parts  of 
the  country. 

Water 

For  the  last  three  years  radioactivity 
levels  in  streams  have  been  falling 
steadily.  The  maximum  level  of  gross 
beta  activity  found  in  1957-58  was  1334 
micromicrocuries  per  liter  while  the  high- 
est found  during  the  past  year  in  streams 
not  affected  by  uranium  mining  or  pro- 
duction was  451.  The  latest  reports  in- 
clude data  collected  from  about  90  stream 
sampling  stations  throughout  the  United 
States. 

“The  primary  usefulness  of  the  field 
estimates  of  radioactivity  in  air  is  the 
early  warning  they  can  provide  of  pos- 
sibly significant  changes.  When  estimates 
reported  by  field  stations  are  less  than 
10  micromicrocuries  per  cubic  meter  of 
air  immediately  following  nuclear  detona- 
tions they  are  not  considered  significant. 
However,  when  changes  of  10  or  more 
micromicrocuries  are  reported  these  are 
considered  sufficiently  large  and  accurate 
to  warrant  further  study  of  the  data  and 
their  possible  significance.” 

“The  people  of  the  United  States  and 
the  world  should  realize  the  magnitude  of 
the  action  taken  by  the  Soviet  govern- 
ment in  ending  the  moratorium  on  nu- 
clear bomb  tests,”  said  Secretary  Ribi- 
coff.  “If  the  Soviet  Union  continues  at- 
mospheric tests,  it  is  clear  that  the  down- 
ward trend  of  the  past  three  years  will 
be  reversed.  Then  this  Nation  and  people 
throughout  the  world  will  again  face  the 
threat  of  radiation  damage  in  the  air 
we  breathe,  the  water  we  drink,  and  the 
food  we  eat.” 


ANNOUNCEMENTS 


“American  College  of  Allergists  Gradu- 
ate Instructional  Course  and  Eighteenth 
Annual  Congress,  April  1-6,  1962,  Hotel 
Radisson,  Minneapolis,  Minnesota.  For 
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further  information,  write  to:  John  D. 
Gillaspie,  M.D.,  Treasurer,  2141  14th 
Street,  Boulder,  Colorado.” 

Dr.  Luther  L.  Terry,  Surgeon  General 
of  the  Public  Health  Service,  announced 
that  a contract  has  been  signed  with  the 
General  Electric  Company  for  the  devel- 
opment of  an  electronic  information  stor- 
age and  retrieval  system  at  the  National 
Library  of  Medicine,  to  be  known  as 
MEDLARS  (Medical  Literature  Analysis 
and  Retrieval  System.) 

The  new  computer-based  system  will 
enable  the  National  Library  of  Medicine 
to  broaden  and  accelerate  its  services  to 
medical  education,  research  and  practice. 
The  Library,  which  this  year  observed  its 
125th  anniversary,  is  responsible  for  ac- 
quiring, indexing,  storing  and  disseminat- 
ing world  literature  relating  to  the  medi- 
cal sciences,  and  constitutes  the  largest 
collection  of  scientific  medical  literature 
in  the  world. 


©bttuarij 


Dr.  Frank  Gordon,  82,  manager  of  VA 
Hospital  from  its  opening  in  1934  until 
his  retirement  in  1949,  died  at  a local 
hospital  in  Fayetteville  following  a brief 
illness.  Dr.  Gordon  was  born  April  12, 
1879  at  Savannah,  Ga.,  the  son  of  Edward 
C.  and  Mary  Bell  Gordon.  He  was  gradu- 
ated from  Westminster  College  at  Fulton, 
Mo.,  and  Washington  University  Medical 
School  at  St.  Louis.  He  was  a member  of 
the  American  Medical  Association  and  a 
Fellow  of  the  College  of  Physicians,  a 
member  of  F.  and  A.M.  and  the  Valley  of 
Fort  Smith  Consistory.  Dr.  Gordon  moved 
to  Fayetteville  from  Dayton,  Ohio  27 
years  ago  when  he  became  manager  of 
the  hospital.  He  was  a member  of  the 
Presbyterian  Church  where  he  had  served 
as  elder  for  many  years.  A veteran  of 
World  War  I,  he  served  as  Major  with 
the  358  F.A.  Hospital  with  the  90th  Di- 
vision. He  was  married  to  Louise  Eise- 
man  June  8,  1925  at  St.  Louis  Missouri. 
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PERSONAL  AND  NEWS  ITEMS 


Dr.  Miller’s  Crusade 

An  Arkansas  doctor,  who  once  served 
as  a medical  missionary  in  the  Far  East 
and  in  recent  years  has  made  two  visits 
to  the  primitive  San  Bias  Indians  in  the 
Republic  of  Panama  is  starting  a cru- 
sade. 

Dr.  John  H.  Miller  of  Camden  wants 
his  fellow  physicians  to  devote  a period  of 
time  helping  peoples  of  underdeveloped 
countries.  He  will  make  his  first  talk  on 
the  subject  when  he  addresses  the  Ouach- 
ita County  Medical  Society. 

Dr.  Miller  and  Dr.  James  Sawyer  of 
Benton,  a dentist,  spent  two  weeks  doing 
medical  missionary  work  among  the  San 
Bias  in  a reservation  area  time  almost 
forgot.  They  went  to  Panama  under  the 
auspices  of  the  Brotherhood  Commission 
and  Home  Mission  Board  of  the  Southern 
Baptist  Convention.  They  made  a similar 
visit  there  in  1959.  Both  took  time  off 
from  their  practice— and  it  will  probably 
stand  as  their  vacation  period.  Dr.  Miller 
feels  that  such  medical  missions  can  win 
friends  for  the  U.S.  in  underdeveloped 
places. 

“We  are  trying  to  get  together  a com- 
pilation of  different  agencies  which  are 
encouraging  medical  doctors  to  take  part 
in  similar  ventures,”  he  declared.  “The 
American  Medical  Association  has  its  own 
plans,  such  as  the  ship  Hope.” 

“We  have  had  a great  deal  of  response, 
especially  from  doctors  in  Little  Rock, 
who  are  eager  to  engage  in  periods  of 
medical  services  in  underdeveloped  areas 
of  the  world.  We  feel  there  is  a definite 
contribution  to  be  made  by  Americans  in 
this  field — a field  easily  understood  by 
people  of  other  nations.” 

Dr.  Miller  said,  “We  are  doing  what 
we  can  in  a general  kind  of  way  to  en- 
courage doctors  to  engage  in  this  kind 
of  work.  We  feel  that  we  can  get  Arkan- 
sas medical  men  to  realize  what  they 
can  do.” 

Old  Doctor’s  Ledger  Was  Interesting 

Earl  Moore  of  Mena  brought  to  the 
Evening  Star  an  interesting  ledger  which 


showed  the  receipts  of  Dr.  Young  Mc- 
Kinney, who  practiced  medicine  in  Scott 
county,  the  first  entry  in  the  ledger  being 
July,  1853. 

The  charges  showed  $2.00  for  calls  at 
the  residences  of  patients,  in  some  cases 
this  meaning  miles  of  travel.  Most  of  the 
medicines  prescribed  by  the  doctor  were 
compounded  by  him  and  $2.00  seems  to 
be  the  general  charge  for  medicine. 

In  payments,  many  entries  show  the 
doctor  received  tobacco,  sorghum,  corn 
and  other  farm  products.  Credit  was 
given  for  “33  V2  tubs  of  corn”  for  one 
patient  at  50  cents  per  bushel.  Another 
delivered  15  pounds  of  bacon  and  was 
credited  with  $1.20.  Still  another  entry 
shows  “one  quart  of  whiskey,  20  cents.” 
(This  doubtless  was  also  a “farm  prod- 
uct.)” One  woman  was  credited  with 
“one  day’s  washing,  40  cents.” 

Mr.  Moore  bought  an  old  house,  and 
then  found  the  ledger.  The  pages  of  the 
ledger  are  quite  yellow,  but  the  first 
handwriting  of  the  doctor  is  legible.  Dr. 
McKinney  was  also  an  ordained  Primitive 
Baptist  minister,  and  his  records  show 
marriages  he  performed,  along  with 
births  at  which  he  officiated. 

Dr.  Ben  Saltzman  Honored  at  Banquet 

Dr.  Ben  N.  Saltzman  of  Mountain  Home 
received  a resounding  tribute  at  a ban- 
quet attended  by  about  150  Rotarians  and 
their  wives  and  guests.  The  event,  held 
in  the  dining  room  of  the  new  Elks 
Lodge  building,  honored  him  for  his  re- 
cent election  as  an  international  director 
of  Rotary  and  his  service  to  the 
community  during  the  past  15  years. 

Dr.  Saltzman  was  presented  by  the  local 
Rotary  with  a large,  gold-plated  plaque 
containing  his  etched  picture  and  a rec- 
ord of  his  election  to  the  international 
post.  The  plaque  was  created  by  George 
E.  Fisher  of  Little  Rock.  On  receiving 
the  plaque  Dr.  Saltzman  said,  “It  is  really 
the  greatest  moment  of  my  life.” 

i ' i J 

Dr.  Crandall  Received  Honor  at  Memphis 

Dr.  Matthew  C.  Crandall  of  Wilmot, 

Arkansas,  who  received  his  Doctor  of 
Medicine  degree  in  1911,  was  one  of  49 
physicians  who  were  honored  by  the  Uni- 
versity of  Tennessee  Medical  Units  at  the 
Municipal  Auditorium  in  Memphis.  The 
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University  recognized  the  services  which 
Dr.  Crandall  had  rendered  to  his  com- 
munity during  the  half-century  since  his 
graduation.  The  physician  was  presented 
with  a Golden  “T”  certificate  at  the  com- 
mencement exercises.  A bus  tour  of  down- 
town Memphis,  with  emphasis  on  the 
Medical  Center,  and  a luncheon  honoring 
the  group  preceded  the  ceremony. 

Dr.  John  Boyce  Joins  Mock  Clinic  Staff 
Dr,  John  M,  Boyce  has  joined  the  staff 
at  Mock  Clinic  and  is  at  home  on  North 
Graham  Street,  Prairie  Grove.  Dr.  Boyce, 
a native  of  Arkansas  is  a graduate  of  the 
Arkansas  School  of  Medicine  in  Little 
Rock.  He  spent  one  year  residency  in 
Shreveport  General  Charity  Hospital  and 
one  year  as  resident  physician  in  the  La- 
fayette Charity  Hospital,  Lafayette,  La. 
He  is  a veteran  of  two  years  in  the  Air 
Force,  one  year  of  which  was  in  the  Phil- 
ippines in  the  Army  General  Hospital. 


Proceedings  of  Societies 


Contributors  to  the  American  Medical 
Education  Foundation  from  the  State  of 
Arkansas  during  June  and  July  1961: 

Dr.  Lloyd  Barta,  Fort  Smith  $ 25.00 


Dr.  Jean  C.  Gladden,  Harrison  50.00 
Dr.  Joseph  A.  Norton,  Little 

Rock  25.00 

Dr.  Arthur  P.  Allison,  Little 

Rock  2.00 

Dr.  George  C.  Burton, 

El  Dorado  5.00 

Dr.  Alan  G.  Cazort,  Little  Rock  6.25 
Dr.  Eldon  Caffery,  Jonesboro  50.00 

Dr.  Edward  M.  Cooper, 

Jonesboro  25.00 

Dr.  John  W.  Dodson,  Jr., 

Hot  Springs  10.00 

Dr.  Thomas  M.  Durham,  Jr., 

Hot  Springs  25.00 

Dr.  Guy  R.  Farris,  Little  Rock  25.00 
Mrs.  Guy  R.  Farris,  Little  Rock  10.00 
Dr.  Alfred  H.  Hathcock, 

Batesville  10.00 

Dr.  Bill  Hefley,  Little  Rock  6.25 

Dr.  C.  L.  Hyatt,  Monticello  25.00 

Dr.  Bryant  W.  Jones, 

Little  Rock  10.00 


Dr.  Morris  A.  Jackson, 


Little  Rock 

10.00 

Dr.  Thomas  G.  Johnston, 

Little  Rock 

6.25 

Mrs.  C.  C.  Long,  Ozark 

2.50 

Dr.  Willie  J.  Lee,  Stamps 

10.00 

Dr.  Porter  R.  Rodgers,  Searcy 

25.00 

Dr.  Purcell  Smith,  Jr., 

Little  Rock 

6.25 

Dr.  Robert  J.  Thompson, 

Fort  Smith 

10.00 

Dr.  Ernest  L.  Wilbur, 

Little  Rock 

25.00 

Dr.  Joseph  P.  Ward 

Little  Rock 

10.00 

$414.50 

Doctors  Go  Fishing 

The  Craighead-Poinsett  Medical  Soci- 
ety has  resumed  activities  after  disband- 
ing for  the  Summer  Months.  To  open 
their  activities,  they  had  the  following 
program  at  the  Jonesboro  Country  Club. 
“Movies  of  a Recent  Fishing  Trip  in 
Canada”  by  Drs.  Joseph  Ledbetter,  Paul 
Ledbetter,  and  Horace  C.  Barnett  all  of 
Jonesboro.  A Canadian  Trout  Fish  Din- 
ner was  furnished  by  the  Doctors.  Need- 
less to  say,  the  meeting  was  enjoyed 
by  all. 

Medical  Assistants  Hold  Meeting 

The  House  of  Delegates  of  the  Arkan- 
sas State  Medical  Assistants  Society  met 
at  the  Hotel  Lafayette  in  Little  Rock. 
Delegates  and  members  of  the  following 
counties  attended : Ashley,  Garland-Clark, 
Jefferson,  Miller-Bowie,  Ouachita,  Sebas- 
tian, Union,  Washington,  Pulaski,  and  the 
newest  society,  Jackson.  Delegates-at- 
large  from  some  of  the  counties  which  do 
not  have  organized  societies  were  also  at 
the  meeting. 

The  meeting  convened  at  10:00  a.m.; 
after  the  devotional.  Dr.  Ellery  C.  Gay 
discussed  “Different  Phases  of  Plastic 
Surgery.”  Luncheon  was  served  at  noon, 
after  which  the  House  of  Delegates  was 
called  to  order  by  the  president,  Mrs. 
Katherine  Spraggins  of  Little  Rock. 

Standards  of  Practice  Governing  the 
Relationship  Between  Lawyers  and 
Physicians 

PREAMBLE 

Realizing  that  a substantial  part  of  the 
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practice  of  law  and  medicine  is  con- 
cerned with  the  problems  of  persons  who 
are  in  need  of  the  combined  services  of  a 
lawyer,  physician  and  hospital;  and  that 
the  public  interest  and  individual  prob- 
lems in  these  circumstances  are  best 
served  by  the  cooperative  efforts  of  all 
concerned;  we,  the  members  of  the  Ar- 
kansas Bar  Association  and  the  Arkansas 
Medical  Society,  do  adopt  and  recom- 
mend the  following  declaration  of  prin- 
ciples as  standards  of  proper  conduct  for 
lawyers,  physicians  and  others  concerned, 
subject  always  to  rules  of  law  and  stand- 
ards of  legal  and  medical  ethics  prescribed 
for  their  individual  conduct. 

A.  WITH  RESPECT  TO  REPORTS  TO 
BE  FURNISHED. 

1.  Where  a report  is  requested  by  the 
patient’s  attorney,  supported  by  proper 
written  authorization  from  the  patient, 
and  where  the  report  is  to  be  based  on 
information  which  the  physician  can  ob- 
tain from  his  own  office  records,  he  should 
furnish  a report  with  or  without  reason- 
able charge  at  the  discretion  of  the  par- 
ties involved.  And  similarly,  where  the 
requested  report  would  require  an  addi- 
tional examination  of  the  patient,  or  would 
require  that  the  physician  check  hospital 
records,  a charge  should  be  made  in  an 
amount  to  be  agreed  upon  between  the 
physician  and  the  patient. 

2.  Where  the  report  is  requested  by 
someone  other  than  the  plaintiff,  or  the 
plaintiff’s  attorney,  the  physician  should 
insist  upon  proper  authorization  from  the 
patient  before  giving  the  information  or 
the  report,  and  his  charge  for  such  report 
should  be  in  an  amount  to  be  agreed 
upon  between  him  and  the  person  seeking 
that  report. 

3.  When  a report  is  requested,  the 
lawyer  should  make  clear  in  his  written 
request  for  a report  the  specific  condi- 
tion about  which  he  seeks  information, 
and  should  likewise  indicate  whether  or 
not  he  is  asking  for  a prognosis.  The 
physician,  upon  receipt  of  such  request, 
should  answer  such  request  and  furnish 
such  report  promptly. 

B.  WITH  RESPECT  TO  PHYSICIAN 
BEING  CALLED  TO  TESTIFY  OR  TO 
RENDER  A DEPOSITION  AS 
WITNESSES. 

1.  The  relation  between  a lawyer  and 


a physician  should  be  based  upon  mutual 
courtesy  and  understanding.  A physician 
should  understand  that  medical  testimony 
is  frequently  indispensable  to  prove  or 
disprove  the  nature  and  extent  of  in- 
juries. Therefore,  where  he  undertakes  to 
treat  a person  who  has  been  injured,  he 
has  an  incidental  responsibility  to  coop- 
erate with  the  patient  and  his  attorney  if 
litigation  ensues  for  recovery  of  damages 
for  the  injuries  so  sustained. 

2.  It  is  understood  that  the  fee 
charged  by  the  physician  for  his  medical 
services  does  not  take  into  account  any 
further  time  or  effort  on  his  part  in  the 
event  of  such  litigation,  and  therefore 
these  standards  recognize  that  it  is  right 
and  proper  that  the  physician  should  be 
further  compensated  for  any  additional 
time  or  effort  expended  by  him  in  such 
litigation. 

3.  A physician  should  attend  court  at 
the  time  appointed.  The  lawyer  should 
appreciate,  however,  that  a physician  has 
continuing  and  often  unpredictable  re- 
sponsibilities to  his  patients.  In  so  far  as 
he  is  able,  the  lawyer  should  make  ar- 
rangements to  permit  the  physician  to 
testify  with  a minimum  of  inconvenience 
and  delay  to  him. 

4.  It  is  recognized  that  in  most  in- 
stances it  is  proper  that  a conference 
should  be  held  between  the  physician  and 
lawyer  proposing  to  call  him  as  a witness, 
at  some  mutually  convenient  time  before 
he  is  to  testify. 

5.  No  physician  should  be  subpoenaed 
as  a witness  to  testify  in  any  case  without 
prior  conference  with  the  lawyer  calling 
him,  concerning  the  matters  as  to  which 
he  is  to  be  interrogated,  unless  both  the 
physician  and  the  lawyer  agree  that  such 
conference  is  unnecessary. 

6.  It  is  recognized  that  whether  a 
consultation  fee  is  to  be  charged  to  the 
patient  for  such  conference,  and  if  so,  the 
amount  of  such  fee,  should  in  all  cases, 
depend  upon  the  circumstances  pertaining 
to  each  case,  including  the  physician’s 
time  required  in  such  conference,  the  ex- 
tent of  his  previous  services  for  the  pa- 
tient, and  the  ability  of  the  patient  to  pay 
for  such  services.  Therefore,  the  amount 
of  the  fee,  if  any,  should  be  a matter  of 
agreement  between  the  physician,  lawyer 
and  patient. 
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7.  It  is  recognized  that,  although  ev- 
ery reasonable  effort  should  be  made  to 
minimize  the  inconvenience  to  the  physi- 
cian witness,  the  dispatch  of  the  duties  of 
the  courts  cannot  be  governed  by  the  con- 
venience of  litigants,  lawyers  or  wit- 
nesses, who  ever  they  may  be. 

8.  In  so  far  as  it  is  in  their  power  to 
do  so,  however,  lawyers  should  make  such 
advance  arrangements  for  the  attendance 
of  physicians  as  witnesses,  as  will  have  due 
regard  for  the  professional  demands  upon 
the  physician’s  time,  including  preparation 
of  medical  evidence.  Such  advance  arrange- 
ments contemplate  some  reasonable  notice 
to  the  physician  of  the  intention  to  call  him 
as  a witness,  prior  to  the  issuance  of  the 
subpoena  and  calling  him  by  phone  after  the 
trial  has  commenced  and  advising  him  of 
the  approximate  time  when  he  will  be  called 
to  testify. 

9.  When  a physician  is  called  to  tes- 
tify as  a witness  for  his  patient,  the 
charge,  if  any,  to  be  made  to  such  pa- 
tient, shall  be  the  equivalent  of  what  the 
charge  would  be  to  such  patient  for  the 
same  amount  of  time  and  skill  for  pro- 
fessional service. 

10.  When  a physician  is  called  to  tes- 
tify as  an  expert  witness,  he  shall  be  paid 
such  fee  as  is  agreed  upon  with  the  law- 
yer representing  the  party  calling  him. 

11.  No  arrangement  shall  be  made 
whereby  the  amount  of  the  physician’s 
charge  for  his  time  as  a witness  shall  be 
determined  by  the  amount  of  the  recovery 
by  the  patient  in  the  litigation.  Nothing 
herein  is  intended  to  alter  the  rules  of 
law  with  reference  to  attendance  of  wit- 
nesses and  fees  for  their  attendance,  nor 
the  law  with  reference  to  privileged  com- 
munication. 

12.  The  relationship  between  lawyer 
and  a physician  should  be  based  upon  mu- 
tual courtesy  and  understanding ; they 
should  conduct  themselves  towards  one 
another  in  the  courtroom  with  dignity  and 
respect. 

13.  Consideration  and  Disposition  of 
Complaints.  The  public  airing  of  any, 
complaint  or  criticism  by  a member  of  one 
profession  against  the  other  profession  or 
any  of  its  members  is  to  be  deplored. 
Such  complaints  or  criticism,  including 
complaints  of  the  violation  of  the  prin- 
ciples of  this  Code,  should  be  referred  by 
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the  complaining  doctor  or  lawyer  through 
his  own  association  to  the  appropriate  as- 
sociation of  the  other  profession;  and  all 
such  complaints  or  criticism  should  be 
promptly  and  adequately  processed  by  the 
association  receiving  them. 

14.  The  physician  should  testify  solely 
as  to  the  medical  facts  in  the  case  and 
should  frankly  state  his  medical  opinion. 
The  role  of  the  physician  witness  is  to 
interpret  medical  facts  in  lay  terms  to 
the  judge  and  jury  without  regard  to  what 
legal  conclusions  may  be  drawn  from  such 
testimony.  He  should  never  be  an  advo- 
cate and  should  realize  that  his  testi- 
mony is  intended  to  enlighten  rather 
than  to  impress  or  prejudice  the  court  or 
jury. 

15.  Established  rules  of  evidence  af- 
ford ample  opportunity  to  test  the  quali- 
fications, competence,  or  credibility  of  a 
medical  witness ; it  is  always  improper 
and  unnecessary  to  embarrass  or  harass  a 
medical  witness  without  just  cause. 

C.  WITH  RESPECT  TO  PHYSICIAN’S 
FEES  AND  SERVICES. 

1.  It  is  fully  understood  that  under  no 
circumstances  should  the  physician’s 
charges,  or  his  fees  as  a witness,  be  con- 
tingent upon  the  success  of  the  patient’s 
litigation. 

2.  When  the  physician  has  not  been 
fully  paid  by  the  patient,  either  for  his 
regular  professional  services  or  for  his 
time  as  a witness,  or  both,  the  lawyer 
shall  request  permission  of  the  patient  to 
pay  the  physician  for  such  services,  out  of 
any  recovery  of  money  which  the  lawyer 
may  receive  on  behalf  of  such  patient. 


New  Members  . . . 


Dr.  E.  H.  Harper  is  a new  member  of 
the  Conway  County  Medical  Society.  He 
is  a native  of  Little  Rock,  Arkansas,  and 
received  his  preliminary  education  at 
University  of  Arkansas.  His  M.D.  degree 
was  received  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1960.  Dr. 
Harper  has  his  office  at  309  South  Mor- 
rill Street,  Morrilton,  Arkansas. 

A new  member  of  the  Pulaski  County 
Medical  Society  is  Dr.  Dana  M.  Street. 
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He  is  a native  of  New  York,  New  York, 
and  received  his  preliminary  education  at 
Haverford  College  at  Haverford,  Pennsyl- 
vania, from  which  he  received  a B.S.  de- 
gree. His  M.D.  degree  was  received  from 
Cornell  Medical  College  at  New  York.  Dr. 
Street  is  now  Professor  of  Orthopedic 
Surgery  at  the  University  of  Arkansas 
Medical  Center. 

Dr.  James  C.  Melby  is  a new  member 
of  the  Pulaski  County  Medical  Society.  Dr. 
Melby  received  his  preliminary  education 
at  the  University  of  Minnesota  at  Minne- 
apolis, Minnesota  from  which  he  received 
a B.S.  degree.  His  M.D.  degree  was  ob- 
tained from  the  University  of  Minnesota 
in  1953.  He  is  Associate  Professor  of 
Medicine  at  the  University  of  Arkansas 
Medical  Center. 

Dr.  Robert  S.  Abernathy  of  Little  Rock 
is  a new  member  of  the  Pulaski  County 
Medical  Society.  A native  of  Gastonia, 
North  Carolina,  Dr.  Abernathy  received 
his  preliminary  education  at  Davidson 
College,  Davidson,  North  Carolina  and 
Yale  University.  He  received  his  M.D. 
degree  from  Duke  University  at  Durham, 
North  Carolina  in  1949.  Dr.  Abernathy’s 
specialty  is  Internal  Medicine  and  he  is 
Associate  Professor  of  Medicine  at  the 
University  of  Arkansas  Medical  Center. 


Mahen  has  his  office  at  209  Spring, 
Fordyce,  Arkansas. 

Dr.  Don  Gene  Howard  of  Fordyce  is  a 
new  member  of  the  Dallas  County  Medi- 
cal Society.  A native  of  England,  Arkan- 
sas, Dr.  Howard  received  his  preliminary 
education  at  the  University  of  Arkansas. 
He  received  his  M.D.  degree  from  the  Uni- 
versity of  Arkansas  School  of  Medicine 
in  1960.  Dr.  Howard’s  office  is  located  at 
209  Spring  in  Fordyce,  Arkansas. 
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Southeast  Medical  Auxiliary 
Tours  Homes 

Members  of  the  Southeast  Arkansas 
Medical  Auxiliary  toured  the  homes  of 
Mrs.  Ralph  Rash,  Mrs.  S.  A.  Banks,  Mrs. 
Guy  Robinson,  Mrs.  W.  R.  Meador  and 
Mrs.  Bob  Stimson  in  Dumas.  The  mem- 
bers who  visited  were:  Mrs.  Rom  Hon- 
eycutt of  Little  Rock,  Mrs.  Guy  Robinson 
of  Dumas,  Mrs.  Fred  Allison  of  Jackson, 
Miss.,  Mrs.  J.  B.  Holder  of  Monticello, 
Mrs.  Ross  Maynard  of  Pine  Bluff,  Mrs. 
Bryan  Perry  of  Pine  Bluff  and  Mrs. 
Major  Smith  of  Dermott. 


Dr.  Stephen  B.  Finch  is  a new  member 
of  the  Pulaski  County  Medical  Society. 
Dr.  Finch  received  his  preliminary  educa- 
tion at  Hendrix  College  located  at  Con- 
way, Arkansas  from  which  he  received  a 
B.A.  degree.  His  M.D.  degree  was  ob- 
tained from  the  University  of  Arkansas 
in  1958.  Dr.  Finch’s  specialty  is  Psychi- 
atry and  he  is  a Resident  in  Psychiatry  at 
the  University  of  Arkansas  Medical 
Center. 

A new  member  of  the  Dallas  County 
Medical  Society  is  Dr.  Hugh  Scott  Mc- 
Mahen.  He  is  a native  of  Emerson,  Ar- 
kansas, and  received  his  preliminary 
education  at  Hendrix  College  located  at 
Conway,  Arkansas,  from  which  he  re- 
ceived a B.A.  degree.  His  M.D.  degree 
was  received  from  the  University  of  Ar- 
kansas Medical  School  in  1960.  Dr.  Me- 


Book  Reviews 


PATHOLOGY,  Fourth  Edition  by  W.  A.  D.  Ander- 
son, Editor,  M.A.,  M.D.,  F.A.C.P.,  F.C.A.P., 
Professor  of  Pathology  and  Chairman  of  the  De- 
partment of  Pathology,  University  of  Miami 
School  of  Medicine,  Director  of  the  Pathology 
Laboratories,  Jackson  Memorial  Hospital,  Mi- 
ami, Florida,  pp.  1389,  illustrated,  published  by 
The  C.  V.  Mosby  Company,  St.  Louis,  1961. 

Dr.  Anderson’s  text  is  virtually  encyclopedic. 
Different  authors  write  on  different  topics.  Most 
of  these  authors  are  almost  invariably  outstanding 
authors  in  their  field.  The  book  is  well  organized 
and  is  up  to  date.  This  is  the  fourth  edition.  Of 
particular  interest  are  the  numerous  excellent  il- 
lustrations. This  book  has  numerous  references 
at  the  end  of  each  chapter.  There  is  an  excellent 
section  on  diseases  of  the  nervous  system.  Trauma 
is  adequately  covered  in  this  as  well  as  distinct 
diseases.  This  book  is  highly  recommended  to 
practitioners  and  students. 

EDEMA  MECHANISMS  AND  MANAGEMENT, 
A Hahnemann  Symposium  on  Salt  and  Water 
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Retention,  Edited  by  John  H.  Moyer,  M.I).,  Pro- 
fessor and  Chairman  of  the  Department  of  Medi- 
cine, Hahnemann  Medical  College  and  Hospital, 
and  Morton  Fuchs,  M.D.,  Assistant  Professor 
of  Medicine,  Hahnemann  Medical  College  and 
Hospital,  pp.  833,  illustrated,  published  by  W.  B. 
Saunders  Company,  Philadelphia  and  London, 
1960. 

This  excellent  book  on  edema  is  written  by  a 
number  of  authorities  in  the  field  of  metabolism 
and  renal  disease.  It  is  authoritative  and  up-to- 
date.  It  answers  many  questions  not  ordinarily 
discussed  in  textbooks.  This  book  is  heartily  rec- 
ommended to  internists  and  general  surgeons.  It 
also  is  of  interest  to  research  workers  in  the  gen- 
eral field  of  renal  disease  and  metabolism.  It  is 
heartily  recommended. 

ONCOGENIC  VIRUSES,  by  Ludwik  Gross,  M.D., 
Chief,  Cancer  Research  Unit,  Veterans  Admin- 
istration Hospital,  Bronx,  New  York,  pp.  393, 
illustrated,  Vol.  II,  published  by  Pergamon  Press, 
New  York,  Oxford,  London,  Paris,  1961. 

This  is  an  intensely  interesting  book.  It  dis- 
cusses tumor-causing  viruses  from  both  an  expe- 
rimental point  of  view  and  on  the  basis  of  some 
human  work.  Among  the  things  discussed  are 
Papillomatosis  of  rabbits,  Rous  chicken  sarcoma, 
mouse  leukemia.  Parotid  tumor  virus  etc.  The 
best  summary  of  the  relationship  of  this  experi- 
mental work  to  the  human  science  of  medicine  is 
best  expressed  in  the  author’s  own  words: 

“The  viral  origin  of  many,  perhaps  even  most, 
of  the  malignant  tumors,  including  leukemias, 
has  been  established  experimentally  in  chickens, 
in  mice,  and  more  recently,  although  less  com- 
pletely, also  in  rats.  It  was  already  pointed  out 
elsewhere  in  this  monograph  that  it  would  be 
rather  difficult  to  assume  a fundamentally  dif- 
ferent etiology  for  human  tumors.  The  various 
sarcomas,  carcinomas,  leukemias,  and  related 
neoplasms  in  man  are  so  similar  in  their  morphol- 
ogy and  clinical  course  to  those  observed  in  lower 
species  of  animals,  that  it  would  appear  only 
logical  to  assume  that  they  represent  the  same 
disease. 

“The  assumption  that  human  tumors  are  of 
viral  origin  is  also  consistent  with  several  direct 
observations  on  humans,  such  as  (a)  the  numer- 
ous, some  of  them  striking,  cases  of  familial  inci- 
dence of  tumors  and  leukemia;  (b)  the  induction 
of  tumors  and  leukemia  with  ionizing  radiation; 
(c)  the  clinical  course  of  leukemia  and  allied 
diseases  with  the  periods  of  fever  and  exacerba- 
tions, alternating  with  remissions,  etc. 

“It  is  necessary,  nevertheless,  to  separate  es- 
tablished experimental  data  from  theories,  no 
matter  how  logical  and  suggestive  the  later  may 
appear.  It  is  realized,  therefore,  that  the  concept 
of  viral  etiology  of  malignant  tumors,  including 
leukemias,  in  humans,  has  not  yet  been  support- 
ed by  experimental  evidence.  For  that  reason 
it  remains  a ‘workinghypothesis’  at  the  present 
time.” 

This  book  is  heartily  recommended  to  medical  stu- 
dents and  to  all  practicing  physicians.  Many  of 
the  developments  reported  in  here  are  of  only  ex- 
perimental interest  and  yet  any  physician  will  find 
this  interesting,  challenging  reading.  AK 
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TUBERCULOSIS  ABSTRACTS 

Sponsored  by 

The  Arkansas  Tuberculosis  Association 


AMBULATORY  TREATMENT  OF 
TUBERCULOSIS 

A group  of  tuberculosis  patients  at  au 
Army  hospital  rvere  gr’aduated  from  ambu- 
lation to  calisthensics  to  active  sports  with- 
out harmful  results.  The  program  was  con- 
ceived to  condition  the  patients  for  return 
to  military  duty. 

James  A.  Wier,  M.D.,  James  M.  Schless,  M.D., 
Luke  E.  O’Connor,  M.D.,  and  Orman  L.  Weiser, 
M.D.,  The  America'n  Revieiv  of  Respiratory  Dis- 
eases, July,  1961. 

On  the  basis  of  experience  in  this  hospital 
and  that  of  others,  physical  activity  per  se 
appears  not  to  be  harmful  to  the  tubercu- 
lous process  in  the  presence  of  chemo- 
therapy. 

Since  an  abrupt  change  in  physical  activ- 
ity might  occur  when  a patient  was  trans- 
ferred from  a status  of  convalescent  leave 
to  one  of  full  military  duty,  it  appeared  ap- 
propriate to  test  the  effect  of  this  added 
physical  stress  in  the  hospital  environment. 

Therefore,  a previous  program  of  free 
ambulation  was  expanded  to  include  a cer- 
tain amount  of  controlled  physical  exercise, 
in  the  form  of  calisthenics.  This  was 
gradually  increased  to  include  competitive 
sports  and  full-time  on-the-job  work  as- 
signments. 

PURPOSES  OF  STUDY 

There  were  several  purposes  for  under- 
taking this  study:  (1)  to  determine  if  a 
program  of  active  physical  exercise  would 
be  harmful  in  patients  receiving  adequate 
multiple-drug  therapy;  (2)  to  see  if  it 
would  be  feasible  to  shorten  periods  of  con- 
valescent leave  and  time  off  duty  by  physi- 
cal reconditioning  during  hospitalization; 
and  (3)  to  see  if  the  use  of  this  program 
would  further  strengthen  in  the  patient’s 
mind  the  philosophy  of  discouraging  dis- 
ability attitudes,  particularly  in  the  career 
soldier,  and  encouraging  the  patient  to 
think  and  plan  constructively  for  the  fu- 
ture. It  is  hoped  that  educational  programs 
and  on-the-job  training  can  be  developed  to 
the  point  that  the  patient,  from  a career 
standpoint,  would  be  better  off  for  having 
had  this  period  of  hospitalization.  If  no 
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physical  harm  is  done,  there  is  no  question 
that  the  psychologic  and  morale-building 
advantages  would  be  many. 

All  of  the  patients  (105)  had  previously 
untreated  pulmonary  parenchymal  disease. 
Daily  isoniazid  and  PAS  were  given  to  all 
but  those  unable  to  tolerate  PAS ; as  a sub- 
stitute, these  patients  received  streptomy- 
cin. The  last  drug  was  also  given  as  an 
additional  drug  to  some  patients  with  ex- 
tensive disease. 

On  admission  to  the  hospital,  following 
initial  examinations  and  institution  of 
chemotherapy,  the  patients  were  started 
on  regular  occupational  therapy  and  edu- 
cational programs.  Asymptomatic  patients 
were  expected  to  participate  in  active  cal- 
isthenics for  15  minutes  per  day  on  a five- 
day  week  basis,  beginning  within  two  to 
four  weeks  of  admission;  however,  calis- 
thenics were  not  started  in  some  patients 
with  far  advanced  disease  and  large  cavities 
until  two  months  after  admission.  The  cal- 
isthenics were  approximately  on  the  level 
of  activity  given  to  regular  troops  during 
their  basic  training  period.  Rest  periods 
were  eliminated  for  these  patients. 

When  the  patients  reached  the  noncom- 
cunicable  stage,  without  regard  to  roent- 
genographic  change,  active  sports  were 
added,  including  basketball,  volleyball,  golf, 
bowling,  and  swimming.  Cavities  had  usu- 
ally been  resected  by  this  time.  A minimum 
of  one  hour  of  active  sports  a day,  five  days 
a week,  was  required.  However,  most  pa- 
tients engaged  in  two  hours  of  sports.  When 
noncommunicable  status  was  reached,  on- 
the-job  training  was  added  to  the  program. 
The  patient  was  later  given  a job  on  the 
post  and  was  gainfully  employed  on  a 
full  eight-hour-a-day  schedule  for  several 
months  prior  to  discharge. 

In  62  per  cent  of  the  patients,  the  disease 
was  either  moderately  or  far  advanced ; 44 
per  cent  had  cavitary  disease  at  the  time  of 
original  diagnosis ; 81  per  cent  had  tubercle 
bacilli  in  the  sputum  at  the  time  of  original 
diagnosis. 

TREATMENT  RESULTS 

The  results  of  treatment,  as  judged  by 
roentgenographic  changes,  showed  that  82 
of  the  patients  had  either  marked  or  mod- 
erate roentgenographic  improvement;  19 
had  slight  improvement,  and  four  had  no 
significant  roentgenographic  change.  No 
patient  showed  evidence  of  worsening. 


Of  the  46  patients  with  cavitary  disease, 
20  achieved  complete  healing  within  three 
to  eight  months  on  chemotherapy  alone.  In 
24  additional  cases,  resectional  surgery  for 
residual  cavities  was  performed  after  five 
to  eleven  months  of  treatment.  Two  pa- 
tients were  eventually  discharged  with  the 
“open-negative”  syndrome.  No  patients 
with  cavities  were  discharged  if  their 
sputum  was  infectious,  and  in  no  instance 
was  there  evidence  of  enlargement  of  ex- 
isting cavities  or  development  of  new  cavi- 
tation during  the  period  of  observation. 

Of  the  105  patients,  33  were  subjected  to 
thoractomy — 24  for  resection  of  residual 
cavitation,  five  for  resection  of  extensive 
residual  nodular  disease;  in  four  cases, 
surgery  was  for  diagnostic  purposes. 

INFECTIOUSNESS  REVERSED 

Reversal  of  infectiousness  occurred  ra- 
pidly. Seventy-one  of  the  81  patients  with 
tubercle  bacilli  in  the  sputum  pretreatment 
were  non-infectious  by  the  end  of  the  sec- 
ond month.  Only  three  patients  were  still 
discharging  tubercle  bacilli  at  the  end  of 
the  fourth  month.  One  became  noninfec- 
tious  at  the  end  of  six  months  and  remained 
so  thereafter.  Two  patients  with  nonin- 
fectious  sputum  at  the  end  of  two  months 
had  a single  culture  positive  for  tubercle 
bacilli  at  four  months,  and  remained  nega- 
tive thereafter.  Both  of  these  patients 
eventually  came  to  surgery,  one  at  six  and 
one  at  ten  months.  A single  patient  con- 
tinued to  discharge  tubercle  bacilli  at  the 
end  of  six  months.  His  strain  of  tubercle 
bacilli  was  100  per  cent  resistant  to  isoni- 
azid at  that  time.  At  the  end  of  seven 
months  resectional  surgery  was  performed. 

The  average  duration  of  hospitalization 
was  approximately  12  months.  The  patients 
were  discharged  at  the  end  of  this  period 
and  advised  to  take  additional  chemother- 
apy for  another  six  months,  for  an  average 
of  18  months  of  total  therapy.  One  hundred 
of  the  105  patients  were  discharged  as  fit 
for  military  duty.  Five  were  placed  on 
temporary  retirement,  two  for  administra- 
tive reasons.  Two  of  these  patients,  al- 
though unfit  for  military  duty,  were  capa- 
ble of  living  in  the  general  community  un- 
der reasonably  normal  conditions  as  their 
limitations  were  imposed  by  pulmonary  in- 
sufficiency rather  than  pulmonary  tuber- 
culosis. Thus,  in  none  of  the  patients  was 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


^ lowers  motility 

^ controls  diarrhea 

Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
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the  tuberculous  disease  considered  a disab- 
ling factor  at  the  time  of  discharge. 

The  only  harmful  effects  noted  in  the 


entire  group  were  due  to  accidents  during 
competitive  sports  — two  received  frac- 
tures. 


ANSWER  TO 

WHAT’S  YOUR  DIAGNOSIS? 

62  year  old  white  male 
Exertional  dyspnea  for  one  year.  Cough 
for  four  to  six  months  productive  of  thin 
white  sputum.  Marked  anorexia  and 
weakness. 

DIAGNOSIS:  Bronchogenic  carcinoma 
with  lymphatic  spread. 

X-RAY  FEATURES:  There  is  cardiac 
enlargement  in  the  region  of  the  left  ven- 
tricle. There  is  a poorly  defined  mass  in 


the  region  of  the  right  hilum  and  pos- 
sible lymph  node  enlargement  in  the  left 
hilum.  There  is  patchy  and  streaky  den- 
sity throughout,  particularly  the  lower 
portion  of  the  right  lung  with  small 
beaded  nodulations  approximately  along 
the  distribution  of  pulmonary  lymphatics. 
There  is  associated  obliteration  of  the 
right  cardiophrenic  angle  by  fluid.  Dif- 
ferential diagnoses  would  include  sarcoi- 
dosis, fungous  infection,  and  congestive 
heart  failure  with  pulmonary  edema. 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent. . .often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice. In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci. CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aeroyenes?  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.^-® 

CHLOROMYCETIN  (chloramphenicol,  Pai'ke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia.  i 
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Reactive  States  Following  Strokes* 

Montague  Ullman,  M.D.** 

Presented  Before  The  Thirteenth  Annual  Institute  In  Psychiatry  And  Neurology  At 
The  Veterans  Administration  Consolidated  Hospital  — Little  Rock,  Arkansas,  March  2, 
1961. 

Based  in  part  on  a talk  delivered  before — Transactions  Of  The  Third  Princeton  Con- 
ference, January  Jf-.6-6,  1961. 


I would  like  to  present  some  observa- 
tions made  over  the  past  three  years  in 
the  Stroke  Study  at  Bellevue  Hospital.  I 
am  going  to  limit  my  remarks  for  the 
most  part  to  the  problems  of  patients  with 
residual  motor  deficit  but  with  no  endur- 
ing diffuse  cerebral  dysfunction.  These 
observations  were  made  on  94  patients 
who  fulfilled  these  criteria  and  where  ver- 
bal exchange  was  possible. 

First  a word  about  the  clinical  popula- 
tion. The  age  range  extended  from  the 
4th  to  the  9th  decade  with  the  heaviest 
weighting  in  the  6th  and  7th  decades. 
With  few  exceptions  they  are  people  who 
have  lived  most  of  their  lives  at  a lower 
socio-economic  level.  Many  were  immi- 
grants to  this  country.  Not  very  many 
had  either  completed  or  gone  further  than 
a grade  school  education.  Among  the  men, 
close  to  half  had  either  married  or  had 
unsuccessful  marriages.  Work  histories 
were  often  sporadic.  Except  for  an  occa- 
sional artisan  or  professional  most  of  their 
productive  years  had  been  spent  at  un- 
skilled labor.  A higher  proportion  of  the 
women  had  been  married.  The  fabric  of 
their  lives  was  generally  a more  consistent 
and  stable  one  than  in  the  case  of  the  men. 

Before  considering  the  post-stroke  situ- 
ation and  the  adaptive  processes  involved, 
let  me  sum  up  the  modulating  influences 
of  the  aging  process  itself  in  an  effort  to 
assess  the  resources  of  these  patients  as 

♦This  study  is  part  of  a long-term  investigation  of  Cerebral 
Vascular  Disease — Supported  by  The  National  Institute  for 
Neurological  Diseases  and  Blindness.  United  States  Public 
Health  Service  Grant  No  3-B-ft0n9. 

*♦108  East  81st  Street,  New  York,  N.  Y. 
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they  encounter  this  type  of  stressful  situ- 
ation. Briefly,  this  may  be  distilled  down 
to  a few  prevailing  trends.  We  are  dealing 
with  a population  where,  by  and  large,  the 
sources  that  trigger  off  neurotic  conflicts 
earlier  in  life,  such  as  sexual  needs,  family 
adaptations,  competitive  social  pressures, 
or  simply  the  ordinary  obstacles  in  the 
lonely  and  sometimes  tortuous  path  to- 
ward self-realization,  have  receded  into 
the  background.  This  is  not  to  imply  that 
personality  limitations  do  not  continue  to 
operate,  but  they  do  so  now  in  a life  situ- 
ation which  is  qualitatively  different  than 
in  earlier  stages.  The  transactions  have 
become  stabilized,  however  severe  the  dis- 
tortions that  may  enter  the  picture.  They 
have  become  limited.  They  have  become 
more  related  to  basic  necessities.  These 
patients  are  more  involved  in  a present 
and  a past  orientation  than  in  a future 
orientation.  A correlary  to  this  pertains 
to  the  importance  of  the  supportive  as- 
pects of  the  environment.  Along  with  the 
aging  process  there  is  a subtle  transfer  of 
the  center  of  gravity  of  security  opera- 
tions to  stable,  predictable  environmental 
responses,  regardless  of  whether  this  oc- 
curs in  relation  to  inanimate  objects  with- 
in the  four  walls  of  a hotel  room,  or  in  a 
more  complex  family  milieu. 

Our  initial  concern  was  to  obtain  as 
complete  a statement  as  possible  about  the 
occurrence  of  the  stroke  as  it  was  subjec- 
tively experienced  by  the  patient.  This 
proved  to  be  of  interest  for  several  rea- 
sons. The  reactions  expressed  were  very 
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revealing  of  the  range  of  the  resources  as 
well  as  the  personality  limitations  of  the 
patients.  Courage,  self-control,  patience 
and  acceptance  were  perhaps  the  rule 
rather  than  the  exception.  Idiosyncratic 
attitudes  towards  illness,  handicap,  help- 
lessness or  death  were  directly  or  indi- 
rectly revealed. 

The  following  accounts  typify  the  com- 
mon tendency  to  rationalize  the  initial 
symptoms ; 

“I  got  up  to  go  to  the  bathroom.  I laid 
down  again.  In  the  morning  I could  not 
move.  I see  the  hand  don’t  move.  I rub 
myself.  In  the  coffee  house  a fellow  sees 
me  and  sends  me  to  the  hospital.  I was 
paralyzed,  but  it  was  so  little  I thought  it 
was  because  of  an  old  burn  10  or  11 
years  ago.” 

“I  woke  in  the  morning.  I tried  to  get  out 
of  bed.  All  of  a sudden  I was  half  para- 
lyzed. I managed  to  walk  downstairs.  I 
wanted  to  cross  the  street  and  get  some- 
thing to  eat.  I could  not  think  of  any- 
thing. I thought  maybe  it  was  a cold  set- 
tling on  my  spine.  When  I talked  to  peo- 
ple they  looked  at  me  in  astonishment. 
There  was  something  wrong  with  my 
speech.” 

Stoicism  as  a defence  is  illustrated  in 
the  reaction  of  the  next  patient: 

“I  noticed  my  hand  did  not  move  ...  I 
noticed  a little  trouble  with  my  foot.  I 
noticed  my  tongue  wasn’t  working  right 
...  I was  strong  like  an  ox — all  of  a sud- 
den I fell  down  on  the  floor.  I could  not 
move  ...  I wasn’t  frightened — I wouldn’t 
know  what  it  is  to  be  frightened.  I fig- 
ured it  this  way,  if  I get  well  I’ll  know 
what  happened  to  me.  Otherwise  I 
wouldn’t  know.” 

The  early  outlines  of  what  later  devel- 
oped as  depressive,  paranoid  or  denial  op- 
erations could  often  be  discerned  in  these 
initial  responses.  Later  reactions  were 
forecast  by  tendencies  to  either  maximize 
or  minimize  the  effect  of  a new  life  situa- 
tion and  one  characterized  by  rapid 
changes  in  its  physical,  psychological  and 
social  dimensions.  Effoi’ts  at  preserving 
the  sense  of  personal  inviolability  were 
manifest  either  through  staunch  and 
stoical  attitudes  or  through  evasions,  ra- 
tionalization and  implicit  denial.  At  the 
other  extreme  and  less  often,  patients  dis- 
played mounting  apprehensiveness  and 


heightened  dependency.  In  the  former  in- 
stance initial  attitudes  toward  hospitali- 
zation and  dealings  with  nursing  and 
medical  personnel  were  negatively  tinged ; 
in  the  latter  there  was  a receptivity  to- 
ward the  medical  support  available  and 
the  ensuing  transactions  with  medical 
personnel  carried  a positive  tone.  There 
were  other  interesting  aspects  of  the  sub- 
jective reactions  that  pertain  to  the  unique 
descriptions  patients  gave  of  similar  sen- 
sory and  motor  deficits. 

The  following  are  the  initial  reactions 
of  a 56-year-old  male  immediately  follow- 
ing the  occurrence  of  a right  hemiparesis. 
The  diagnosis  was  thrombosis  of  the  left 
middle  cerebral  artery.  He  was  at  work 
as  an  elevator  operator  when  his  leg  began 
to  give  way.  He  managed  to  get  to  a chair 
and  then  noted  the  following: 

“My  eyeglasses  seemed  alive  in  my  right 
hand.  I could  look  at  it  in  a stupid  sort  of 
way  but  had  no  control  over  it.  It  seemed 
as  if  the  glasses  had  become  an  animal  or 
a crab.  The  only  time  I really  got  fright- 
ened was  when  I couldn’t  control  my  right 
hand,  then  the  glasses  appeared  animated. 

COMMENT 

This  transitory  illusion  involving  the 
eyeglasses  is  of  a type  that  is  occasionally 
associated  with  the  sudden  loss  of  motor 
power  and  the  simultaneous  occurrence  of 
sensory  changes  in  a limb.  The  movement 
of  an  inanimate  object  inadvertently  by 
the  involved  limb  appears  to  originate 
from  the  object  itself  as  its  relation  to  the 
limb  and  the  connection  of  the  latter  to 
the  self  is  not  immediately  perceived. 

Another  patient  gave  the  following  in- 
teresting account  of  the  onset  of  a hemia- 
nopia : 

“While  I was  walking  to  the  hospital  a 
hole  came  into  my  right  eye.  Everything 
seemed  to  be  coming  into  it.  Things  went 
into  the  hole  and  then  stopped.  I don’t 
notice  it  now  but  it  was  like  a round  hole 
in  the  right  side.  Things  disappeared  into 
that  hole.  Now  wasn’t  that  strange? 
You’d  think  I’m  crazy!” 

The  evaluation  of  the  patient’s  behavior 
at  this  initial  stage  has  to  take  into  regard 
the  fact  that  the  patient  is  confronted 
with  a situation  that  has  the  following 
characteristics : 

1)  It  is  new  and  relatively  unfamiliar 

2)  It  is  rapidly  changing 
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3)  The  full  import  and  meaning?  cannot 
be  readily  grasped  in  the  initial 
stages. 

What  we  observe  through  the  medium 
of  the  initial  subjective  account  is  essen- 
tially the  impact  of  a suddenly  arising 
stressful  event  perceived  with  greater  or 
lesser  clarity  as  potentially  catastrophic 
upon  the  momentum  of  the  premorbid 
personality  and  life  style.  The  three  pos- 
sible dii’ections  the  patient  can  move  in 
are  toward  realistic  integration,  resigna- 
tion or  denial.  Which  he  chooses,  whether 
to  struggle  realistically  and  attempt  to 
come  to  terms  with  his  new  life  situation 
in  a way  that  ultimately  enhances  his  stat- 
ure as  a person  or  struggles  unrealistically 
through  techniques  of  hopelessness  or  de- 
nial is  at  this  stage  a function  of  his 
habitual  mode  of  responding  to  stress.  The 
new  elements  in  the  situation  are  too  over- 
whelmingly new  to  be  fully  absorbed  and 
hence  do  not  yet  elicit  any  qualitatively 
new  adaptive  responses. 

REACTIVE  STATES 

I would  like  to  move  on  now  toward  a 
later  stage,  perhaps  three  or  four  weeks 
after  hospitalization,  when  the  situation 
is  more  known  and  appreciated  by  the  pa- 
tient. It  is  at  this  time  that  any  one  of  a 
number  of  reactive  states  may  be  noted.  I 
wish,  however,  to  focus  on  only  one  such 
state,  namely,  that  of  depression  as  it  con- 
stitutes by  far  the  most  frequently  occur- 
ring manifestation. 

Occasionally  a reactive  depression  oc- 
curs which  in  its  format  is  similar  to 
reactive  depressions  occurring  in  other 
contexts.  There  is  a manifest  provocation 
in  the  life  situation.  The  patient  responds 
not  only  to  this,  but  also  to  the  symbolic 
connections  of  the  current  situation  to  an 
earlier  and  unresolved  conflictual  situa- 
tion. The  result  is  an  over-reaction  in  the 
present  along  the  lines  of  guilt,  self- 
reproach  and  feelings  of  futility. 

CASE  1 

The  patient,  a 65-year-old  white  female, 
was  admitted  to  the  hospital  following  the 
sudden  onset  of  a right  hemiparesis.  The 
latter  cleared  within  two  weeks  following 
admission.  The  discharge  diagnosis  was 
thrombosis  of  a branch  of  the  left  middle 
cerebral  artery. 

In  the  initial  inteiwiew  the  patient  was 
somewhat  reticent  about  divulging  infor- 
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mation  concerning  her  past.  She  was  a 
well  groomed,  pleasant  and  articulate 
woman  who  appears  younger  than  her 
stated  age.  For  the  past  15  years  she  had 
worked  as  a supervisor  in  the  mail  depart- 
ment of  a large  New  York  hotel.  She  is 
the  second  of  four  siblings.  A younger 
sister  had  died  of  a heart  attack  12  years 
before.  The  patient  was  married  in  1914 
but  separated  three  years  later.  Her  hus- 
band died  six  years  ago.  They  did  not  get 
a divorce  nor  did  he  continue  to  support 
her.  She  denies  having  anything  to  do 
with  any  other  men  following  the  separa- 
tion. She  had  a hysterectomy  in  1940. 

When  seen  again  two  weeks  following 
the  onset  of  her  illness  a depressive  affect 
was  noted  despite  the  rapid  recovery  she 
had  made.  She  was  encouraged  to  talk 
about  herself.  After  some  persistence  on 
the  part  of  the  examiner  she  suddenly 
began  to  cry  and  revealed  the  fact  that  at 
one  time  she  had  had  a 44-  Wassermann 
and  that  this  was  preying  on  her  mind. 
This  was  first  discovered  in  1922.  She  had 
contacted  syphilis  from  her  husband.  She 
felt  certain  that  in  some  way  it  was  con- 
nected with  her  present  illness,  this 
despite  the  fact  that  her  serology  had  been 
negative  for  many  years.  She  would  not 
give  any  other  details  about  her  marriage 
other  than  to  indicate  that  she  and  her 
husband  had  been  unhappy  together.  She 
made  repeated  references  to  the  Wasser- 
mann test  indicating  this  had  been  a 
blight  upon  her  existence  and  that  the 
stroke  had  occurred  as  a kind  of  punish- 
ment. Subsequent  interviews  were  char- 
acterized by  tearfulness,  expressions  of 
guilt,  self-derogation  and  references  to 
herself  as  a “typhoid  Mary.’’ 

COMMENT 

The  stroke,  in  upsetting  the  smooth  rou- 
tine of  a circumscribed  but  satisfying  way 
of  life  had  shaken  her  defenses  and  opened 
up  old  wounds.  The  adaptation  through 
guilt  and  fear  of  punishment,  painful  as 
it  was,  enabled  her  to  temporarily  by-pass 
the  full  implications  and  reality  of  her 
present  illness.  The  depressive  affect  did 
not  lift  until  she  was  once  again  able  to 
resume  her  former  work  regime. 

More  characteristic  among  the  stroke 
patients,  however,  particularly  those  with 
moderate  to  severe  residual  motor  deficit 
is  the  slow  and  gradual  evolution  of  a 
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depressive  affect,  sometimes  sub-clinical  in 
intensity  and  not  infrequently  unrecog- 
nized initially  by  the  patient  himself.  The 
situation  is  akin  to  a prolonged  state  of 
mourning  made  interminable  by  the  fact 
that  what  has  been  lost  can  never  be  re- 
stored. It  is  the  inexorability  and  finality 
rather  than  the  intensity  which  is  the 
outstanding  feature  of  this  response.  In 
contrast  to  the  patient  with  a reactive  de- 
pression who,  despite  his  avowed  feeling 
of  hopelessness  is  actually  reaching  out 
into  his  environment  for  help  at  an  inter- 
personal level,  these  patients  do  not  appear 
to  send  out  distress  signals  or  actively 
seek  help.  There  is  no  denial  of  the  de- 
pression. There  is  simply  acceptance  of 
it.  It  is  an  accurate  reflection  registering 
at  some  level  of  conscious  awareness  the 
failure  and  limitations  of  one’s  resources 
in  coping  with  the  developing  train  of 
events. 

Case  2 

Patient  is  an  83-year  old  white  male 
who  experienced  a transitory  left  hemi- 
paresis.  Diagnosis : Thrombosis,  right 
middle  cerebral  artery. 

When  first  seen,  the  patient  was  alert, 
responsive,  eager  for  contact  and  looked 
and  acted  younger  than  his  age.  He  was 
born  in  Hungary  and  came  to  this  coun- 
try alone  at  the  age  of  16.  The  quality  of 
his  existence  is  best  expressed  in  his  own 
words : 

“I  came  here  alone  at  the  age  of  16  and 
I went  to  school  to  learn  English.  They 
started  me  off  in  a cigar-making  factory. 
I didn’t  work  there  long,  maybe  three  or 
four  years,  and  then  I said  to  myself, 
‘This  isn’t  the  life’.  They  paid  me  poorly. 
There  was  no  future  and  my  family  didn’t 
help  me  out.  They  were  poor  and  ignorant. 
I was  very  good  at  that  work.  A big  con- 
cern gave  me  a job.  They  taught  me  how 
to  be  a foreman.  I worked  there  over  ten 
years.  The  girls  looked  up  to  me.  I was  a 
nice-looking  fellow  and  young.  I liked  to 
keep  company  with  girls  but  not  to  get 
married.  I didn’t  make  enough  money. 
My  ambition  was  to  settle  down  on  a solid 
foundation.  So  I didn’t  really  live.  I 
didn’t  want  to  get  married  like  an  ig- 
norant fool.  When  I needed  a woman  I 
paid  her  and  then  good-bye.” 

He  spoke  of  his  retirement  ten  years 
earlier  with  regret.  “I  don’t  like  it.  I 


can’t  bring  back  the  young  years.  I look 
for  a job  and  they  laugh  at  me  because 
of  my  age.” 

He  described  his  reaction  to  his  illness: 
“I  didn’t  think  I was  going  to  get  sick 
like  this.  I can’t  walk.  I can’t  use  my 
arm.  I’d  like  to  go  home,  go  to  sleep  and 
never  wake  up.  I don’t  mean  I would  ever 
kill  myself.  I’ve  just  overleased  my  time.” 

The  hemiparesis  cleared  in  the  course 
of  the  next  two  months  except  for  some 
residual  weakness  in  the  left  upper  ex- 
tremity. Despite  this,  there  was  a general 
deterioration  in  his  physical  condition.  He 
presented  multiple  somatic  complaints, 
some  of  which,  on  investigation,  proved 
referable  to  osteo-arthritis  of  the  cervical 
spine  and  poor  circulation  in  both  lower 
extremities.  He  ate  and  slept  poorly.  He 
was  transferred  to  the  rehabilitation 
service  but  felt  too  weak  to  participate  in 
any  organized  program  of  activity.  He 
became  increasingly  depressed  and  voiced 
his  dissatisfaction  with  himself,  his  sur- 
roundings and  the  ward  personnel.  He 
began  to  lose  hope  of  ever  leaving  the 
hospital  when  a brother  upon  whom  he 
was  counting  to  arrange  for  his  care  left 
the  city.  He  refused  to  consider  a nurs- 
ing home  or  any  other  placement.  He 
gradually  became  completely  bedridden 
and  died  seven  months  after  his  admis- 
sion to  the  hospital.  Autopsy  revealed  se- 
vere generalized  arteriosclerotic  changes. 

Comment: 

At  the  time  the  stroke  occurred  the  pa- 
tient’s existence  was  in  a state  of  pre- 
carious balance  both  physically  and  emo- 
tionally. From  the  physical  point  of  view, 
the  causative  factors  accounting  for  his 
death  existed  for  many  years  before  the 
stroke,  to  the  point  where  the  degree  of 
reserve  in  his  vital  organs  was  almost  de- 
pleted. From  the  psychological  point  of 
view,  his  relatedness  to  his  surroundings 
had  grown  very  tenuous  and  his  sense  of 
usefulness  to  himself  and  to  others  had 
been  considerably  undermined  since  his 
retirement.  The  stroke  was,  in  effect,  an 
incidental  occurrence  which  simply  served 
to  expose  and  accentuate  the  underlying 
deteriorating  processes  at  work.  At  some 
point  there  was  an  intuitive  realization 
by  the  patient  that  this  was  the  case.  The 
struggle  to  live  was  renounced  and  the  de- 
pression came  into  the  picture  as  an  ef- 
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fort  by  the  patient  to  cooperate  in  the 
process  of  dying. 

In  patients  who  get  well  enough  to 
leave  the  hospital  the  depression  appears 
to  exist  in  parallel  with  the  general  ca- 
pacity for  day  to  day  living.  What  the 
patient  does  or  does  not  do  may  influence 
but  does  not  eliminate  the  depressive  core. 

The  significant  point  about  this  type  of 
adaptive  failure  is  that  it  derives  from 
difficulties  that  are  not  primarily  psycho- 
logical in  nature  but  relate  essentially  to 
the  real  inability  to  reverse  or  compensate 
for  the  drastic  physical  and  social  changes 
ensuing  in  the  wake  of  the  stroke.  Effec- 
tive therapeutic  intervention  may  limit  but 
not  eliminate  this  type  of  depressive  re- 
action. 

What  can  we  say  generally  about  the 
factors  influencing  the  patients’  response 
at  this  time  in  the  disease  process?  The 
nature  of  the  disease  and  the  toll  it  has 
exacted  have  now  come  into  focus.  But 
so  have  certain  new  elements.  These  in- 
clude : 

1)  The  actual  process  of  recovery 

2)  The  witnessing  of  recovery  by  other 
patients. 

3)  The  attitudes  of  medical  personnel. 

4)  The  effectiveness  of  the  medical  re- 
gime. 

It  is  in  response  to  these  factors  that 
new  modes  of  adaption  may  or  may  not 
come  into  the  picture  depending  on  the 
openness,  the  flexibility  and  the  latent  po- 
tential of  the  patient,  all  of  which  are 
most  in  evidence  in  this  initial  four  week 
period.  There  exists  no  rule  of  thumb  for 
predicting  the  outcome.  Perhaps  the  sur- 
est guide  is  the  patient’s  capacity  for 
meaningful  and  enduring  relatedness  to 
an  idea,  an  activity  or  a person  as  re- 
vealed in  his  past  history.  At  any  rate 
this  is  the  stage  during  which  whatever 
personality  reorganization  is  apt  to  take 
place  does  take  place  and  hence  it  is  the 
stage  of  greatest  receptivity  to  outside  in- 
tervention. A test  situation  exists  in 
which  the  environment  may  or  may  not 
succeed  in  meeting  the  patient’s  need  for 
support,  stability  and  consensual  valida- 
tion concerning  progress  and  the  possi- 
bility of  a hopeful  outcome. 

Post- Hospitalization  Phase: 

As  a final  point  I wish  to  call  atten- 
tion to  a few  pertinent  observations  noted 
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during  the  follow-up  period : 

By  and  large,  the  patients  who  have 
no  enduring  diffuse  cerebral  dysfunction 
and  who  have  been  transferred  to  the  Re- 
habilitation Service  have  reacted  appro- 
priately to  the  program  as  a reasonable  and 
necessary  learning  experience.  They  are 
able  to  make  the  connection  between  the 
laborious  techniques  of  muscle  retraining 
and  the  projected  needs  of  their  own  fu- 
ture existence.  Once  this  connection  is 
made  an  array  of  problem-solving  re- 
sources comes  into  play.  Without  it  con- 
siderable potential  may  lie  fallow.  What 
I have  to  say  now  applies  to  the  patient 
who  cannot  make  the  connection  either 
because  of  some  measure  of  mental  im- 
pairment or  as  a result  of  motivational  de- 
ficiencies associated  with  personality  limi- 
tations and/or  a poor  life  situation. 

The  future  course  of  this  type  of  pa- 
tient is  determined  by  the  elements  in  the 
life  situation  to  which  he  is  returning 
rather  than  by  the  degree  of  mobilization 
of  any  new  adaptive  facilities  resulting 
from  the  hospitalization  experience.  He 
has  moved  from  a situation  in  which,  to 
him,  the  emphasis  has  been  on  physical 
rehabilitation  out  to  an  environmental 
situation  the  most  important  aspect  of 
which  are  the  new  and  unexpected  social 
demands  that  lie  in  wait.  From  the  pa- 
tient’s point  of  view  it  is  as  if  he  has 
been  subjected  to  a strenuous  program  of 
physical  re-education  and  retraining  with- 
out any  clear  concept  of,  or  felt  response 
to  the  link  between  such  retraining  and 
the  actual  remaining  sources  of  gratifica- 
tion open  to  him  socially.  Perhaps,  in  re- 
gard to  this  type  of  patient  we  have 
brought  into  the  rehabilitation  process  a 
stereotyped  concept  of  doctor-patient  re- 
latedness where  each  aspect  of  the  pa- 
tient’s disorder  is  noted,  evaluated  and 
prescribed  for,  whether  the  deficit  be  in 
the  physical  or  psychological  sphere.  This, 
however,  tends  to  blur  a qualitative  dis- 
tinction between  meeting  the  needs  of  a 
patient  in  combatting  a disease  process 
and  meeting  the  needs  of  a patient  in 
combatting  an  adverse  life  situation.  In 
the  former  instance  the  patient  is  apt  to 
respond  to  the  activities  of  the  physician 
regardless  of  how  the  situation  is  inter- 
preted by  the  patient.  In  the  latter  the 
situation  as  viewed  by  the  patient  pow- 
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erfully  influences  the  ministrations  of  the 
physician.  The  important  corollary  to 
this  is  that  the  success  or  failure  of  physi- 
cal rehabilitation  is  contingent  upon  the 
degree  of  involvement  of  the  patient  in 
the  task  at  hand,  that  is  the  meaning  of 
the  task  to  the  patient  and  this  in  turn 
is  related  to  the  immediate  and  concrete 
application  the  patient  can  make  to  an 
immediate  and  continuing  source  of  grat- 
ifying activity.  This  shifts  the  emphasis 
to  the  primary  task  of  social  involvement 
at  whatever  level  this  is  possible  with 
physical  rehabilitation  facilitating  move- 
ment in  this  direction.  The  needs  of  these 
patients  are  similar  to  the  needs  of  people 
generally — to  be  active,  to  feel  competent 
and  to  engage  in  meaningful  transactions 
with  other  people.  I wonder  to  what  ex- 
tent the  rehabilitation  process  as  it  now 
exists  in  practice  in  relation  to  this  spe- 
cific group  does  not  unwittingly  reinforce 
the  patient’s  own  sense  of  discontinuity 
with  life  about  him.  One  of  the  first 
things  any  psychiatrist  learns  is  that  until 
he  can  actually  see  the  world  as  the  pa- 
tient does  he  cannot  begin  to  help  the 
patient.  The  rehabilitation  team  is  called 
upon  to  do  this  and  something  more. 
They  are  also  called  upon  to  restructure 
the  environment  in  terms  of  the  pa- 
tient’s needs.  I say  this  with  due  regard 
to  the  advances  being  made  in  this  direc- 


tion by  total  push  programs  and  the 
concept  of  the  team  approach.  But  I do 
believe  that  a further  and  qualitative 
change  has  to  follow,  a step  perhaps  analo- 
gous to  the  sheltered  workshop,  but  where 
the  concept  of  shelter  provides  consider- 
able room  for  patient  autonomy  and  where 
the  concept  of  a workshop  is  extended  to 
a total  program  for  living. 

In  the  absence  of  this  type  of  resource 
what  has  tended  to  occur  in  the  patients 
observed  in  the  follow-up  clinic  is  that 
old  patterns  reassert  themselves.  The  pa- 
tients, now  no  longer  members  of  a cap- 
tive audience,  once  again  become  either 
medico-philic  or  medico-phobic,  depending 
on  whether  they  are  trying  to  push  the 
whole  experience  behind  them  or  seek  to 
exploit  the  situation  in  the  service  of  de- 
pendency needs. 

There  are  only  two  ways  a patient  can 
rise  to  the  occasion  and  regain  a positive 
orientation  to  life.  He  can  find  the  re- 
sources within  himself  with  an  assist 
from  the  outside  or  he  requires  a rather 
large  scale  type  of  social  prosthesis  to  ef- 
fectively regain  a lost  equilibrium.  Until 
we  are  able  to  provide  him  with  that  we 
will  continue  to  look  in  vain  for  that  mys- 
terious entity  known  as  motivation  some- 
where within  the  ectodermal  boundaries 
of  the  patient  and  never  quite  find  it. 


WATCH  FOR  SOMETHING  NEW  — 
ISSUE  OF  JANUARY,  1962! 
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The  KynecoloRist  encounters  patients 
with  two  major  types  of  vulvar  disease. 
First,  many  of  the  conditions  seen  are  en- 
tirely dermatologic  in  nature  and  are  often 
manifestations  of  skin  disease  elsewhere 
on  the  body.  Secondly,  vulvar  diseases  de- 
velop which  are  specifically  gynecologic 
in  nature  and  occur  because  the  vulva  is 
part  of  the  female  reproductive  system  and 
is  under  the  control  of  the  female  endo- 
crine organs  and  cycle. 

With  this  in  mind,  I would  like  to  dis- 
cuss from  a practical  stand-point  the  etiol- 
ogy, diagnosis  and  management  of  the 
vulvar  diseases  which  we  most  commonly 
see  as  practitioners. 

PURITIS  VULVAE : Because  itching 
is  often  the  principal  complaint  of  the  pa- 
tient, I will  approach  the  subject  of  vul- 
var disease  from  a symptomatic  stand- 
point first.  Osborne  and  StolP  have  foi'- 
mulated  a six  point  etiologic  classification 
of  anogenital  puritis  which  I have  found 
to  be  most  helpful. 

I.  LOCAL  PRIMARY  IRRITATION: 
The  greatest  number  of  patients  with  vul- 
var disease  seen  by  the  gynecologist  fall 
into  this  group.  The  various  sources  of 
local  irritation  ai'e  countless.  Leucorrhea, 
even  in  minimal  amounts,  is  probably  the 
major  offender.  Leucorrhea  produces  vul- 
vitis which  is  followed  by  itching  and 
scratch  dermatitis.  If  the  condition  be- 
comes chronic  there  is  often  fissuring, 
scaling  and  thickening  of  the  vulvar  skin. 
Removal  of  the  local  irritation  is  the 
method  of  treatment.  An  accurate  diag- 
nosis of  the  cause  of  the  leucorrhea  is  a 
necessity  since  appropriate  treatment  de- 
pends on  the  etiologic  agent.  The  treat- 
ment of  bacterial  or  yeast  leucorrhea  is 
often  troublesome  but  is  usually  successful 
with  the  present  day  antibiotic  and  fungi- 
cidal preparations  available.  Leucorrhea 
due  to  Trichomonas  vaginalis  is  still,  in 
some  instances,  almost  completely  resist- 
ant to  all  forms  of  therapy. 

Several  other  local  irritants  which  com- 
monly cause  puritis  vulvae  must  also  be 
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mentioned.  Highly  alkaline  soap  prepara- 
tions may  be  retained  in  the  folds  of  the 
vulva  and,  because  of  daily  repetition,  may 
accumulate.  When  combined  with  minute 
fragments  of  fecal  remnants  intense  pu- 
ritis often  develops.  It  is  interesting  to 
note  that  anogenital  puritis  is  almost  un- 
heard of  in  geographical  areas  where  only 
water  is  used  for  perineal  hygiene  after 
defecation  and  no  soap  or  toilet  tissue  is 
known.  This  is  explained  by  the  fact  that 
retention  of  sweat  and  sebaceous  mate- 
rial protects  the  skin  and  mucous  mem- 
branes from  the  irritating  effects  of  vag- 
inal discharge,  alkaline  soap  preparations 
and  minor  abrasions  due  to  rubbing. 

I have  found,  as  have  others,  that  if  the 
patient  with  socalled  idiopathic  vulvar 
and  anal  puritis  will  discontinue  the  use 
of  soap  and  repeated  perineal  scrubbing 
and  will  instead  use  ordinary  cleansing 
cream  or  lotion  after  defecation  and  bath- 
ing, much  improvement  and  often  com- 
plete remission  of  symptoms  may  occur. 

II.  CONTACT  DERMATITIS: 

Next  to  primary  irritation,  contact  der- 
matitis is  the  most  common  cause  of  ano- 
genital puritis.  A large  number  of  sub- 
stances such  as  deodorants,  suppositories, 
douche  nozzles,  toilet  paper,  nylon  under- 
clothing, nail  polish,  contraceptives,  sani- 
tary pads,  medications  excreted  in  the 
urine  and  some  foods  have  been  found  to 
be  offenders.  The  dermatologist  can  be 
of  great  help  in  these  patients  and  in  the 
absence  of  any  obvious  gynecologic  cause 
for  puritis,  his  advice  should  be  sought. 

III.  Specific  Dermatologic  Diseases : 
Since  the  skin  of  the  vulva  is  subject  to 
any  of  the  dermatologic  diseases  which 
may  occur  elsewhere  on  the  body  a large 
number  of  conditions  fall  into  this  group. 
These  diseases  include  dermatitis  medica- 
mentosa, psoriasis,  seborrheic  dermatitis, 
miliaria,  lichen  sclerosis  et  atrophicus, 
lichen  planus,  parasitic  infestations  and 
many  others.  Here  again  the  dermatolo- 
gist may  have  a welcome  suggestion  and 
perhaps  a cure  for  a troublesome  puritis 
vulvae. 

IV.  Anorectal  Diseases : I have  already 
mentioned  the  role  of  anogenital  hygiene 
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as  a possible  cause  for  puritis  vulvae.  Spe- 
cific anal  diseases  such  as  fissures,  si- 
nuses, fistulas,  polyps,  criptitis,  hemor- 
rhoids, proctitis  and  neoplasms  must  be 
considered.  Pinworm  infestation  has  of- 
ten been  suggested  as  a cause  of  vulvar 
puritis  and  should  be  considered,  particu- 
larly if  children  in  the  household  have 
been  affected. 

V.  Systemic  Disease-.  Probably  the 
most  important  disease  for  the  gynecolo- 
gist to  rule  out  in  this  group  is  diabetes 
mellitus.  This  condition  can  usually  be 
diagnosed  without  difficulty  and  often  the 
alert  gynecologist  discovers  more  latent  or 
early  diabetics  than  any  other  specialist. 
Successful  treatment  depends  entirely  on 
the  control  of  the  diabetes.  Good  control 
usually  eliminates  the  puritis.  I have 
found,  however,  that  puritis  will  often 
persist  in  known  mild  diabetics  who  are 
taking  oral  hypoglycemic  agents  even 
though  they  may  have  a relatively  normal 
blood  sugar.  When  these  patients  are 
placed  on  insulin  the  puritis  usually  dis- 
appears. I believe  this  is  a valid  obser- 
vation and  I want  to  bring  it  to  your  at- 
tention if  you  have  not  already  reached 
the  same  conclusion. 

In  addition  to  diabetes  there  are  many 
other  systemic  diseases  which  may  pro- 
duce puritis  vulvae  but  these  are  not 
usually  primarily  seen  by  the  gynecologist. 

VI.  Psychogenic  Disturbances:  Un- 
doubtedly there  are  instances  of  puritis 
vulvae  and  ani  which  are  psychogenically 
precipitated.  However,  a sincere  and  care- 
ful evaluation  of  the  patient  must  be  made 
before  this  cause  is  seriously  considered. 
All  possible  methods  should  be  used  to  rule 
out  organic  disease  as  a cause  of  puritis 
vulvae  and  the  patient  should  be  given  the 
benefit  of  the  doubt. 

When  puritis  vulvae  is  decided  to  be  of 
emotional  cause,  a psychiatrist  should  be 
consulted.  I would  like  to  warn  you 
against  the  use  of  hypnosis  in  the  treat- 
ment of  psychogenic  puritis  vulvae.  Since 
this  type  of  puritis  is  usually  considered 
to  be  an  hysterical  conversion,  it  is  un- 
wise to  displace  or  remove  the  symptom 
by  the  use  of  hypnosis  as  a psychotic 
break  may  follow.  I recall  a patient  who 
had  a large  family  and  because  she  was 
Roman  Catholic  could  not  use  contracep- 


tives. She  developed  an  intense  puritis 
vulvae  which  occurred  only  at  night  and 
was  of  such  intensity  that  it  prevented  her 
from  having  relations  with  her  husband. 
She  fell  into  the  hands  of  a non-medical 
hypnotist  and  he  displaced  her  puritis  by 
post  - hypnotic  suggestion.  She  immedi- 
ately suffered  a psychotic  break  as  a re- 
sult of  this  and  had  to  be  hospitalized. 
This  is  only  one  example,  but  a signifi- 
cant one. 

Benign  Tumors  of  the  Vulva : Many  pa- 
tients are  first  seen  by  the  gynecologist 
with  the  complaint  of  a vulvar  swelling. 
There  are  numerous  causes  which  deserve 
discussion  and  I would  like  to  mention 
some  of  the  more  common  ones. 

Hematoma:  This  occurs  almost  always 
following  some  type  of  straddle  injury  or 
too  vigorous  sexual  activity.  The  diag- 
nosis can  usually  be  made  by  history.  Oc- 
casionally spontaneous  hematomas  occur 
in  patients  with  blood  coagulation  defects 
or  leukemia.  If  the  hematoma  occurs  in 
the  region  of  Bartholin’s  gland  one  must 
be  careful  not  to  overlook  an  occult  car- 
cinoma as  the  underlying  cause. 

Infections : Furuncles  and  carbuncles 
occur  frequently  on  the  labia  skin.  They 
are  treated  as  they  would  be  elsewhere  on 
the  body.  There  are  an  increasing  num- 
ber of  post  partum  patients  with  vulvar 
furuncles  and  quite  often  the  organism  is 
one  of  the  resistant  or  “hospital  type’’ 
staphylococcus.  Accurate  bacteriologic 
diagnosis  and  drug  sensitivities  should  be 
carried  out  so  that  a proper  antibiotic  is 
used  in  treatment. 

The  granulomatous  venereal  diseases 
usually  produce  vulvar  tumors.  We  do  not 
have  sufficient  time  to  discuss  this  prob- 
lem here  but  suffice  it  to  say  that  any 
ulcerated  lesion  of  the  vulva  should  be 
thoroughly  investigated  from  the  bacte- 
riologic and  histologic  standpoint.  Biopsy 
is  always  indicated  unless  the  lesion  is 
proven  to  be  of  venereal  origin.  Even  then 
if  complete  regression  does  not  occur  after 
treatment,  biopsy  should  be  performed. 

Bartholin’s  Cyst:  When  Bartholin’s 
gland  becomes  infected  and  antibiotics 
fail  to  prevent  abscess  formation,  incision 
and  drainage  is  usually  performed.  If  re- 
current abscess  occurs,  excision  of  the  en- 
tire gland  may  be  necessary.  In  many 
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instances  interval  excision  of  the  gland 
does  not  have  to  be  carried  out  if  mar- 
supialization is  performed  at  the  time  of 
the  drainage  of  the  acute  infection.  In  my 
experience  this  is  a safe  and  useful  pro- 
cedure and  may  save  the  patient  further 
hospitalization.  This  may  also  be  the 
treatment  of  choice  in  the  treatment  of 
chronic  Bartholin’s  cyst. 

Vulvar  Condylomata : Condyloma  acu- 
minatum are  usually  seen  in  pregnancy 
and  are  almost  always  associated  with  an 
intense  leucorrhea.  Treatment  is  usually 
unsuccessful  until  the  vaginal  discharge  is 
cured.  Podophyllin  applied  to  the  condy- 
lomata repeatedly  is  usually  adequate 
treatment  when  a small  number  are  pres- 
ent. If  there  are  numerous  lesions  which 
extend  into  the  vagina,  surgical  excision 
with  the  knife  or  electric  cautery  should 
be  performed.  Since  podophyllin  is  ne- 
phrotoxic it  should  never  be  applied  to 
large  masses  of  condyloma  for  a long  pe- 
riod of  time  or  used  after  biopsy.  Death 
from  renal  failure  has  been  reported  in 
such  instances  due  to  absorption  of  the 
drug.- 

Neoplasms : A number  of  benign  neo- 
plasms of  the  vulva  occur  such  as  papil- 
lomas, fibromas  and  lipomas.  If  trouble- 
some, these  may  usually  be  removed  by 
simple  excision.  The  hidradenoma  or 
sweat  gland  tumor  of  the  vulva  must  be 
mentioned  here.  This  tumor  is  usually 
firm,  non-ulcerated  and  when  viewed  mi- 
croscopically may  give  the  appearance  of 
adenocarcinoma  due  to  the  glandular  pat- 
tern present.  As  a rule  if  a vulvar  growth 
is  diagnosed  as  adenocarcinoma  the  op- 
erator should  be  absolutely  certain  he  is 
not  dealing  with  the  benign  and  innocent 
hidradenoma.  Simple  excision  is  usually 
adequate  therapy  for  this  tumor. 

Vulvar  Leukoplakia'.  True  leukoplakia 
is  characterized  clinically  by  thickening 
and  fissuring  of  the  vulvar  skin  and  loss 
of  the  normal  pigmentation.  Microscopic- 
ally there  is  a thick  keratin  layer  present 
in  addition  to  hypertrophy  of  the  rete  pegs 
and  a marked  hyaline  change  in  the  sub- 
epithelial  zone.  This  accounts  for  the 
hardness  and  inelasticity  which  is  present. 
Many  other  conditions  produce  whitening 
of  the  vulvar  skin  but  almost  all  show 
atrophic  changes  microscopically  and 
usually  the  only  similarity  to  true  leuko- 
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plakia  is  the  thickened  keratin  layer.  Good 
examples  of  this  are  lichen  sclerosis  et  atro- 
phicus  and  atrophic  vulvitis.  These  con- 
ditions are  definitely  not  likely  to  become 
malignant  but  if  leukoplakia  is  superim- 
posed or  associated  with  one  of  these 
atrophic  vulvar  changes  we  have  a differ- 
ent situation. 

The  malignant  potentiality  of  leuko- 
plakia is  generally  accepted  but  open  to 
some  dispute.  Jeffcoate'*  has  pointed  out 
that  the  only  reason  leukoplakia  can  be 
incriminated  as  a cancer  precursor  is  that 
it  can  be  demonstrated  histologically  in 
50-80  percent  of  specimens  of  cancer  of 
the  vulva.  However,  the  same  type  of  epi- 
thelial activity  seen  in  leukoplakia  is  seen 
in  a number  of  other  skin  diseases  in  which 
chronic  irritation  is  present.  It  thus  seems 
reasonable  to  assume  that  leukoplakia  is 
not  so  much  a specific  cancer  precursor 
as  it  is  evidence  of  long  standing  skin 
irritation  and  it  is  well  accepted  that  this 
situation  can  lead  to  epithelioma  in  the 
susceptible  person. 

The  treatment  of  leukoplakia  is  directed 
toward  the  removal  of  the  locally  irritant 
factors.  If  medical  treatment  proves  in- 
effective then  surgical  excision  of  the  af- 
fected area  is  necessary.  All  of  us  have 
had  the  experience  of  performing  vulvec- 
tomy for  extensive  leukoplakia  and  having 
it  recur  afterwards.  In  my  opinion  this  is 
not  necessarily  evidence  that  the  local  ex- 
cision was  inadequate  but  simply  the 
same  locally  irritant  factors  continue  to 
exist. 

Carcinoma  of  the  Vulva:  Carcinoma  of 
the  vulva  makes  up  about  three  percent  of 
female  genital  cancers  and  less  than  one 
percent  of  all  cancers.  It  occurs  frequently 
enough  to  be  considered  as  a significant 
cause  of  death,  yet  it  is  not  sufficiently 
common  for  more  than  a few  cases  to  be 
seen  by  any  one  person  during  his  profes- 
sional life  unless  a special  effort  is  made 
to  concentrate  such  cases  at  a particular 
hospital.  It  is  one  of  the  easiest  cancers 
to  diagnose  and  should,  as  other  skin  ma- 
lignancies, rarely  be  the  cause  of  death. 
Unfortunately,  this  is  not  the  case  and 
many  lesions  are  far  advanced  when  seen 
for  the  first  time. 

Age  Incidence,  Race  and  Parity:  Car- 
cinoma of  the  vulva  is  a tumor  which  usu- 
ally appears  later  in  life  than  other  carci- 
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nomas  of  the  female  genitalia.  The  60-70 
year  age  group  is  most  frequently  affected, 
although  it  may  occur  in  much  younger 
women.  Apparently  race  and  parity  are 
not  related  to  the  incidence  of  this  tumor. 

Symptoms : The  symptoms  are  simple. 
A lump,  sore,  or  ulcer  are  almost  constant 
complaints.  Puritis  is  very  common  and 
should  always  be  investigated  with  cai'ci- 
noma  in  mind,  especially  in  older  patients. 
Pain  occurs  frequently  and  is  probably  due 
to  low  grade  secondary  infection  which 
often  occurs  soon  after  ulceration.  Bleed- 
ing is  rare  even  though  an  area  3 to  4 
centimeters  in  diameter  is  involved.  Dy- 
suria  may  be  a complaint  if  the  lesion  is 
near  the  urethra. 

Diagnosis : The  diagnosis  of  carcinoma 
of  the  vulva  is  made  by  biopsy.  The  im- 
portant differential  diagnoses  are  granu- 
loma inguinale,  lymphopathia  venereum, 
chancroid,  tuberculosis  and  condyloma 
acuminatum  and  latum.  In  any  patient 
who  presents  an  ulcerated  or  otherwise 
suspicious  vulvar  lesion  the  following  diag- 
nostic tests  should  be  carried  out:  (1) 
multiple  biopsies,  (2)  serological  test  for 
syphilis,  (3)  Frei  test,  (4)  smear  for 
Donovan  Bodies,  (5)  Darkfield,  and  (6) 
smear  and  culture  for  Ducrey’s  organism 
and  other  bacteria. 

Cancer  Precursors’.  I have  already  men- 
tioned the  relationship  of  leukoplakia  to 
carcinoma  of  the  vulva  and  I will  not  pur- 
sue it  further.  Chronic  granulomatous 
venereal  diseases,  which  are  largely  con- 
fined to  the  Negro  in  the  United  States, 
must  be  seriously  considered  as  true  can- 
cer precursors.  Lunin^  found  that  60  per- 
cent of  his  cases  of  vulvar  carcinoma  had 
an  antecedent  history  of  some  chronic  vul- 
var granuloma.  This  re-emphasizes  the 
fact  that  chronic  irritation  may  be  the 
important  predisposing  factor  and  not 
some  specific  type  of  skin  disease. 

Pathology.  Squamous  carcinoma  makes 
up  about  80  to  90  percent  of  vulvar  cancer. 
Grossly  the  tumor  may  be  fungating,  erod- 
ing, flat  or  infiltrating.  Histologically 
over  half  the  tumors  are  highly  differen- 
tiated squamous  carcinomas  with  numer- 
ous areas  of  pearl  formation.  The  least 
differentiated  tumors  are  made  up  of 
round,  polyhedral  or  spindle-shaped  cells. 
There  is  usually  much  associated  round  cell 
infiltration  and  chronic  infection.  The 


condition  previously  diagnosed  as  Bowen’s 
Disease  is  now  known  to  be  intra-epithelial 
carcinoma  and  definitely  precedes  invasive 
carcinoma  of  the  vulva. 

Basal  cell  carcinoma  makes  up  2 to  4 
per  cent  of  vulvar  malignancies.  This  le- 
sion is  similar  to  basal  cell  carcinoma  (Ro- 
dent ulcer)  found  elsewhere  on  the  body. 
Malignant  melanoma  is  fairly  common 
and  makes  up  5 to  10  per  cent  of  the  re- 
ported cases.  The  typical  histologic  pat- 
tern of  malignant  melanoma  is  seen.  This 
tumor  usually  follows  a rapidly  fatal 
course.  Other  uncommon  conditions  such 
as  Paget’s  Disease,  sarcoma,  adenocarci- 
noma and  metastases  from  other  tumors 
are  occasionally  encountered. 

Growth  Pattern’.  Locally  most  vulvar 
carcinomas  are  slow  growing  and  spread 
via  lymphatics.  The  present  day  accepted 
treatment  is  based  on  this  knowledge. 
Metastases  occur  first  in  the  superficial 
inguinal  and  femoral  nodes.  Following 
this  the  deep  inguinal  and  femoral  nodes 
are  involved.  All  lymph  channels  then 
pass  through  Cloquet’s  node  in  the  femoral 
canal  and  on  to  the  external  iliac,  hypo- 
gastric and  obturator  groups. 

Lesions  in  the  region  of  the  clitoris  may 
metastasize  to  Cloquet’s  node  without  su- 
perficial node  involvement.  If  the  lower 
portion  of  the  vagina  is  involved,  the  ob- 
turator and  hypogastric  nodes  may  be  in- 
volved primarily. 

Many  cross  lymphatic  channels  are 
present  and  palpable  nodes  or  the  lack  of 
same  are  no  indication  of  metastases. 
Contra-lateral  involvement  of  nodes  is 
common.  There  is  general  agreement  that 
in  slightly  over  one-half  the  cases  the 
lymph  nodes  are  involved  when  the  pa- 
tient is  first  seen. 

Treatment’.  Death  from  carcinoma  of 
the  vulva  if  untreated  is  “particularly  re- 
volting” (5).  There  is  massive  destruc- 
tion of  the  vulva  with  fecal  and  urinary 
incontinence  and  infection.  Since  the  ure- 
ters are  rarely  involved  the  relatively 
pleasant  death  from  uremia  which  often 
accompanies  far  advanced  carcinoma  of 
the  cervix  is  not  seen.  Death  is  usually 
due  to  sepsis.  Because  of  this  slow  de- 
structive process  it  is  thought  advisable  to 
excise  or  treat  every  lesion  even  if  cure  is 
not  possible,  since  considerable  palliation 
is  achieved. 
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Surgery  is  the  present  treatment  of 
choice.  The  accepted  procedure  consists  of 
a radical  vulvectomy  and  extensive  bilat- 
eral groin  dissection.  The  superficial  and 
deep  inguinal  and  femoral  nodes  are  al- 
ways removed  en  bloc.  The  external  iliac 
nodes  are  usually  resected  to  the  level  of 
the  bifurcation  of  tbe  common  iliacs  fol- 
lowed by  removal  of  hypogastric  and 
obturator  groups.  This  is  an  extensive  op- 
eration and  it  may  be  performed  in  either 
one  or  two  stages,  depending  on  the  age 
and  physical  condition  of  the  patient  and 
the  judgment  of  the  operator.  If  the  two- 
stage  procedure  is  selected,  the  radical 
vulvectomy  is  performed  first  followed  by 
the  bilateral  radical  groin  dissection  after 
a reasonable  interval.  Lesser  procedures 
such  as  wide  local  excision,  hemivulvec- 
tomy,  simple  vulvectomy  or  radical  vulvec- 
tomy without  bilateral  superficial  and 
deep  inguino  - femoral  lymphadnectomy 
ai'e  incomplete  operations  and  do  not  give 
the  patient  the  best  chance  for  complete 
cure.  About  90  per  cent  of  the  patients 
are  operable  when  first  seen  and  the  oper- 
ative mortality  is  relatively  low  at  present 
due  to  the  availability  of  blood,  antibiotics 
and  good  anesthetic  techniques. 

Immediate  postoperative  complications 
which  may  occur  are  infection,  thrombo- 
phlebitis, anemia,  hypoproteinemia  and 
delayed  healing  of  the  groin  incisions. 
Late  complications  are  few  and  most  pa- 
tients have  little  or  no  disability  which  is 
surprising  considering  the  extent  of  the 
procedure.  Chi'onic  lymphedema  of  the 
lower  extremities  is  fairly  common  but  is 
usually  controlled  by  elastic  stockings  and 
elevation  of  the  legs.  In  younger  women, 
marital  relations  are  not  interfered  with 
and  a number  of  cases  of  full  term  un- 
complicated vaginal  delivery  have  been  re- 
ported in  patients  who  have  undergone 
this  operation. 

When  recurrences  occur  they  are  usu- 
ally confined  to  the  vulva  and  may  be 
dealt  with  by  further  wide  local  excision. 

It  is  difficult  at  present  to  evaluate 


treatment  results  since  in  many  institu- 
tions no  one  particular  method  of  treat- 
ment has  been  used  for  a long  enough 
period  of  time  to  obtain  statistically  sig- 
nificant results.  When  there  is  nodal  in- 
volvement the  cure  rate  drops  somewhat. 
For  example,  in  Way’s  (6)  series  with 
positive  nodes  the  five-year  survival  rate 
was  48  per  cent  and  when  there  was  no 
involvement  it  was  86  per  cent.  Way  has 
also  noted  the  very  low  survival  rate  if  the 
deep  nodes  are  involved  and  has  ques- 
tioned the  value  of  dissecting  the  external 
iliac,  common  iliac  and  obturator  nodes. 
Green  (7)  et  al  have  also  noted  a similar 
five-year  cure  rate  in  their  series. 

Radiation  is  a modality  which  is  not 
used  except  for  palliative"  treatment.  The 
vulva  responds  unfavorably  to  irradiation 
and  much  slough  usually  occurs  with  poor 
healing  in  most  cases.  Some  good  results 
have  been  reported  from  radiation  but 
these  are  not  generally  accepted. 

There  are  two  exceptions  to  the  above 
rules  of  treatment.  When  one  is  dealing 
with  basal  cell  carcinoma  local  excision  or 
radium  is  adequate  therapy.  If  squamous 
carcinoma  is  found  and  can  definitely  be 
proven  not  to  have  extended  past  the  base- 
ment membrane  in  any  area  (non-inva- 
sive  or  intraepithelial  carcinoma)  radical 
vulvectomy  is  the  treatment  of  choice, 
gi'oin  dissection  being  unnecessary. 
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Out  on  a hill  a few  miles  west  of  here 
stands  a monument  to  the  devoted  and  un- 
tiring efforts  of  many  men  in  Arkansas 
and  elsewhere  which  is  adding  to  the  lus- 
tre of  our  State — in  yet  another  field — 
Medicine.  This  great  institution,  The  Uni- 
versity of  Arkansas  Medical  Center,  is  and 
should  be  the  pride  and  joy  of  the  whole 
State. 

Recently,  much  has  been  said  of  its 
problems — which  are  real — and  some  slan- 
derous remarks  have  appeared  about  its 
ancestry,  implying  some  illegitimacy 
about  its  birth  and  the  state  of  affairs 
regarding  its  parents  at  the  time  of  its 
inception.  Since  no  “Star  in  the  East” 
was  seen,  it  appeared  desirable  to  review 
the  circumstances  of  its  conception,  birth, 
early  nurture,  adolescence,  and  its  emer- 
gence into  manhood,  to  give  perspective  to 
its  present  struggles,  I have  found  this 
research  so  fascinating  that  I thought  you 
might  be  interested  in  a thumbnail  sketch 
of  the  growth  and  development  of  this 
great  Arkansas  institution. 

*As  presented  to  the  Rotary  Club  February  2.  1961. 

♦•Professor  and  Head,  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Arkansas  Medical  Center,  Little  Rock, 
Arkansas. 


The  early  settlers  of  our  land  were  so 
busy  with  survival  that  education  was  not 
given  much  consideration.  To  be  sure, 
there  were  the  “Dames  Schools”  and  other 
Traveling  Teachers.  I am  sure  that  many 
a mother  and  father  found  time  to  “learn” 
their  children  the  “3  R’s”.  The  fortunate 
few  went  East  to  prep  schools,  some  to 
college,  and  the  very  few  to  the  profes- 
sional schools  of  Europe. 

It  soon  became  evident  that  several  fam- 
ilies could  band  together  and  do  a better 
job  “for  the  children”  than  the  individual 
family,  and  as  early  as  1800  efforts  in 
this  direction  appeared  as  private  acade- 
mies and  colleges. 

A few  years  before,  in  1787,  Congress 
had  passed  the  Northwest  Ordinance  with 
these  words : 

“Religion,  morality  and  knowledge 
being  necessary  to  good  government  and 
the  happiness  of  mankind,  schools  and 
means  of  education  shall  forever  be  en- 
couraged.” It  then  made  provision  for  the 
disposition  of  lands  from  which  “The  In- 
dian title  had  been  extinguished  or  might 
be  extinguished  later,”  for  the  use  of  pub- 
lic education.  The  governor  and  township 


Arkansas  Industrial  University  at  Fayetteville  in  1879 
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commissioners  were  made  responsible  for 
these  grants. 

Thus  the  base  of  local  control  and  sup- 
port of  common  or,  as  we  know  it,  public 
schools  was  established.  However,  these 
provisions  proved  only  a gesture,  even  for 
the  common  school  effort,  and  tuition  or 
additions  became  necessary.  The  families 
boarded  the  teacher,  paid  him  in  hams, 
rice,  et  cetera,  and  the  archives  reveal  sev- 
eral juicy  scandals  of  the  times.  No  provi- 
sion was  available  for  what  we  now  call 
high  schools,  known  then  as  prep  schools, 
and  there  was  no  higher  education  in  the 
State. 

When  Arkansas  was  made  a Territory, 
it  was  established  with  the  Northwest  Or- 
dinance of  1787  that  1 T6th  of  each  town- 
ship would  be  set  aside  for  the  support  of 
“common  schools.”  The  governor  was  au- 
thorized to  select  and  to  sell  or  to  lease 
these  lands  and  the  monies  obtained  there- 

FIRST  ANNUAL  ANNOUNCEMENT 


OF  THE 


First  Medical  School  Building 
113  West  Second 


Medical  Department 

' OF  tHE”™- 

Arkansas  Industrial  University. 


SESSION  OF  1879-80. 


LOCATED  AT 

LITTLE  E/OCIC. 


LITTLE  ROCK : 

PKIATBD  BY  BLOCHBR  A MITCHELL,  STATE  FBINTEKS  ABD  BTHUEEB. 
1678. 
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from  were  to  support  common  or  public 
education. 

During  this  time,  considerable  support 
also  developed  for  a portion  of  these  lands 
to  be  used  for  a “Seminary  of  Learning,” 
or  a University. 

Because  of  a conflict  between  the  gov- 
ernor and  the  Assembly  regarding  the 
handling  of  public  lands  and  monies,  our 
petition  to  Congress  for  Statehood  ex- 
pressly placed  the  control  of  these  “Semi- 
nary Lands”  in  the  hands  of  the  Legisla- 
ture. Within  a few  years,  however,  the 
climate  had  changed  and  the  governor  was 
authorized  to  sell  that  portion  of  the  pub- 
lic township  lands  set  aside  for  the  Semi- 
nary of  Learning. 

Unfortunately,  the  law  provided  for 
sale  at  progressively  lower  prices.  Thus 
land  speculators,  with  the  silent  assent 
from  the  Legislature,  did  the  rest  and  the 
demise  of  this  early  effort  for  a univer- 
sity was  assured. 

Soon  after  Arkansas  became  a state. 
Governor  Yell  in  1839  exhibited  true  con- 
cern for  the  lack  of  facilities  and  provi- 
sion for  higher  education  in  the  state.  He, 
like  other  responsible  citizens,  became 
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concerned  for  “the  education  of  our  chil- 
dren.” From  his  survey  of  the  meager 
educational  opportunities  in  Arkansas,  he 
proposed  a resolution  to  the  Legislature 
with  these  words,  122  years  ago  this 
month : 

“Then  let  me  appeal  to  you,  by  the  debt 
you  owe  your  country,  by  the  just  claims 
of  morality,  religion  and  of  freedom,  let 
not  the  light  of  knowledge  be  extinguished 
in  your  hands,  but,  on  the  contrary,  build 
to  it  honorable  temples  and  imperishable 
altars  that  it  may  descend  like  the  un- 
clouded sun,  bright  and  glorious  to  your 
posterity.”  Wasn’t  that  a nice  speech! 

He  proposed  that  a segment  of  public 
lands  should  be  set  aside  for  higher  edu- 
cation as  they  were  for  common  education. 
This  resolution  met  with  support  in  Ar- 
kansas. Although  Governor  Yell  clearly 
saw  the  need  for  establishing  a communal 
base  for  higher  education,  he  unsuccess- 
fully importuned  the  Federal  Government 
to  consider  this  matter.  With  Governor 
Yell’s  death  in  the  Mexican  War,  the  early 
efforts  for  public  support  of  higher  edu- 
cation were  abandoned. 

Thus,  the  first  effort  to  reproduce  our- 
selves in  the  field  of  higher  education 
ended  in  abortion. 

While  his  plea  apparently  fell  on  deaf 
ears,  ten  years  later  Representative  Mor- 
rill of  Connecticut  became  concerned  re- 
garding the  same  problem  and  in  1859 
introduced  into  Congress  a bill  to  estab- 
lish the  concept  of  Public  Lands  as  the 


Second  Medical  School  Building 
12.3  Sherman 


support  base  for  “education  of  the  masses 
above  the  common  school  level.”  His  bill, 
ultimately  known  as  the  Land  Grant  Col- 
lege Act,  was  passed  by  both  Houses  in 
1859,  but  was  vetoed  by  President  Bu- 
chanan. Arkansas  representatives  in  Con- 
gress split  on  this  issue,  although  the 
majority,  in  keeping  with  the  sentiment 
at  home,  voted  nay,  and  Congress  was  un- 
able to  override  the  veto. 

Two  years  later,  in  1861,  100  years  ago, 
Senator  Morrill  modified  his  bill  and  rein- 
troduced it  to  Congress.  Following  his 
earlier  defeat.  Senator  Morrill  recognized 
that  in  order  to  gain  the  support  of  both 
the  agricultural  states  of  the  midwest  and 
the  rapidly  industrializing  states  of  the 
east,  he  must  compromise,  so  he  empha- 
sized these  features : He  made  it  clear 
that  “The  farmer  was  the  highest  epitome 
of  independence  and  industry  and  must  be 
educated  to  achieve  and  maintain  his  posi- 
tion . . . ; hence,  education  in  arts  and  sci- 
ences were  essential  to  his  evolution  as  the 
dominant  member  of  society  and  the  Body 
Politic.  . . .” 

This  bill  passed  in  January  of  1862.  Ac- 
cording to  incomplete  records,  it  appears 
that  while  the  majority  of  the  Arkansas 
delegation  supported  this  bill,  the  repre- 
sentatives from  Arkansas  were  not  recog- 
nized. 

What  is  the  Land  Grant  College  Act? 
It  provided  30,000  acres  for  each  senator 
and  representative,  to  be  taken  from  pub- 
lic lands  for  “Education  of  the  masses  in 
mechanical  arts  and  agriculture.” 

Following  the  passage  of  the  bill  but 
before  its  implementation,  a certain  un- 
fortunate belligerency  developed  among 
these  United  States.  The  only  action  dur- 
ing the  next  few  years  was  to  establish 
mechanisms  of  implementation. 

This  bill  was  the  legitimate  grandfather 
of  the  Medical  School  and  in  the  language 
of  the  Genealogist,  established  the  begin- 
ning of  the  line.  We  are  ever  grateful  to 
Governor  Yell  and  his  foresight — to  Sena- 
tor Morrill  for  his  industry,  and  to  the 
Congress  of  the  United  States  for  estab- 
lishing the  concept  of  Public  Lands  for 
Higher  Education. 

The  next  few  years  were  confused  by 
belligerency  and  altercations.  In  1863, 
there  were  two  capitols  and  two  govern- 
ments in  Arkansas.  The  government  in 
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Logan  H.  Roots  Memorial  City  Hospital  operated  in  conjunction  with  the  second  Medical  School 
Building.  It  was  located  at  125  Sherman. 


Little  Rock  and  the  northern  half  of  the 
State  became  established,  sought  readmit- 
tance to  the  Union,  and  requested  the  im- 
plementation of  the  Land  Grant  Act  for 
Education. 

So  beclouded  were  these  days  and  so 
dubious  was  the  authority  of  this  govern- 
ment that  its  request  was  not  recognized. 
Throughout  the  era  of  the  military  gov- 
ernment which  interrupted  these  efforts 
for  Public  Lands,  negotiations  and  agita- 
tions continued,  and  reflect  the  true  con- 
cern of  our  forebears  for  higher  education 
for  their  children. 

I suppose  one  might  call  this  interval  a 
“Sterility  Case.” 

In  due  season,  Arkansas  was  re-admit- 
ted to  the  Union  and  local  civil  govern- 
ment was  re-established.  Under  its  lead- 
ership, the  item  of  Public  Lands  for 
Higher  Education  was  re-asserted.  After 
several  false  starts,  finally  the  General 
Assembly  of  1871  passed  the  “Organic 
Act”  which  authorized  Governor  Hadley 
to  appoint  a Board  of  Education  to  imple- 
ment the  principles  of  the  Land  Grant 
College  Act. 
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There  was  much  to  be  done  and  little 
time  to  do  it,  as  the  statutory  limit  was 
approaching,  namely,  February  12,  1872. 
The  Board  dispatched  several  exploratory 
committees  ...  to  the  East  to  learn  of 
the  arts  and  science  schools ; to  the  Mid- 
west for  the  applied  science  of  agriculture 
and  industry ; and  to  Washington  to  learn 
of  the  terms  of  “acceptance”  of  the  Land 
Grant  provisions. 

They  reconvened  in  Little  Rock  in  No- 
vember of  1871  and  reported  on  their 
findings.  One  item  of  personal  interest 
enters  the  picture.  The  committee  to  the 
Midwest  was  most  impressed  with  the 
campus  of  the  University  of  Illinois.  These 
were  copied  and  became  in  1875  “Old 
Main”  of  our  delightful  Fayetteville 
campus. 

At  the  time  of  that  visit  by  the  Com- 
mittee of  the  Board,  certain  of  my  own 
forebears  were  students  at  the  University 
of  Illinois.  My  father  received  a degree 
from  Illinois  and  began  his  teaching  ca- 
reer at  that  institution.  It  is  with  con- 
siderable romance  and  nostalgia  that  I 
find  myself  participating  in  an  educa- 
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The  First  State  Capitol  as  a Medical  School 
Building  between  the  first  and  second 
school  building. 


tional  program  in  which  “Old  Main”  ex- 
ists on  both  my  father’s  campus  and  my 
present  campus. 

The  second  act  of  the  Board  was  to  “ad- 
vertise.” The  Land  Grant  Act  provided 
the  total  acres  from  public  lands  were  to 
be  sold  to  support  education.  Our  Legis- 
lators of  that  day  wisely  decided  that 
these  monies  should  not  be  used  for  con- 
struction but  for  endowment  or  support. 
The  grounds  and  buildings  were  to  be  sub- 
scribed by  the  host  community.  Thus  the 
location  of  the  Arkansas  Industrial  Uni- 
versity was  on  the  market  to  the  highest 
bidder. 


Several  areas  entered  the  competition — 
only  three  of  which  warrant  reciting  here. 
It  is  of  interest  that  only  a few  areas  of 
the  State  were  sufficiently  interested  to 
consider  the  matter  at  all.  It  appears 
from  the  record  that  those  interested 
areas  were  primarily  in  the  northern  half 
of  our  State.  Batesville,  which  subse- 
quently acquired  an  institution  of  higher 
education,  was  high  on  the  list  and 
pledged  $100,000  in  bonds  for  the  con- 
struction of  the  University.  Little  Rock 
and  Pulaski  County  has  the  dubious  dis- 
tinction of  being  the  only  area  which  con- 
sidered the  item  and  defeated  the  pro- 
posal 450  to  73.  Letters  to  the  Editor  in 
the  Gazette  are  indeed  revealing  in  that 
they  suggest  the  later  conflict  of  interest 
over  the  Medical  Center.  One  point  of 
view  was  that  the  University  should  “nat- 
urally be  here”  at  the  center  of  culture, 
and  the  other  was  that  we  were  not  ready 
for  higher  education.  Such  ideas  are  ex- 
pressed today,  even  though  in  slightly  dif- 
ferent terms. 

Fayetteville  and  Washington  County 
with  its  three  colleges  won  out.  They  pro- 
vided $150,000  bond  issue  and  offered  600 
acres  of  land.  To  be  sure,  there  was  oppo- 
sition from  Cane  Hill  College,  Arkansas 
College,  and  the  Female  Seminary.  How- 
ever, the  level  of  higher  education  had 
so  infiltrated  the  community  that  they 
over-subscribed  the  bond  issue.  That  they 
had  to  be  hailed  into  court  ten  years  later 
and  required  to  pay  up  notwithstanding. 


City  Hospital,  Isaac  Folsom  Clinic  and  University  of  Arkansas  School  of  Medicine  between  lltb  & 
1.3th  Streets  on  McAlmont  Street. 
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Ground  breaking  for  the  new  Medical  Center.  Hon.  Sidney  McMath,  Louis  Webster  Jones,  President 
of  the  University-Hayden  C.  Nicholson,  M.D.,  Dean  attending. 


this  area  of  our  State  was  most  receptive 
to  higher  education. 

The  Board  met  in  Little  Rock  in  De- 
cember of  1871  and  declared  the  bid  of 
Fayetteville  valid  and  accepted,  and  de- 
clared the  opening  of  school  for  January 
28,  just  14  days  ahead  of  the  final  date. 
To  the  surprise  of  all,  101  students  in  the 
normal  (prep)  and  college  divisions 
showed  up,  and  matriculated  in  a recon- 
structed farm  house.  Thus  began  the  Ar- 
kansas Industrial  University,  the  legiti- 
mate Mother  of  the  Medical  Center.  The 
Medical  School  now  had  a mother  and 
grandfather. 

The  beginnings  of  Medicine  in  Arkan- 
sas are  lost  in  the  mists  of  the  past.  The 
early  records  reveal  physicians  and  sur- 
geons coming  here  from  medical  schools 
in  the  East  and  abroad.  The  first  Fay- 
etteville faculty  roster  of  the  University 
lists  a Richard  Thurston,  M.  D.,  of  Van 
Buren,  who  was  paid  $480  for  teaching. 
It  was  to  be  a long  time  before  other 
physicians  were  paid  for  their  educational 
contributions  to  the  University. 

By  1870,  however,  there  was  a suffi- 
cient number  of  physicians  with  active 
interest,  who  constituted  themselves  as 
the  Arkansas  Medical  Society.  This  So- 
ciety engaged  in  both  scientific  and  polit- 
ical activity  for  the  uplift  and  regulation 
of  health,  medical  care,  and  medical  prac- 
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tice.  This  body  became  the  true  father  of 
the  Medical  Center. 

There  were  frequent  exchanges  between 
the  Board  of  Trustees  of  the  University 
and  the  Officers  of  the  Medical  Society 
anent  the  establishment  of  a Medical  De- 
partment. It  was  a difficult  and  protracted 
courtship  . . . The  Father  seeking  a 

Mother  for  its  son. 

The  fact  that  the  University  was  per- 
manently located  in  Fayetteville,  away 
from  the  cultured  business,  legislative,  and 
more  important  medical  center  of  the 
State  posed  problems  to  both  parties.  The 
lack  of  clinical  material  for  medical  in- 
struction in  Fayetteville  and  the  indiffer- 
ence of  the  Board  of  the  University  led 
President  Linithicum  of  the  Medical  So- 
ciety to  explore  the  establishment  of  a 
Medical  Department  of  St.  Johns  College 
here  in  Little  Rock.  As  nothing  came  of 
this  flirtation,  the  Medical  School  escaped 
being  a bastard  child  of  the  University. 

Eventually,  in  1879,  with  the  support  of 
and  for  the  State  Medical  Society,  certain 
physicians  of  Little  Rock  under  the  lead- 
ership of  Doctor  Hooper  formed  a stock 
company  and  inaugurated  a medical  school 
for  the  state.  The  University  accepted 
this  institution  as  the  Medical  Department 
of  the  University,  granting  degrees  to  the 
graduates,  but  stipulated  it  would  assume 
no  financial  I’esponsibility  for  its  support. 
It  was  65  years  before  this  fiscal  irre- 
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sponsibility  was  reversed.  Thus  a child  was 
born — loved  and  supported  by  its  father — 
and  spurned  and  ignored  by  its  mothers. 

The  fledgling  premature  infant  was 
supported  by  the  physicians  of  Little 
Rock ; by  the  City,  which  made  available 
the  clinical  facilities  of  the  city  hospitals, 
by  student  fees,  and  by  the  State  Medical 
Society. 

The  Medical  Society  established  a Board 
of  Visitors  who  annually  visited  the  School 
for  inspections  and  recommendations,  and 
reported  their  findings  both  to  the  School 
and  the  State  Society.  It  would  be  good 
if  we  had  a Board  of  Visitors  today. 

The  State  Medical  Society  and  the  phy- 
sicians of  Little  Rock  who  served  as  the 
faculty  repeatedly  pressed  both  the  Uni- 
versity and  the  Legislature  for  financial 
support  without  avail.  Nevertheless,  the 
“young  Tin”  continued  to  grow,  was  soon 
out  of  diapers,  and  recognized  by  the  As- 
sociation of  American  Medical  Colleges  in 
1890,  in  which  year  the  curriculum  was 
extended  to  4 years  of  6 months  each,  and 
there  were  83  students  with  17  graduat- 
ing. Despite  the  fact  that  this  enrollment 
compared  favorably  with  the  Fayetteville 
campus  of  113  students  with  7 graduates, 
neither  the  Legislature  nor  the  University 
supported  this  fledgling. 

In  1906,  a second  medical  school,  the 
College  of  Physicians  and  Surgeons,  was 
established.  This  institution  likewise  was 
self-supporting  and,  while  it  struggled 
manfully  for  its  progeny,  little  was  added 
to  medicine  in  Arkansas. 

At  the  1909  meeting  of  the  Arkansas 
State  Medical  Society,  a committee  was 
appointed  with  Doctor  Young  of  Spring- 
dale  its  Chairman,  with  three  objectives. 
1)  To  persuade  the  two  faculties  of  medi- 
cine to  merge,  to  combine  their  acquired 
properties  and  equipment  and  to  deed 
them  to  the  State.  2)  To  persuade  the 
General  Assembly  to  accept  these  prop- 
erties, making  the  combined  school  an  in- 
tegral part  of  the  University  and  provid- 
ing for  its  support,  and  3)  To  induce  the 
State  to  build  and  maintain  a Charity  Hos- 
pital in  connection  with  and  under  the 
control  of  the  University  School  of  Medi- 
cine. 

The  first  two  of  these  objectives  was 
accomplished  by  1911,  but  it  required 
nearly  50  years  for  the  third,  the  Hospital. 


In  accepting  this  gift,  the  Legislature — 
note,  not  the  University,  “pledged  the 
faith  and  credit  of  the  State  to  forever 
maintain  and  operate  a first  class  Medical 
College  as  a part  of  the  University,  with 
the  course  of  study,  methods  of  instruc- 
tion and  equipment  of  standards  equiva- 
lent to  that  required  of  Medical  Colleges 
by  the  Association  of  American  Medical 
Colleges.” 

However,  the  Legislature  adjourned 
without  appropriating  any  funds  for  such 
a fine  purpose.  As  the  Legislature  pre- 
pared to  move  to  the  new  Capitol  in  1913, 
it  passed  a resolution  making  available  the 
75  year  old  State  Capitol  Building  for  use 
of  the  Medical  School,  and  in  the  same 
year  Dean  Smith,  a graduate  of  the  Uni- 
versity, presented  a budget  of  $50,000.  Ac- 
cording to  the  Gazette:  “A  huge  laugh 
went  up  from  the  solons  when  that  re- 
quest was  presented,  who  regarded  the 
maintenance  of  a medical  school  as  the 
wildest  extravagance.”  However,  the 
youngster  had  grown  up  enough  to  be 
granted  an  allowance  from  its  foster 
father  — the  Legislature  appropriated 
$36,000. 

There  were  further  appropriations  by 
the  Legislature  to  the  Medical  Department 
directly.  It  was  not  until  1945  that  the 
appropriation  for  the  University  included 
monies  for  the  School  of  Medicine. 

Because  of  financial  and  other  strin- 
gencies, the  school  lost  its  accreditation 
and  reverted  to  a two  year  preclinical 
school  in  1918.  The  State  Medical  Society 
Committee  was  still  working  on  its  third 
goal,  namely,  a hospital.  These  develop- 
ments, plus  the  persuasive  powers  of  Dean 
Smith  induced  the  Legislature  in  1920  to 
appropriate  $500,000  for  the  hospital.  Un- 
fortunately, the  State  Penitentiary  was  in 
debt,  and  where  do  you  suppose  the  funds 
went?  You  guessed  it — they  were  subse- 
quently diverted  to  the  Penitentiary.  This 
was  to  prove  a major  setback  to  the  growth 
of  the  Center. 

The  City  of  Little  Rock  again  came  to 
the  rescue  with  the  completion  of  the  new 
City  Hospital  at  MacArthur  Park,  making 
these  facilities  available  to  the  Medical 
School,  and  clinical  instruction  was  re- 
sumed. In  1935,  the  modern  Medical 
School  building  was  constructed  with 
W.P.A.  funds,  adjacent  to  the  hospital, 
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and  in  1939  the  State  leased  the  City  Hos- 
pital to  complete  the  first  combined  unit 
for  the  Medical  School,  and  the  University 
Medical  was  again  accredited  by  the  As- 
sociation. 

The  next  decade  showed  the  halting  and 
erratic  progress  of  an  adolescent,  with 
some  recessions.  Despite  its  dubious  birth, 
several  stepfathers,  and  an  indifferent 
mother,  it  eventually  began  to  show  the 
fuzz  of  manhood  on  the  chin,  flexed  its 
muscles,  and  whistled  at  the  girls.  These 
signs  of  approaching  manhood  were  rec- 
ognized by  Governor  McMath  and,  with 
many  assists  from  an  aroused  public,  the 
medical  profession,  and  “Smokes  for  the 
Medical  Center,”  the  Legislature  and  the 
University  accepted  the  Medical  Center 
plan. 

The  balance  of  the  story  is  known  to 
most  of  you.  After  a hectic  courtship,  in 
the  summer  of  1956  the  young  man, 
dressed  in  the  most  modern  finery,  went 
out  to  meet  his  bride — the  aspiring  stu- 
dents of  medicine  and  the  sick  of  the 
State.  The  Medical  Center  was  a fact. 

The  indifferent  mother  now  beamed  in 
pride.  The  sugar  daddy  (the  Legislature) 
chortled,  “That’s  my  boy !”  Its  foster  par- 
ents celebrated  the  event.  All  of  education 
and  medicine,  not  only  in  Arkansas  but 


across  the  country,  were  celebrants  at  the 
wedding  feast  in  the  spring  of  1957.  And 
its  true  father,  the  Medical  Society, 
quietly  but  proudly  looked  on  from  the 
wings. 

As  with  all  marriages,  there  comes  a 
day  when  the  ring  on  the  bathtub  is  more 
noticeable  than  the  ring  on  her  finger.  It 
is  not  surprising  that  there  are  frictions 
among  the  foster  parents,  the  in-laws,  and 
other  sundry  shirt-tail  relatives,  and  the 
bride  and  groom.  And  one  shouldn’t  be 
too  surprised  if  the  newlyweds  have  to 
send  home  for  some  extra  cash  now  and 
then. 

These  are  trying  times  but  should  not 
be  unexpected.  Given  time  and  helpful 
support,  guidance  and  counsel,  this  young 
man  will  gain  maturity  and  judgment,  the 
better  to  participate  in  the  health  affairs 
of  the  State. 

The  conflicting  efforts  of  the  many 
relatives  to  claim  parentage  and  the  right 
to  “guide”  this  young  man  incite  confu- 
sion and  chaos.  It  is  to  be  hoped  that 
concert  of  effort  rather  than  competition 
will  lead  this  young  man  to  medical  ma- 
turity in  the  service  of  our  people. 

The  Medical  Center  is  truly  a magnifi- 
cent young  man,  alert  to  its  responsibili- 
ties and  eager  to  be  about  its  several 
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fathers’  business.  It  is  a campus  of  over 
600  students  in  its  five  health  related 
schools,  that  care  for  over  70,000  sick  in 
its  clinics  and  10,000  in  the  hospital 
yearly,  yes,  and  participates  in  the  arrival 
of  2,500  new  Arkansans  yearly.  It  attracts 
and  spends  over  $1.5  million  in  non-Uni- 
versity  research  funds,  and  does  many 


things  for  many  people. 

This  is  truly  an  eager  young  man,  en- 
thralled and  stimulated  by  his  future,  who 
will  serve  his  people  well,  from  whom  he 
has  had  his  birth. 

This  is  the  genealogy  of  the  Medical 
Center.  Aren’t  you  proud  to  be  a part  of 
his  ancestry ! ! ! 


WATCH  FOR  SOMETHING  NEW  — 
ISSUE  OF  .lANUARY,  1962! 
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Cushing’s  Syndrome  in  an  Adolescent  Girl* 

David  H.  James,  Jr..  M.D.** 


Cushing’s  syndrome  in  children  prior  to 
the  onset  of  adolescence  is  almost  always 
due  to  a carcinoma  of  the  adrenal  cortex. 
Through  1956'  at  least  twenty-nine  well 
documented  cases  of  the  syndrome  associ- 
ated with  an  adrenal  malignancy  in 
childhood  had  appeared  in  the  literature. 
There  is  general  agreement  that  the  treat- 
ment in  these  cases  should  consist  of  sur- 
gical excision  plus  the  use  of  replacement 
therapy  with  steroids  and  other  supportive 
measures. 

On  the  other  hand,  Cushing’s  syndrome 
in  the  adolescent  age  group  is  frequently 
not  associated  with  an  adrenal  neo- 
plasm-. The  adrenal  glands  in  these 
patients  may  show  moderate-to-marked 
hyperplasia  or  may  appear  normal,  both 
grossly  and  microscopically.  The  etiology 
in  these  cases  is  not  well  understood  and 
the  treatment  must  be  individualized. 

The  following  case  illustrates  some  of 
the  problems  encountered  in  the  diagnosis 
and  management  of  Cushing’s  syndrome 
in  an  adolescent  girl. 

CASE  REPORT 

G.  A.  was  first  seen  as  an  out-patient 
on  March  10,  1959  at  15  and  one  half 
years  of  age.  Her  complaint  at  that  time 
was  excessive  weight  gain  in  spite  of 
dietary  restrictions  and  the  use  of  an  ap- 
petite suppressor. 

History  revealed  that  she  had  been  in 
good  health  until  September,  1958  at  which 
time  she  began  gaining  weight  quite  rap- 
idly. During  the  ensuing  six  months  she 
gained  from  130  to  175  pounds.  In  De- 
cember, 1958,  she  was  started  on  a 1200 
calorie  diet  and  was  put  on  an  appetite 
suppressor  (Levonor — 5.0  mgm.  t.i.d.) 

In  February,  1959  she  began  having  fre- 
quent generalized  headaches.  The  men- 


*Fiom the  Division  of  Pediatrics,  College  of  Medicine,  Uni- 
versity of  Tennessee,  the  LeBonheur  Children’s  Hospital. 
Memphis.  Tennessee,  and  the  Crittenden  Memorial  Hospital. 
West  Memphis.  Arkansas. 

*’*200  South  Rhodes  Street,  West  Memphis,  Arkansas. 
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strual  periods,  which  had  been  normal 
since  her  menarche  in  January,  1958, 
ceased  following  a normal  period  in  Janu- 
ary, 1959. 

Physical  examination  revealed  a 
markedly  obese,  adolescent  girl.  A mod- 
erate amount  of  acne  was  present  but  no 
striae  were  observed.  There  was  a thick 
fat  pad  in  the  interscapular  area  which  ex- 
tended up  onto  the  neck.  Her  weight  at 
this  time  was  175  pounds  and  the  height 
was  61  and  one  half  inches.  Blood  pres- 
sure was  125  90. 

On  March  26,  1959  she  was  admitted  to 
Crittenden  Hospital  (West  Memphis,  Ar- 
kansas) for  evaluation.  Examination  at 
this  time  was  unchanged  except  that  there 
had  developed  some  bluish  striae  over  the 
hips,  the  inner  aspect  of  each  thigh,  and 
on  both  arms. 

Laboratory  work  revealed  a hemoglobin 
of  17.8  grams  percent,  a red  blood  cell 
count  of  5,950,000  and  a white  blood  cell 
count  of  15,200  with  a normal  differen- 
tial. Urinalysis  was  normal.  A post- 
prandial blood  sugar  was  114  mgm.  (/f , 
serum  sodium  was  150  meq./lit.  and  serum 
potassium  was  4.4  meq.  liter.  A protein 
bound  iodine  was  5.4  micrograms  %.  Urine 
17-  Ketosteroid  excretion  was  23.5 
mgm.  24  hours  and  urine  17-Hydroxy- 
corticoid  excretion  was  23.9  mgm.  24 
hours.  X-rays  of  the  skull  and  lumbar 
vertebrae  were  normal. 

From  these  findings  it  was  felt  that 
she  had  Cushing’s  syndrome.  She  was 
sent  home  for  a few  days  and  was  then 
admitted  to  Le  Bonheur  Children’s  Hos- 
pital (Memphis,  Tennessee)  for  further 
evaluation. 

Initial  physical  examination  at  Le  Bon- 
heur Hospital  revealed  a markedly  obese 
girl  who  weighed  169  pounds  and  was 
five  feet,  one  inch  tall.  Blood  pressure 
was  126  90.  Her  expression  was  apa- 
thetic and  she  had  a round  “moon”  face. 
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There  was  a large  “buffalo-type”  fat  pad 
over  the  posterior  cervical  and  interscapu- 
lar area.  Marked  facial  acne  was  noted 
and  there  were  many  bluish-purple  striae 
over  the  lower  abdomen,  the  inner  aspect 
of  both  thighs,  and  on  both  arms. 

Laboratory  work  revealed  a hemoglobin 
of  14.4  grams  '/  , a red  blood  cell  count  of 
4,710,000  per  cubic  millimeter  and  a white 
blood  cell  count  of  15,500  per  cubic  milli- 
meter with  a normal  differential  and  ad- 
equate thrombocytes.  Urinalysis  was 
normal.  A total  eosinophil  count  was  40 
per  cubic  millimeter  and  a protein  bound 
iodine  was  4.1  micrograms  %.  Blood  chem- 
ical determinations  revealed  the  following: 
CO-  of  25  meq.  lit.,  chloride  of  103  meq./ 
lit.,  sodium  of  143  meq. /lit.  and  potassium 
of  4.5  meq.  lit.  An  oral  glucose  tolerance 
test  revealed  a “diabetic-type”  of  curve  as 
follows:  fasting-96.0  mgm.  %,  30  min- 
utes-213  mgm.  , 1 hour-259  mgm.  , 2- 
hours-203  mgm.  ’'/< , 3 hours-109  mgm.  ’/< , 
4 hours-66  mgm.  , and  5 hours-84  mgm. 
G . The  17-Ketosteroid  excretion  was  23.5 


mgm.  24  hours  and  the  17-Hydrocortoid 
excretion  was  23.9  mgm.  24  hours. 

Roentgenograms  of  the  long  bones 
showed  no  abnormality.  An  intravenous 
pyelogram  revealed  a well  defined  shad- 
ow above  the  left  kidney  in  the  adrenal 
area.  This  measured  4.0  cm.  at  the  base 
and  had  a vertical  height  of  about  4.0  cm. 
No  similar  shadow  was  seen  above  the 
right  kidney.  The  collecting  system  ap- 
peared normal  bilaterally.  It  was  the  im- 
pression of  the  radiologist  that  the  shad- 
ow over  the  left  kidney  might  represent  a 
slightly  enlarged  adrenal  gland. 

A gynecological  consultant  could  find 
no  abnormality  on  pelvic  examination.  He 
agreed  that  the  most  likely  diagnosis  was 
that  of  Cushing’s  syndrome. 

The  patient  was  sent  home  for  a few 
days  and  was  re-admitted  on  April  16, 
1959  for  an  exploratory  laparotomy.  Phys- 
ical examination  and  laboratory  findings 
remained  essentially  unchanged. 

On  April  20,  1959  a transabdominal  ex- 
ploratory laparotomy  was  carried  out. 


Fig.  I 

Microscopic  section  from  the  biopsy  specimen  of  the  adrenal  gland,  revealing  normal  adrenal  cortical 
tissue. 
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Both  adrenal  shuids  were  found  to  be 
normal  in  size,  shape,  color  and  consist- 
ency. A biopsy  was  taken  from  each 
adrenal  gland  and  microscopic  examina- 
tion (Fig.  I)  revealed  no  signs  of  hyper- 
plasia or  of  any  other  abnormality. 
Biopsies  of  each  ovary  and  of  the  liver 
also  revealed  normal  tissue,  both  grossly 
and  microscopically. 

Since  both  adrenal  glands  appeared  nor- 
mal it  was  felt  that  adrenalectomy  (either 
partial  or  total)  was  not  indicated.  The 
abdomen  was  therefore  closed  and  the  op- 
eration completed.  The  post-operative 
course  was  smooth  and  she  was  discharged 
on  May  1,  1959  to  be  followed  as  an  out- 
patient. 

In  June,  1959  it  was  recommended  to 
the  parents  that  the  girl  be  given  x-ray 
treatment  to  the  pituitary  gland.  However, 
for  various  reasons  this  advice  was  not 
accepted.  She  was  taken  to  a chiropractor 
and  then  to  a “cultist”  in  a desperate  ef- 
fort to  have  the  condition  “cured.” 

The  child  slowly,  but  progressively,  be- 
came worse  and  in  September,  1959  she 
was  returned  for  further  medical  treat- 
ment. At  that  time,  she  was  referred  to  the 
University  of  Arkansas  Medical  Center 
(Little  Rock,  Arkansas)  for  further  evalu- 
ation and  consideration  of  irradiation  of 
the  pituitary  gland. 

On  September  28,  1959,  irradiation  was 
begun  and  she  received  a total  of  5000 
gamma  roentgens  to  the  pituitary  area 
over  a six  week  period.  The  course  was 
completed  on  November  11,  1959. 

During  the  month  following  completion 
of  the  irradiation,  she  became  progres- 
sively worse.  She  became  markedly  de- 
pressed and  easily  agitated.  Her  weight 
increased  to  197  pounds  and  there  devel- 
oped numerous  purplish  striae  over  the 
abdomen,  thighs  and  arms.  She  developed 
marked  low  back  pain  and  thei'e  was  x-ray 
evidence  of  moderate  osteoporosis. 

In  view  of  the  rapidly  downhill  course, 
plans  were  made  to  perform  a bilateral 
total  adrenalectomy.  She  was  therefore 
admitted  to  Crittenden  Hospital  on  De- 
cember 7,  1959  for  this  procedure  (Fig. 
II).  However,  laboratory  work  on  this  ad- 
mission revealed  a total  eosinophil  count 
of  668  per  cubic  millimeter,  a 17  Keto- 
steroid  excretion  of  3.4  mgm./24  hours  and 
a 17-Hydroxycorticoid  excretion  of  5.7 


mgm./24  hours.  In  view  of  these  signs  of 
laboratory  remission  she  was  discharged 
to  be  followed  as  an  out-patient. 


Fig.  II 


(a  and  b) 

Patient  one  month  following  completion  of  irradi- 
ation of  the  pituitary  gland,  illustrating  the 
apathetic,  “moon  facies”,  “buffalo  hump”,  striae, 
and  obesity. 
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In  early  January,  1960,  she  began  losing 
weight,  the  acne  began  subsiding  and  all 
the  other  signs  and  symptoms  of  Cushing’s 
syndrome  gradually  began  to  regress.  The 
following  month  she  had  her  first  men- 
strual period  in  over  a year. 

By  June,  1960  she  had  lost  about  25 
pounds  and  all  of  the  stigmata  of  Cush- 
ing’s syndrome  had  receded  markedly.  The 
urinary  excretion  of  17-Ketosteroids  and 
17-Hydroxycorticoids  had  remained  at  a 
normal  level. 

Seventeen  months  after  completing  the 
x-ray  treatment  (Fig.  Ill)  there  were  no 
signs  or  symptoms  of  Cushing’s  syndrome. 
She  was  leading  a normal  life  and  was 
taking  part  in  all  the  usual  school  and 
extracurricular  activities  of  a high  school 
senior. 

DISCUSSION 

This  girl  presented  nearly  all  of  the 
characteristic  signs  and  symptoms  of 
Cushing’s  syndrome.  During  the  early 
stages,  there  was  the  onset  of  progressive 
obesity,  amenorrhea,  “moon  - facies”,  a 
“buffalo-hump”,  acne  and  muscular  weak- 
ness. Later  there  developed  low  back  pain, 
osteoporosis,  striae  of  the  abdomen  and 


Fig.  Ill 

Patient  seventeen  months  following  completion 
of  pituitary  irradiation.  She  is  in  complete 
remission. 


extremities,  headache,  slight  hypertension 
and  marked  mental  depression.  Signifi- 
cant laboratory  tests  revealed  a low  total 
eosinophil  count,  a diabetic-type  of  glucose 
tolerance  curve  and  marked  elevation  of 
the  urinary  17-Ketosteroid  and  17-Hy- 
droxycorticoid  excretion.  After  ruling  out 
the  possibility  of  an  adrenal  neoplasm  by 
transabdominal  exploratory  laparotomy 
she  was  treated  by  irradiation  to  the 
pituitary  area.  This  produced  a complete 
remission  which  has  persisted  until  the 
present  time. 

In  a recent  report  from  the  Mount  Sinai 
Hospital  (New  York  City)  Softer-,  et  al 
reviewed  the  findings  in  fifty  patients 
with  Cushings  syndrome,  all  but  one  of 
whom  were  over  ten  years  of  age.  His- 
tologic examination  of  the  adrenal  glands 
were  obtained  in  all  but  five  cases. 
Twenty-one  patients  were  found  to  have 
tumors  of  the  adrenal  cortex.  Thirteen 
of  these  were  malignant  and  eight  were 
benign.  Eleven  patients  had  varying  de- 
grees of  hyperplasia  of  the  adrenal  cor- 
tices. However,  the  other  thirteen  patients 
had  normal  - appearing  adrenal  glands, 
both  grossly  and  microscopically. 

There  is  general  agreement  that  the 
signs  and  symptoms  of  Cushing’s  syn- 
drome are  due  to  hypersecretion  of  the 
adrenal  cortices.  However,  in  those  cases 
without  a tumor,  it  has  not  been  deter- 
mined whether  the  primary  disturbance  is 
in  the  adrenal  gland  itself  or  if  the  hyper- 
function is  secondary  to  overstimulation 
from  the  pituitary  gland  or  elsewhere. 

Grumbach-’  has  suggested  the  possi- 
bility that  in  these  non-tumorous  cases 
there  may  be  an  intrinsic  abnormality  in 
the  enzymatic  biosynthesis  of  C 21  ster- 
oids or  that  chronic  ACTH  stimulation  has 
altered  the  enzyme  systems  involved  in  the 
formation  of  corticosteroids.  On  the  other 
hand,  Liddle^  and  Jailor'^  have  postulated 
that  the  pituitary  gland  in  this  condition 
may  secrete  excessive  amounts  of  a “corti- 
cotropic”  or  “growth”  factor  (distinct 
from  ACTH)  which  acts  on  the  adrenal  to 
increase  its  responsiveness. 

Recently,  NugenL’  has  demonstrated 
that  a fairly  constant  elevation  of  the 
plasma  level  of  17-Hydroxy  corticosteroids 
can  be  produced  in  some  normal  subjects 
by  the  constant  intravenous  infusion  of 
small  amounts  of  ACTH  (1. 5-5.0  I.U.  per 
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day),  calibrated  in  such  a way  that  there 
would  be  no  measurable  elevation  of  the 
blood  ACTH  level.  He  postulates  that 
Cushing’s  syndrome  associated  with  ad- 
renal hyperplasia  or  normal  adrenal 
glands  may  result  from  a fairly  constant 
secretion  of  a small  amount  of  ACTH  by 
the  pituitary  gland. 

The  treatment  for  the  non-tumorous 
cases  of  Cushing’s  syndrome  is  not  as  well 
worked  out  as  it  is  for  those  cases  with 
adrenal  neoplasms.  However,  because  of 
the  operative  risks,  the  possibility  of  post- 
operative complications'"'  and  the  need  for 
permanent  replacement  therapy,  bilateral 
adrenalectomy  should  probably  be  reserved 
for  those  cases  with  severe  signs  and  symp- 
toms and  or  those  who  have  failed  to  re- 
spond to  more  conservative  treatment-  '^. 

In  Soffer’s  series-  twenty-three  non- 
tumorous  cases  were  treated  with  pitui- 
tary irradiation,  unilateral  adrenalectomy, 
or  a combination  of  both.  Of  this  group, 
seventeen  had  a satisfactory  remission. 
He  concludes  that  probably  no  more  than 
one-third  of  all  patients  with  non-tumorous 
adrenal  cortical  hyperfunction  require  bi- 
lateral adrenalectomy. 

SUMMARY 

A case  of  Cushing’s  syndrome  in  an 
adolescent  girl  is  reported. 

Some  of  the  problems  encountered  in 
the  diagnosis  and  management  of  such  a 
case  are  illustrated. 

The  etiology  and  treatment  of  non- 
tumorous  cases  of  Cushing’s  syndrome  are 
briefly  discussed. 

I wish  to  thank  the  members  of  the 


Radiology  Department  of  the  University 
of  Arkansas  Medical  Center,  Little  Rock, 
Arkansas  who  administered  the  irradia- 
tion to  the  pituitary  gland  in  this  patient. 
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In  recent  years  there  have  been  nu- 
merous reports  of  patients  with  constitu- 
tional non-hemolytic  forms  of  jaundice 
with  varying  clinical  pictures  (1,  2).  Con- 
stitutional jaundice  is  the  result  of  a 
physiologic  defect  somewhere  in  the  nor- 
mal metabolic  pathway  of  bilirubin  trans- 
port and  excretion.  Although  these  cases 
are  not  great  in  number,  they  should  be 
seen  occasionally  by  most  physicians.  In 
the  past,  when  the  clinical  syndromes  of 
constitutional  jaundice  were  not  recog- 
nized, these  patients  usually  were  given  a 
diagnosis  of  chronic  hepatitis.  In  some 
instances  exploratory  laparotomy  was  per- 
formed because  of  a mistaken  diagnosis  of 
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cholecystic  disease.  Since  the  prognosis  is 
good  in  most  forms  of  constitutional  jaun- 
dice, these  conditions  should  be  diagnosed 
correctly  and  differentiated  from  true 
chronic  hepatitis,  a disease  with  a poor 
prognosis.  This  paper  will  be  a discussion 
of  the  nature  of  the  defects  in  these  dis- 
eases and  the  clinical  picture  which  they 
present. 

POTENTIAL  SITES  OF  DEFECTS 
First,  let  us  review  the  metabolic  path- 
way of  bilirubin  formation  and  excretion. 
In  Figure  1 at  the  top  are  shown  body 
tissue  compartments  which  are  separated 
by  the  vertical  dashed  lines.  Hemoglobin, 
when  released  by  the  destruction  of  red 
blood  cells,  is  rapidly  converted  into  bili- 
verdin  in  the  reticuloendothelial  tissue. 
Since  normally  biliverdin  is  not  found  in 
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the  blood,  the  biliverdin  is  immediately 
converted  to  bilirubin  while  the  pigment 
is  still  within  the  reticuloendothelial  tis- 
sue. Bilirubin  then  finds  its  way  into  the 
blood  stream  for  transport  to  the  liver  for 
excretion.  Since  bilirubin  is  not  water  sol- 
uble, there  has  to  be  some  mechanism  to 
maintain  bilirubin  in  solution  during  its 
transport  to  the  liver.  Binding  of  biliru- 
bin to  albumin  serves  this  purpose.  Once 
the  bilirubin  albumin  reaches  the  liver, 
the  pigment  must  be  absorbed  by  the  par- 
enchymal liver  cells.  Bilirubin  apparently 
can  be  stored  in  the  liver  cells  prior  to 
conjugation. 

For  excretion  of  bilirubin  by  the  liver, 
another  process  must  take  place  to  form  a 
soluble  product  since  very  little  protein  is 
present  in  liver  bile.  In  recent  years  it 
has  been  demonstrated  that  the  liver  cell 
conjugates  bilirubin  with  other  substances 
to  form  water-soluble  molecules.  Glucuro- 
nidation,  the  most  important  conjugation 
mechanism  for  bilirubin,  is  also  utilized 


by  the  liver  to  render  other  substances, 
such  as  certain  steroids,  metabolically  in- 
active in  preparation  for  excretion  by  the 
body.  About  76  percent  of  the  bilirubin 
in  bile  is  found  as  bilirubin  glucuronide, 
15  percent  as  bilirubin  sulfate,  and  9 per- 
cent in  the  form  of  other  unidentified  con- 
jugates (3).  Of  particular  importance  in 
the  formation  of  bilirubin  glucuronide  is 
the  enzyme  glucuronyl  transferase,  an  en- 
zyme which  is  found  in  the  microsomes  of 
the  parenchymal  liver  cells. 

Once  the  bilirubin  has  been  conjugated, 
it  must  then  be  excreted  into  the  bile.  It 
is  believed  that  this  excretion  into  bile  is 
an  active  process  which  in  some  way  is 
dependent  upon  the  recently  described  mi- 
crovilli of  the  liver  cells  lining  the  col- 
lecting bile  spaces  (4).  It  is  now  known 
that  the  unconjugated  bilirubin,  although 
carried  in  the  serum  attached  to  albumin, 
is  the  indirect  form  of  bile  pigment  in 
the  Van  den  Bergh  serum  bilirubin  test. 
The  conjugated  pigment,  chiefly  bilirubin 
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glucuronide,  is  more  soluble  and  therefore 
gives  the  direct  reaction  in  the  Van  den 
Bergh  test. 

The  potential  sites  of  defects  in  bili- 
rubin metabolism,  which  may  result  in 
constitutional  forms  of  jaundice,  are  indi- 
cated in  Figure  1 by  the  numbers  shown 
within  circles.  It  has  been  postulated  that 
there  might  be  a defect  in  the  ability  of 
blood  to  transport  bilirubin  to  the  liver — 1. 
It  also  has  been  postulated  that  the  par- 
enchymal liver  cells  may  not  be  able  to 
absorb  and  store  bilirubin — 2.  There  is 
definite  evidence  that  conjugation  of  bili- 
rubin to  glucuronide  within  liver  cells  can 
be  defective — 3.  There  is  some  evidence 
to  suggest  that  there  also  can  be  a block 
to  excretion  of  conjugated  bilirubin  from 
the  liver  cells  into  the  bile  ducts,  possibly 
due  to  defects  in  the  microvilli  of  the  liver 
cells — 4. 

CLINICAL  SYNDROMES  WITH  INDIRECT 
SERUM  BILIRUBIN 

At  the  present  time  the  constitutional 
non-hemolytic  forms  of  jaundice  can  be 
divided  into  2 major  groups:  those  with 
elevation  of  the  indirect  serum  bilirubin, 
and  those  with  elevation  of  both  direct 
and  indirect  serum  bilirubin.  Those  con- 
ditions with  an  elevated  indirect  serum 
bilirubin  only  will  be  discussed  first.  See 
Figure  2. 

Jaundice  of  the  Premature  Infant.  Al- 
though this  condition  is  not  abnormal  in 
the  usual  disease  sense,  it  is  one  of  the 
expressions  of  physiological  immaturity 
in  the  premature  infant.  Studies,  such  as 
those  of  Brown  and  associates  (5)  with 
guinea  pigs  and  rats,  have  shown  that  the 
glucuronyl  ti’ansferase  enzyme  system  in 
the  liver  does  not  become  fully  developed 
until  about  the  time  of  normal  birth  or 
several  days  thereafter.  In  the  premature 
human  infant,  therefore,  the  elevation  of 
the  indirect  seum  bilirubin  probably  is  a 
manifestation  of  the  immature  glucuronyl 
transferase  conjugation  system.  With 
mild  and  usually  only  transient  elevation 
of  the  serum  bilirubin  in  this  condition, 
there  are  no  symptoms  other  than  the 
jaundice,  which  is  of  the  indirect  type  of 
pigment.  In  the  unusual  severe  form  of 
this  disease  with  serum  bilirubin  levels  of 
20  mg.  percent  or  more,  exchange  trans- 
fusions can  be  utilized  to  protect  against 
brain  damage. 


The  liver  is  not  abnormally  enlarged 
and  the  usual  liver  function  tests  are  not 
different  from  those  usually  found  in  pre- 
mature infants.  Liver  biopsy  reveals  an 
architecturally  normal  liver.  This  condi- 
tion is  self-limiting  as  the  conjugating 
mechanism  of  the  liver  rapidly  matures 
and  the  accumulated  bilirubin  in  the  tis- 
sues then  is  conjugated  and  excreted  in 
the  bile. 

Crigler -Najjar  Syndrome.  In  a small 
number  of  infants  a permanent  deficiency 
of  the  glucuronidation  conjugating  mech- 
anism exists  (7).  This  syndrome  is  mani- 
fested by  marked  elevation  of  the  indirect 
serum  bilirubin.  There  is  evidence  that 
this  condition  is  inherited  as  an  autosomal 
recessive  trait  (6).  When  the  serum  bili- 
rubin exceeds  20  mg.  percent,  there  often 
is  brain  damage  with  resultant  mental  de- 
ficiency, epilepsy  and  spasticity  (7,  8). 
This  brain  damage  is  known  as  kernic- 
terus.  This  brain  damage  is  postulated  to 
be  due  to  inhibition  of  aerobic  oxidation 
and  uncoupling  of  phosphorylation  in  both 
brain  and  liver  tissue  by  the  indirect  bili- 
rubin. This  inhibition  may  be  due  to 
competition  of  indirect  bilirubin  with  pro- 
toporphyrin for  the  iron  in  formation  of 
heme  (9).  The  liver  and  liver  function 
tests,  other  than  the  jaundice,  are  basic- 
ally normal.  In  some  instances  bilirubi- 
nuria  has  been  reported.  There  is  no  ade- 
quate form  of  therapy  for  this  disease, 
and  death  within  about  1 year  is  usual 
when  the  serum  bilirubin  level  exceeds  20 
mg.  percent. 

Gilbert's  Disease.  Gilbert’s  disease  is  a 
mild  form  of  intermittent  jaundice  which 
is  most  often  r-ecognized  in  young  adults 
(3).  The  serum  bilirubin  elevation  is  in 
the  indirect  bilirubin,  which  usually  does 
not  exceed  5 or  6 mg.  percent.  There  is 
evidence  that  this  condition  is  inherited 
as  a dominant  trait  with  incomplete  pene- 
trance (6).  Some  investigators  believe 
that  this  condition  is  merely  a mild  form 
of  the  same  defect  seen  in  the  Crigler- 
Najjar  syndrome. 

The  clinical  picture  is  one  of  intermit- 
tent mild  jaundice  which  often  is  noted 
in  association  with  upper  respiratory  in- 
fections or  other  unrelated  diseases.  Symp- 
toms from  Gilbert’s  disease  are  either  to- 
tally absent  or  are  very  mild  and  vague 
with  complaints  such  as  abdominal  dis- 
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tress.  The  liver  is  normal  in  size  and, 
other  than  the  jaundice,  the  usual  liver 
function  tests  are  normal.  Occasionally  a 
flocculation  test  may  be  abnormal.  Gall 
bladder  series  are  normal. 

A deficiency  in  glucuronyl  transferase 
has  been  demonstrated  in  some  of  these 
patients,  especially  when  the  serum  bili- 
rubin has  exceeded  5 mg.  percent  (3, 
10-12).  However,  other  investigators  have 
not  been  able  to  demonstrate  a deficiency 
of  glucuronidation  in  some  of  these  pa- 
tients (13,  14).  Therefore  it  has  been 
suggested  by  Arias  (15)  that  there  may 
be  some  patients  in  this  group  with  either 
deficient  bilirubin  transport  to  the  liver 
or  with  a defect  in  absorption  and  storage 
of  bilirubin  by  the  liver  cells.  See  Figure  1. 

Since  the  jaundice  is  mild  and  there  are 
no  other  significant  abnormalities  of  liver 
function,  these  patients  do  not  require 
therapy  and  prognosis  is  excellent.  It  is 
important  that  the  patient  understand  the 
nature  of  his  condition  so  that  the  pa- 
tient can  live  a normal  life  free  of  any  re- 
strictions. 

CLINICAL  SYNDROMES  WITH  BOTH  DIRECT 
AND  INDIRECT  SERUM  BILIRUBIN 

In  this  group  of  conditions  both  the 
direct  and  indirect  serum  bilirubin  are 
elevated,  symptoms  are  more  prominent 
and  there  are  liver  function  test  abnor- 
malities. Bilirubin  is  commonly  found  in 
the  urine.  See  Figure  2. 

Duhm-Johnson.  Syndrome.  This  disease 
is  an  intermittent  form  of  jaundice  with 
serum  bilirubin  levels  often  ranging  up  to 
10  mg.  percent  or  more  (16).  There  is 
evidence  to  suggest  that  this  disease  may 
be  an  autosomal  dominant  trait  (6).  The 
serum  bilirubin  contains  an  elevation  of 
both  direct  and  indirect  bilirubin,  with 
the  direct  pigment  constituting  about  60 
percent  of  the  total  serum  bilirubin.  These 
patients  commonly  have  symptoms  of  nau- 
sea and  vomiting  (34  percent),  weakness 
(50  percent),  diarrhea  (13  percent)  and 
abdominal  pain  (77  percent)  (16).  The 
abdominal  pain  may  be  severe  at  times 
and  is  located  in  the  epigastrium  or  right 
upper  quadrant  of  the  abdomen.  The  liver 
is  slightly  enlarged  in  52  percent  of  cases, 
and  it  may  be  tender  in  36  percent  of  pa- 
tients (16).  The  brom-sulphalein,  ceph- 
alin  flocculation,  thymol  turbidity  and  al- 
kaline phosphatase  tests,  in  the  order 
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given,  are  frequently  abnormal.  Direct 
bilirubin  is  present  in  the  urine.  Gall 
bladder  series  usually  show  no  concentra- 
tion of  opaque  media  in  the  gallbladder. 
The  gallbladder  is  completely  normal  in 
most  cases,  but  Dubin  (16)  reports  that 
10  percent  of  his  series  have  had  gall- 
stones present.  Wolf  and  associates  (17), 
from  their  studies  of  2 families  with  this 
disease,  emphasize  that  with  mild  degrees 
of  liver  involvement  with  the  pigment  to 
be  described,  the  bromsulphalein  test  and 
gall  bladder  series  may  often  be  normal. 
A similar  study  of  2 families  by  Man- 
dema  and  associates  (18)  showed  that 
bromsulphalein  uptake  by  the  liver  was 
normal  during  the  first  phase  of  the  test, 
with  subsequent  delay  in  uptake  which 
suggested  that  bromsulphalein  retention  is 
the  result  of  a delay  in  excretion.  Brom- 
sulphalein conjugation  to  amino  acids  (the 
excretion  products)  was  normal. 

In  this  condition  the  liver  is  grossly 
black,  although  otherwise  normal.  The 
black  color  is  the  result  of  accumulation 
of  a lipofuscin-like  pigment  in  the  central 
portions  of  the  liver  lobules  (16).  There 
is  no  glucuronyl  transferase  deficiency  in 
this  disease.  It  has  been  postulated  that 
this  condition  is  a result  of  a physiologic- 
block  to  excretion  of  the  conjugated  bili- 
rubin, perhaps  at  the  level  of  the  micro- 
villi of  the  cells  which  surround  the  col- 
lecting bile  sinusoids.  Although  this  con- 
dition is  stated  to  be  benign,  perhaps 
prognosis  should  be  somewhat  guarded 
since  there  is  reason  to  believe  that  some 
of  these  patients  may  eventually  develop 
chronic  renal  damage  from  formation  of 
bile  thrombi  in  the  kidneys.  There  is  no 
known  form  of  therapy. 

CHRONIC  IDIOPATHIC  JAUNDICE  WITHOUT 
PIGMENT  IN  THE  LIVER. 

A generally  acceptable  term  for  this 
syndrome  is  not  currently  available.  There 
have  been  about  7 cases  of  this  syndrome 
described  in  the  literature  (19-23).  In 
general  this  syndrome  is  similar  to  the 
Dubin-Johnson  syndrome  with  certain 
outstanding  exceptions.  The  disease  is 
thought  to  be  familial.  The  outstanding 
differences  in  this  syndrome,  compared  to 
the  Dubin-Johnson  syndrome,  are:  1)  ab- 
sence of  abdominal  pain,  2)  absence  of 
pigmentation  in  the  liver,  and  3)  presence 
of  a normal  gallbladder  series.  Little  else 
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is  known  about  this  disease  and  its  basic 
defect. 

SUMMARY 

The  potential  sites  of  defects  in  consti- 
tutional non-hemolytic  forms  of  jaundice 
are:  1)  transport  of  bilirubin  by  blood 
to  the  liver,  2)  uptake  and  storage  of  bili- 
rubin by  the  liver  cells,  3)  conjugation  of 
bilirubin  by  the  liver  cells,  and  4)  excre- 
tion of  conjugated  pigment  into  the  bile. 

The  currently  recognized  forms  of  con- 
stitutional non-hemolytic  jaundice  can  be 
divided  into  2 groups,  according  to  the 
nature  of  the  jaundice.  The  first  group 
has  only  elevation  of  the  indirect  serum 
bilirubin  and  includes  jaundice  of  the  pre- 
mature infant,  Gilbert’s  Disease  and  the 
Crigler  - Najjar  Syndrome.  Glucuronyl 
transferase  deficiency  seems  to  be  the  com- 
mon deficiency  to  all  syndromes  in  this 
group,  although  defective  transport  or  up- 
take and  storage  of  bilirubin  by  the  liver 
also  has  been  postulated  in  Gilbert’s  Dis- 
ease. The  Crigler-Najjar  Syndrome  may 
simply  be  a more  severe  form  of  Gilbert’s 
Disease. 

The  second  group  of  conditions  has  ele- 
vation of  both  the  direct  and  indirect 
serum  bilirubin  with  bilirubinuria.  Symp- 
toms referable  to  the  gastrointestinal 
tract  with  liver  function  test  abnormalities 
are  present.  The  only  known  differences 
between  the  Dubin-Johnson  Syndrome  and 
the  other  condition  included  in  this  group 
are  pi’esence  of  abdominal  pain,  pigmenta- 
tion of  the  liver  and  an  abnormal  gall- 
bladder series  in  the  first  syndrome. 
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Arkansas  Public  Health  at  a Glance 


Hearing  Screening  in  Arkansas  Schools 


It  is  the  purpose  of  the  school  hearing 
screening  program  to  locate  individual 
children  who  need  ear  care  and  bring 
them  to  the  attention  of  the  appropriate 
professional  person  or  agency  in  position 
to  provide  the  right  kind  of  help.  This 
program  has  been  under  the  direction  of 
the  Maternal  and  Child  Health  Division  of 
the  Arkansas  State  Board  of  Health  for 
the  past  thirteen  years  and  many  children 
have  I'eceived  attention  to  their  ears  whose 
hearing  could  very  well  have  been  perma- 
nently impaired  had  thei'e  been  no  means 
of  detecting  these  hearing  problems. 

The  State  Health  Department  under  the 
guidance  of  a Committee  from  the  Eye, 
Ear,  Nose  and  Throat  Section  of  Arkansas 
Medical  Society  established  at  the  begin- 
ning of  the  program  the  desirable  stand- 
ards for  screening  and  the  criteria  for  re- 
ferring for  further  medical  examination. 
These  standards  and  referral  criteria  have 
been  reviewed  periodically  by  the  E.E.N.T. 
section  since  then.  The  portable  puretone 
audiometer  was  selected  as  the  device  for 
screening.  This  device  was  chosen  because 
of  its  simplicity  and  ease  of  operation  as 
well  as  insuring  a standardized  test  for 
each  child.  The  sweep-check  or  discrete 
frequency  method  is  used  for  screening 
purposes  and  the  discrete  - frequency 
threshold-acuity  test  is  used  for  retesting 
the  children  who  fail  the  sweep-check 
screening  test. 

The  sweep-check  screening  test  is  pre- 
sented as  an  individual  test.  To  admin- 
ister the  test  the  attenuator  of  the  audio- 
meter is  set  at  20  decibels  and  the  tester 
sweeps  through  the  frequencies  250,  500, 
1,000,  2,000,  4,000,  and  8,000  cycles  per  sec- 
ond for  each  ear.  The  child  indicates  by  rais- 
ing his  hand  if  he  hears  the  tone  as  it  is 
presented.  In  the  school  program  there  is 
a slight  variation  of  the  sweep-check  test 
in  that  if  a child  does  not  respond  to  a 
tone  at  20  decibels  the  attenuator  dial  is 
raised  to  30  decibels  and  the  tone  is  pre- 
sented again,  if  he  responds  it  is  then 
lowered  to  20  decibels  and  the  tone  is  again 
presented.  Any  child  who  fails  to  re- 
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spond  at  two  or  more  of  the  six  frequencies 
in  either  or  both  ears  at  20  decibels  will 
be  retested  by  the  same  method  two  to 
three  weeks  later.  This  allows  time  for 
colds  or  other  temporary  conditions  af- 
fecting the  hearing  to  clear  up.  If  the 
child  fails  the  screening  retest,  he  is  then 
given  the  discrete-frequency  threshold- 
acuity  test.  This  test  is  much  more  re- 
fined and  the  objective  is  to  find  the  low- 
est intensity  level  of  hearing  acuity 
(threshold  acuity)  at  the  six  different 
frequencies.  The  1000  cycle  frequency  is 
chosen  as  a starting  point.  The  tone  is 
set  at  an  intensity  level  high  enough  for 
the  child  to  hear,  gradually  lowered  until 
the  sound  can  be  no  longer  heard,  then  in- 
creased until  sound  is  audible  again.  This 
“threshold  seeking  maneuver”  is  repeated 
until  a uniform  response  is  obtained.  Each 
of  the  six  frequencies  are  tested  on  each 
ear  and  the  results  are  plotted  on  an  au- 
diogram. Children  who  fail,  in  either  ear, 
to  hear  the  tones  at  20  decibels  at  two  or 
more  frequencies  are  referred  by  means  of 
a letter  to  the  parents  for  a more  com- 
plete examination  by  a physician.  It  is 
requested  that  a report  be  returned  to  the 
school  that  this  examination  has  been 
made  and  with  recommendations  from  the 
physician  in  regard  to  the  educational 
needs  of  the  child. 

The  hearing  screening  program  is  a 
school,  community,  and  health  department 
project  and  is  a part  of  the  total  school 
health  program.  Schools  desiring  this  pro- 
gram agree  to  furnish  the  quietest  room 
available  to  do  the  testing.  Parent-teacher 
or  civic  groups  are  trained  to  do  the  screen- 
ing by  a hearing  consultant  from  the  State 
Health  Department  or  by  the  local  public 
health  nurse.  The  pure-tone  audiometer 
and  other  materials  are  loaned,  without 
cost,  by  the  health  department.  The  audio- 
grams  and  referrals,  in  most  instances, 
are  done  by  the  hearing  consultant  or  pub- 
lic health  nurse  with  the  assistance  of  the 
screening  group.  Since  this  program  is  a 
part  of  the  total  school  health  program 
teachers  are  urged  to  include  teaching 
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units  on  care  of  the  ears  during  the  time 
the  program  is  in  progress. 

In  setting  up  and  organizing  the  pro- 
gram in  the  school  special  emphasis  is 
placed  upon  the  fact  that  this  program  is 
a screening  test  and  is  by  no  means  com- 
plete and  final.  Due  to  the  lack  of  a fully 
adequate  testing  room  and  other  existing 
conditions  a few  children  who  fail  the  test 
are  found  upon  later  audiological  examina- 
tion to  be  without  a hearing  difficulty. 
However,  every  precaution  is  taken  to 
avoid  unnecessary  referrals  to  the  physi- 
cian. He  may  find  conditions  that  need 
attention  even  though  the  hearing  loss  was 
temporary. 

The  following  table  is  a report  of  hear- 
ing tests  which  have  been  given  under  the 
direction  of  the  State  Health  Department. 
This  table  does  not  include  the  school  year 
1960-61  because  the  report  for  this  year  is 


incomplete.  Many  schools  have  failed  to 
submit  reports  and  other  schools  have  pur- 
chased their  own  audiometers  and  do  not 
report  to  a central  agency. 

HEARING  PROGRAM  FOR  1948-49 
THROUGH  1959-60 

Referred  for 

Year  Screened  Medical  Attention 


1948- 49  9,244  246 

1949- 50  19,027  674 

1950- 51  25,328  732 

1951- 52  17,821  665 

1952- 53  40,982  1,046 

1953- 54  32,559  772 

1954- 55  54,560  1,325 

1955- 56  54,545  1,308 

1956- 57  62,696  1,808 

1957- 58  64,096  1,629 

1958- 59  58,880  1,247 

1959- 60  50,756  889 
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Editorial: 


Is  Hemochromatosis  a Variant  of  Cirrhosis? 

Alfred  Kahn,  Jr.,  M.D. 


There  are  many  facets  to  the  problem 
of  iron  metabolism.  Hemochromatosis  has 
puzzled  physicians  for  many  years.  Re- 
cently, this  subject  has  been  excellently 
reviewed  by  MacDonald  (Arch.  Int.  Med. 
Vol.  107,  p.  606,  1961),  whose  material  is 
summarized  below.  Credit  is  given  Du- 
tournier  for  reporting  the  triad  acterizing 
this  disease : diabetes,  enlarged  liver,  and 
pigmented  skin. 

MacDonald  poses  this  question : is  he- 
mochromatosis a different  disease  from 
hemosiderosis?  He  has  examined  a num- 
ber of  arguments  which  tend  to  separate 
these  two  conditions. 

Firstly,  in  previous  reviews  it  is  said 
that  hemochromatosis  has  a different 
morphological  appearance  from  hemo- 
siderosis. It  is  pointed  out  that  al- 
though the  hemosiderosis  of  pernicious 
anemia  and  hemolytic  anemia  do  differ  in 
appearance  from  hemochromatosis.  The 
hemosiderosis  of  dietary  iron  ingestion 
looks  like  hemochromatosis  with  large 
amounts  of  iron  in  the  liver  rather  than  in 
the  spleen,  kidney,  and  bone  marrow. 

Some  authorities  have  stated  that  he- 
mochromatosis was  an  inborn  error  of 
iron  metabolism.  Except  for  Sheldon’s  re- 
view, MacDonald  states  that  among  707 
reported  cases  there  are  only  7 families 
with  2 members  having  hemochromatosis. 
He  further  reports  that  the  20  percent  of 
the  relatives  of  cases  of  hemochromatosis 
who  have  elevated  serum  iron  could  be 
related  to  similar  diet  rather  than  hered- 
ity. In  any  event,  elevated  serum  iron 
does  not  seem  to  cause  cirrhotic  changes 
in  the  liver.  Females  do  not  seem  to  have 
hemochromatosis  as  often  as  males,  and 
although  this  could  be  the  result  of  hered- 
ity, menstrual  blood  loss  could  also  ex- 
plain it. 

Iron  absorption  has  been  said  to  be  reg- 
ulated by  a mucosal  block  in  the  intestine 
which  permitted  only  the  absorption  of 
the  physiological  needs  of  the  body;  fur- 
ther iron  absorption  was  blocked.  This 

Volume  58,  Number  7 — DECEMBER,  1961 


idea  appears  to  be  controverted  by  the 
fact  that  increasing  doses  of  iron  cause 
increasing  absorption  without  apparent 
blockage  at  a physiological  level,  as  in  chil- 
dren poisoned  by  excessive  iron  ingestion. 
In  anemic  people  more  iron  is  absorbed 
than  needed  and  the  excess  is  deposited  in 
the  body.  Animals  can  store  excess  iron  if 
it  is  excessive  in  their  diets,  and  in  fact 
certain  diets  seem  to  promote  this  as  in 
protein  deficiencies,  etc.  The  iron  absorp- 
tion in  hemochromatosis  has  been  scruti- 
nized and  actually  seems  to  be  normal  at 
times  and  this  argues  against  an  inherited, 
constant  defect. 

Many  authors  have  argued  as  to 
whether  or  not  iron  causes  tissue  damage. 
Current  evidence  indicates  it  does  not.  Ex- 
cessive iron  has  been  given  to  laboratory 
animals  for  long  periods  without  being 
able  to  induce  cirrhosis.  Iron  does  not  ac- 
celerate cirrhosis  in  laboratory  animals 
who  are  on  a deficient  diet.  MacDonald 
discounts  socalled  transfusion  hemochro- 
matosis ; he  does  not  accept  the  case  re- 
ports as  being  adequately  documented  to 
prove  this  point.  In  socalled  transfusion 
hemochromatosis  there  was  more  iron  in 
the  tissues  than  could  be  accounted  for  by 
the  transfusions,  indicating  at  least  some 
other  mechanism  of  excessive  iron  intake. 

The  tissue  avidity  for  iron  in  hemo- 
chromatosis is  increased  according  to 
MacDonald.  It  has  been  found  that  blood 
iron  levels  were  constant  despite  elevated 
iron  in  tissues.  The  iron  granules  in  he- 
mochromatosis tend  to  grow  in  size  sug- 
gesting a failure  of  the  tissue  to  release 
iron.  Tissues  with  a high  metabolic  rate 
accumulate  iron  faster  than  those  with  a 
slower  rate.  Iron  given  to  patients  with 
hemochromatosis  goes  to  red  blood  cells 
to  the  extent  of  only  20  percent,  whereas 
in  normal  patients  70  percent  of  intra- 
venously iron  therapy  went  to  the  red 
blood  cells. 

MacDonald  views  idiopathic  hemochro- 
matosis as  a variant  of  portal  cirrhosis, 
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although  in  a few  cases  it  might  develop 
from  co-existing  hepatic  and  hematological 
disease.  Hemochromatosis  is  more  often 
associated  with  portal  cirrhosis  than  other 
types  of  cirrhosis.  Furthermore,  there  is  a 
similarity  of  iron  findings  in  portal  cir- 
rhosis and  hemochromatosis.  The  fat  and 
“alcoholic”  hyalin  of  portal  cirrhosis  are 
often  seen  in  hemochromatosis.  Nutri- 
tional disease  is  present  in  many  cases  of 
hemochromatosis  and  alcoholism  is  pres- 
ent in  29  percent  to  85  percent  of  cases. 
Cirrhosis,  as  it  develops,  seems  to  bind 


iron,  and  in  experimental  animals  defi- 
cient diets  given  to  produce  cirrhosis  tend 
to  cause  excess  iron  deposition.  Lastly, 
pancreatic  fibrosis  is  often  seen  in  portal 
cirrhosis  as  well  as  in  hemochromatosis. 

This  timely,  provocative  article  by  Mac- 
Donald is  worthy  of  study  by  all  practi- 
tioners. From  time  to  time  authors  as- 
semble a group  of  signs  into  a syndrome 
or  single  disease,  which  further  critical 
study  refutes.  This  may  be  the  case  in 
hemochromatosis. 


WATCH  FOR  SOMETHING  NEW  — 
ISSUE  OF  JANUARY,  1962! 
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MEDICINE  IN  THE  NEWS 


Doctor  DipIomatvS 

Five  physicians  from  Tulsa,  Oklahoma, 
members  of  the  First  Presbyterian  Church 
of  Tulsa,  are  giving  up  their  practices  for 
six-week  periods  to  serve  voluntarily  at 
the  Miraj  Medical  Center  in  Miraj,  India. 

Dr.  C.  S.  Lewis,  one  of  these  five  Tulsa 
physicians,  recently  reported  to  the  AMA 
on  the  progi’ess  of  the  project  labeled 
“Doctors  in  Asia.” 

The  first  of  the  group  of  volunteer  phy- 
sicians flew  to  Miraj  in  mid-August.  He 
will  return  at  the  end  of  September  and 
the  next  doctor  will  make  the  trip.  In  all, 
the  five  physicians  will  donate  a total  of 
30  weeks  to  the  program.  The  project  is 
endorsed  by  the  Tulsa  County  Medical 
Society.  Funds  for  medical  equipment, 
transportation  and  other  expenses  were 
raised  through  church  and  public  contri- 
butions. 

Other  groups  of  American  physicians 
are  also  becoming  interested  in  the  possi- 
bility of  initiating  a similar  venture  in 
their  own  communities.  For  example,  sev- 
eral doctors  met  with  Doctor  Lewis  during 
his  AMA  visit  to  discuss  the  feasibility  of 
adopting  an  overseas  program  which 
would  provide  medical  care  to  another  area 
of  the  world  equally  in  need  of  such  as- 
sistance. 

Still  another  example  of  American  phy- 
sicians demonstrating  their  interest  and 
willingness  to  serve  in  foreign  mission 
fields  on  a temporary  basis  is  shown  by 
the  large  number  of  doctors  who  have 
written  to  the  AMA  Department  of  Inter- 
national Health  in  the  last  few  months  to 
inquire  about  such  service.  This  new  De- 
partment administers  a program  approved 
last  June  by  the  AMA  House  of  Delegates 
whereby  members  of  the  AMA  may  volun- 
teer for  service  in  the  foreign  mission 
fields  on  a temporary  basis  when  emer- 
gencies arise.  Cooperating  with  AMA  in 
this  program  are  missionary  agencies  rep- 
resenting every  denomination  sponsoring 
American  medical  missionaries. 

Physicians  interested  in  volunteering 
for  such  service  are  asked  to  write  directly 
to  the  AMA  Department  of  International 
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Health,  535  N.  Dearborn  Street,  Chicago 
10,  Illinois. 

Hot  Springs  Plays  Host  to  Urologists 

Over  300  urologists  attended  the  40th 
annual  meeting  of  the  South  Central  Sec- 
tion of  the  American  Urological  Associa- 
tion at  the  Arlington  Hotel  in  Hot  Springs. 
The  urologists  represented  seven  states 
and  the  Republic  of  Mexico. 

The  lives  of  many  people  who  suffer 
heavy  losses  of  blood  from  serious  injuries, 
major  surgical  operations  and  women  hav- 
ing complications  in  labor  cannot  be  saved 
by  the  use  of  artificial  kidneys.  Dr.  Reed 
M.  Nesbit  of  Ann  Arbor,  Michigan  said. 
Dr.  Nesbit,  who  is  professor  of  surgery. 
Urological  Division  of  the  University  of 
Michigan  Medical  School,  addressed  the 
meeting.  Continuing,  Dr.  Nesbit  said  that 
heavy  losses  of  blood  result  in  the  kidneys 
not  functioning  and  when  they  stop  func- 
tioning uremic  poisoning  sets  in  and  50  to 
60  percent  mortality  occurs,  because  the 
poisons  of  the  body  eliminated  by  the  kid- 
neys accumulate  and  cause  death.  This  is 
known  as  renal  failure,  he  said. 

He  said  that  the  artificial  kidney  is  a 
device  with  which  we  pump  the  blood  from 
the  body  through  the  artificial  kidney  and 
this  artificial  kidney  extracts  from  the 
blood  the  poisons  which  cause  death  if  not 
eliminated.  The  surgeon  also  told  his  lis- 
teners the  methods  which  have  been  de- 
veloped for  preventing  this  condition 
called  renal  failure  which  promise  to  be 
successful.  “We  now  use  a sugar  called 
mannitol  which  is  not  used  by  the  body, 
but  which  is  eliminated  by  the  kidney 
along  with  water  and  keeps  the  kidney 
functioning  when  it  otherwise  might 
stop.” 

Dr.  Nesbit  touched  on  the  subject  of  the 
widespread  use  of  tetrachloride  as  a clean- 
ing agent  in  homes,  saying  that  it  is  often 
responsible  for  kidney  failure  and  should 
not  be  used  by  housewives  in  dry  cleaning. 

It  is  a deadly  poison  should  a child  get 
hold  of  it.  Dr.  Nesbit  discussed  the  case 
of  the  would-be  suicide  who  drank  tetra- 
chloride, taking  50  to  100  times  the  lethal 
dose  and  survived  when  Dr.  Nesbit  gave 
her  an  injection  of  the  recently  discovered 
mannitol  sugar.  “This  prevented  her  from 
developing  kidney  or  liver  failure  and  is 
the  first  case  on  record  anywhere  in  the 
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woi’Id  that  a life  was  saved  in  this  fash- 
ion,” he  said.  “Mannitol  sugar  will  con- 
tinue to  play  a major  part  in  the 
prevention  of  renal  failure  which  refers  to 
non-functioning  of  the  kidneys  with  death 
resulting.” 

Dr.  Hjalmer  E.  Carlson,  Kansas  City, 
Mo.,  told  the  group  “more  infants  and  chil- 
dren are  afflicted  with  kidney  disease 
than  people  realize  and  it’s  imperative  that 
parents  recognize  the  importance  of  early 
diagnoses.”  He  pointed  out  that  new  life- 
saving operations  for  disease  of  the  uri- 
nary tract  in  infants  and  children  were  at 
hand  and  described  them.  “Some  diseases 
of  the  kidneys  in  children  are  associated 
with  various  birth  conditions  of  a congeni- 
tal nature,”  he  said,  “and  in  other  cases 
the  nervous  system  is  involved  and  the  dis- 
eased kidney  is  the  result  and  will  cause 
the  death  of  the  child  if  not  treated.  The 
response  to  the  operation  is  often  dramatic 
and  in  many  instances  the  livers  of  criti- 
cally ill  children  were  saved  by  the  opera- 
tion described.”  Dr.  Carlson  said  that 
great  strides  are  being  made  in  urologic 
surgery  in  infants  and  children  and  that 
these  operations  will  continue  to  save  lives 
while  further  progress  is  being  made  and 
better  operations  devised. 

Dr.  Simon  A.  Beisler,  New  York,  presi- 
dent of  the  American  Urological  Associa- 
tion, told  the  group  the  American  Hospital 
Association  was  attempting  to  take  over 
the  whole  medical  profession.  He  said  the 
trouble  with  the  AHA  was  that  it  is  com- 
posed primarily  of  lay  administrators  who 
have  succeeded  in  ingratiating  themselves 
with  the  boards  of  trustees.  “The  medical 
profession  should  have  a better  liaison 
with  the  boards  of  trustees  in  hospitals 
throughout  the  country,”  he  said,  “as  most 
of  them  are  composed  of  businessmen  who 
don’t  know  what  is  going  on.”  Lay  ad- 
ministrators tell  them  just  what  they  want 
to  tell,  he  said,  adding  doctors  have  a bet- 
ter viewpoint  and  hospital  trustees  should 
balance  the  lay  administrators  and  doc- 
tors. 

Touching  on  the  subject  of  hospital 
costs.  Dr.  Beisler  pointed  out  that  there 
are  legitimate  reasons  for  increased  cost 
of  hospitalization,  particularly  operating 
costs.  “The  operating  room  alone  costs 
$600  to  open  the  door  before  you  put  the 
patient  in  and  start  to  work  on  him — fre- 


quently it  costs  from  $1,000  to  $2,500.  One 
prime  reason  for  these  costs  is  lay  admin- 
istrative running  of  hospitals  which  we 
feel  should  be  materially  cut  down,”  he 
suggested  that  doctors  start  working  on 
this  angle. 

Turning  to  the  subject  of  the  Blue 
Cross-Blue  Shield,  he  told  his  listeners 
that  Blue  Cross  had  been  dominated,  con- 
trolled and  run  by  a council  of  the  AHA, 
but  that  there  is  a great  hope  that  in  a 
recent  change  in  the  head  of  the  National 
Blue  Cross  that  it  will  be  run  in  a more 
realistic  manner.  If  Blue  Cross-Blue 
Shield  makes  any  favorable  steps,  the 
other  insurance  companies  are  apt  to  fol- 
low as  it  is  a leader  in  the  field. 

Two  Little  Rock  urologists.  Dr.  Merlin 
Kilbury,  Jr.  and  Dr.  William  M.  Christe- 
son,  presented  a joint  paper  on  the  subject 
of  children  and  adults  whose  bladders  have 
been  paralyzed  by  some  abnormal  condi- 
tion in  the  spinal  cord  such  as  a birth 
defect,  polio  infection,  tuberculosis,  or 
injury. 

The  two  doctors  who  have  performed  35 
bladder  substitutions  in  the  past  seven 
years,  have  developed  new  bladders  from 
the  loop  of  an  intestine  known  as  the  ileal, 
which  to  date  have  been  highly  successful. 
The  original  bladder  is  left  in  with  the 
exception  of  cases  involving  cancer  of  the 
bladder  and  the  cervix. 

Drs.  Kilbury,  Jr.  and  Christeson  in  con- 
clusion said  that  the  paralytic  condition 
of  the  spine  is  not  curable  and  that  the 
victims  of  such  paralysis  would  always 
have  to  live  with  the  substituted  bladder. 

Kidney  stones  came  in  for  a panel  dis- 
cussion moderated  by  Dr.  Charles  A.  Hulse 
of  San  Antonio,  Texas.  Panelists  included 
Dr.  Rubin  Flocks,  Iowa  City,  Iowa;  Dr. 
Harold  A.  O’Brien,  Dallas,  Texas;  and  Dr. 
Donald  Albers,  Oklahoma  City,  Oklahoma. 
The  doctors  devoted  some  time  to  discuss- 
ing stones  caused  by  the  tumors  of  the 
tiny  parathyroid  glands  in  the  neck  which 
are  sometimes  of  a cancerous  nature.  They 
said  that,  with  the  aid  of  new  tests  these 
tumors  in  the  last  few  years  are  being 
discovered  more  readily  and  found  to  be 
the  causes  of  stones  in  more  cases  than 
heretofore  realized.  They  said  there  should 
be  parathyroid  control  of  the  calcium  and 
phosphorous  balance  in  the  body  to  avoid 
the  growth  of  these  tumors.  It  was  stated 
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that  kidney  stones  occur  in  people  of  all 
ages  and  while  many  stones  are  of  a recur- 
ring nature,  many  can  be  prevented  with 
early  analysis  and  detection  of  the  small 
tumors  in  the  parathyroid  neck  glands. 

Dr.  Russell  Scott,  Jr.  of  Houston,  Texas 
was  moderator  of  a panel  on  “Diagnosis 
and  Treatment  of  Renal  Vascular  Hyper- 
tension” at  the  closing  session  of  the 
meeting.  Other  panelists  included  Dr. 
Creighton  Hardin  of  Kansas  City,  Kan., 
Dr.  Edward  Dennis  and  Dr.  George  Mor- 
ris of  Houston,  Texas ; Dr.  Bruce  H.  Stew- 
art of  Ann  Arbor,  Michigan ; and  Dr. 
Lawrence  J.  McCormack  of  Cleveland, 
Ohio.  Dr.  Scott  stated  that  10  million 
Americans  are  affected  by  hypertension, 
a major  cause  of  death.  Some  causes  are 
correctable  and  some  are  not.  He  said  pa- 
tients in  the  latter  category  must  take 
drugs  in  an  attempt  to  control  blood 
pressure. 

The  panelists  discussed  in  detail  the  kid- 
ney disease  that  causes  high  blood  pres- 
sure. They  said  it  can  be  cured  by  an 
operation.  It  was  pointed  out  that  when  a 
kidney  does  not  get  enough  blood,  it  re- 
leases a substance  which  causes  high  blood 
pressure.  This  can  be  corrected  in  two 
ways : 

An  operation  can  be  performed  on  a 
blood  vessel  which  goes  into  the  kidney. 
If  reconstruction  is  impossible,  part  or  all 
of  the  kidney  not  receiving  the  amount  of 
blood  necessary,  can  be  removed  and  this 
will  cure  hypertension  it  was  explained. 

Dr.  Raul  Lopez  Engelking  of  Mexico 
City  was  named  president-elect  of  the 
South  Central  Section  of  the  Amei’ican 
Urological  Association  during  the  closing 
business  session.  Dr.  Henry  Bucktel,  Den- 
ver, Colo.,  assumed  pi'esidential  duties 
succeeding  Dr.  William  L.  Valk  of  Kansas 
City,  Kan. 

Dr.  A.  Keller  Doss,  Fort  Worth,  Texas, 
was  re-elected  as  Secretary-Treasurer. 

The  group  voted  to  hold  its  next  con- 
vention in  Mexico  City. 

Lab  Tests  for  Viruses  Are  Halted 

State  Health  Officer  Dr.  J.  T.  Herron 
said  that  laboratory  tests  for  viruses  can 
no  longer  be  made  by  the  U.  S.  Public 
Health  Service.  Such  tests  have  been  con- 
ducted by  the  diagnostic  laboratory  in  At- 
lanta, but  it  has  become  overloaded  wuth 


test  requests.  Dr.  Herron  said.  This  leaves 
Arkansas — one  of  the  few  states  without 
its  own  diagnostic  laboratory — out  in  the 
cold  insofar  as  rapid  identification  of  a 
virus  type  is  concerned. 

Dr.  Herron  said  that  there  are  about  65 
types  of  virus  that  cause  illness  and  that 
it  is  vital  to  both  the  doctor  and  patients 
that  the  “bug”  be  quickly  identified  so 
that  proper  treatment  can  be  started. 

Dr.  Herron  said  he  has  been  trying  to 
get  a diagnostic  laboratory  for  this  state 
for  “seven  or  eight  years,”  but  without 
success. 

Arkansas  Lawyer  Addresses  National 
Association  of  Claimant’s  Attorneys, 
Boston,  Massachusetts,  1961 

Mr.  Sidney  S.  McMath,  an  Arkansas 
lawyer,  in  a recent  address  to  the  National 
Association  of  Claimant’s  Attorneys 
stated  that  he  endorsed  the  policy  of  being 
extremely  reluctant  to  take  a malpractice 
case.  One  should  approach  these  cases 
with  a great  deal  of  circumspection  for 
two  reasons,  Mr.  McMath  said.  One,  be- 
cause the  term,  “malpractice”  itself,  has 
a very  bad  connotation.  When  one  thinks 
of  “malpractice,”  he  has  visions  of  abor- 
tion or  some  other  unlawful  act  that  car- 
ries with  it  a prison  sentence  or  perhaps 
disbarment  from  the  medical  profession. 
Mr.  McMath’s  second  reason  for  approach- 
ing these  cases  with  reluctance  is  that  it 
mars  the  cooperation  between  the  medical 
profession  and  the  legal  profession  pre- 
senting claims  in  the  courts. 

Mr.  McMath  summarized  his  address  by 
stating  that  if  one  is  sure  that  he  has  a 
client  who  is  injured  and  that  the  injury 
is  due  to  the  negligence  of  the  doctor,  and 
that  he  is  entitled  to  redress,  the  lawyer 
should  take  the  case  and  make  every  effort 
to  settle  it  with  the  insurance  carrier.  If 
it  cannot  be  settled  then  the  lawyer’s  duty 
to  his  client  requires  that  the  lawyer  file 
suit  and  prosecute  same  with  all  vigor. 

McAuley  Neuropsychiatric  Institute 
Of  St.  Mary’s  Hospital 

McAuley  Neuropsychiatric  Institute  is 
a separate  department  within  the  admin- 
istrative structure  of  St.  Mary’s  Hospital. 
San  Francisco.  It  is  an  active  member  of 
the  community  clinics  of  the  California 
State  Department  of  Mental  Hygiene. 
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This  psychiatric  service  was  instituted 
in  1954  as  a neuropsychiatric  center  to 
provide  outpatient  psychiatric  services  to 
all  types  of  patients  with  special  emphasis 
on  treatment  of  children  and  family 
groups.  Initial  grants  from  the  National 
Institutes  of  Mental  Health  in  1954-55  as- 
sisted in  establishing  this  service. 

The  Medical  Director  is  Michael  T. 
Khlentzos,  M.D.  He  is  certified  by  the 
American  Board  of  Neurology  and  Psy- 
chiatry in  Psychiatry  and  in  Child  Psychi- 
atry. He  heads  the  professional  staff  and 
is  responsible  for  the  total  professional 
work  and  standards  of  the  Institute.  The 
staff  is  made  up  of  selected  psychiatrists, 
psychologists,  psychiatric  nurses,  social 
workers  and  technicians.  The  Institute’s 
services  are  primarily  for  acute  short 
term  treatment.  Long  term  cases  are  ac- 
cepted for  evaluation  and  diagnosis  only. 

Within  the  limits  of  its  space  and  staff 
time,  McAuley  Institute  accepts  for  study 
and  treatment  any  child,  adolescent  or 
adult.  The  Institute  gives  primary  con- 
sideration to  residents  of  San  Francisco 
and  the  Bay  Area  of  all  races  and  creeds ; 
however,  referrals  come  from  all  of  the 
Western  States. 

The  32,000  square  feet  of  this  new  struc- 
ture has  50  inpatient  beds  (25  children 
and  adolescents,  25  adults)  and  a complete 
outpatient  department.  Eight  thousand 
square  feet  is  allotted  for  outpatient  and 
24,000  square  feet  have  been  assigned  to 
inpatient  areas. 

The  inpatient  facilities  are  operated  ac- 
cording to  “open  ward”  philosophy.  Pa- 
tients are  admitted  on  the  same  basis  as  to 
the  general  hospital.  The  newly  admitted 
patient  is  brought  into  the  patient  group 
as  soon  as  possible  so  as  to  influence  other 
incoming  patients  to  conform  to  the  be- 
havior pattern  of  the  nursing  unit.  The 
environment  and  activities  are  intended  to 
create  a relaxed,  enjoyable  atmosphere. 
This  includes  permitting  patients  to  sleep 
in  the  morning  and  to  retire  at  night  at 
the  approximate  time  they  would  at  home. 
Meals  are  served  in  the  combined  day  and 
dining  room  in  attractive  surroundings 
with  full  complement  of  silverware  and 
dishes. 

The  Adult  Service  and  Children-Adoles- 
cent  Services  each  have  separate  out- 
patient care  facilities.  These  include  of- 


fices, conference  rooms,  interview  rooms, 
therapy  and  activity  areas,  group  therapy 
I’ooms,  office  space  for  psychiatrists,  psy- 
chologists, social  workers,  administrative 
and  clerical  staff.  A professional  library 
is  also  provided. 

A Protest  from  Katanga  Doctors 

A message  which  was  an  appeal  “to  In- 
ternational Medical  Conscience”  arrived 
at  Brussels.  It  was  brought  by  a Belgian, 
wounded  in  a battle  of  Elisabethville  and 
delegated  by  the  Katanga  doctors. 

This  document,  which  carried  eight  sig- 
natures, was  an  indictment.  Its  authors 
speak  against  the  methods  of  the  UNO, 
which  they  denounce  and  which  consti- 
tute, they  say,  a determination  not  to  rec- 
ognize the  humanitarian  mission  of  the 
Belgian  doctors  who  operate  in  this  part 
of  Africa. 


“During  various  international  Con- 
gresses including  that  of  Paris  in  1959, 
you  made  a point  of  defending  the  prin- 
ciple of  the  neutrality  of  medicine  in  time 
of  trouble,  in  time  of  war,  and  you  ob- 
tained the  unanimity  of  the  congressists 
of  all  countries  of  this  idea  which  is  a 
direct  follow-up  of  medical  ethics. 

The  medical  corps  of  the  ex-Belgian 
Congo  has  always  recognized  and  applied 
this  principle  just  as  all  doctors  serving 
in  Africa  because  every  vocation  and 
every  medical  formation  is  normally  im- 
pregnated with  it ; they  have  devoted 
themselves  at  the  bedside  of  anybody  re- 
gardless of  situation,  tribe,  political  or 
religious  opinions,  in  often  precarious  con- 
ditions, in  small  rural  compounds  and  in 
the  heart  of  the  bush. 

In  this  country  the  UNO  has  never 
wanted  to  recognize  this  medical  attitude. 
More  than  that,  it  has  ridiculed,  bullied 
and  expelled  doctors,  even  those  who  in 
spite  of  the  troubles  and  dangers  had  de- 
cided to  continue  their  humanitarian  mis- 
sion : in  too  many  regions  which  have  thus 
been  deprived  of  medical  help,  the  UNO 
has  never  wanted  or  dared  to  send  its  own 
medical  personnel.  Even  worse,  at  Luena 
it  was  a direct  accomplice  in  the  assassi- 
nation of  Doctor  P.  Mottoule  in  his  hos- 
pital. 

Thus  eighty  years  of  patient  medical 
work  have  been  nullified  by  an  interna- 
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tional  force  which  calls  itself  civilized. 

This  is  why  the  doctors  still  practicing 
in  this  sorely  tried  country  raise  a violent 
protest  and  launch  an  anguished  appeal 
to  the  medical  conscience  of  the  world : 

to  put  an  end  to  the  bad  will  of  the 

UNO  so  that  they  will  be  allowed  to  bring 
help  to  all  men  irrespective  of  race,  ethnic 
or  political  belonging,  without  being  at 
the  vexatious  mercy  of  the  socalled  inter- 
national ‘peace’  force; 

to  stop  this  renewed  misery,  hun- 
ger and  all  too  frequent  mourning  which 
is  doubtless  only  registered  in  terms  of 
statistics  by  those  whose  sense  of  human- 
ity varies  according  to  the  sense  of  their 
opportunism ; 

to  ensure  that  the  shame  of  the 

UNO  does  not  continue  to  cover  inelucta- 
bly those  countries  who  participate  in  its 
mission. 

On  this  day,  we,  the  doctors  serving  in 
Elisabethville,  attest  on  our  honour  that 
the  mercenaries  of  the  UNO  fire  upon 
Katangese  ambulances  wounding  their 
crews  who  wear  Red  Cross  uniform:  the 
UNO  ambulances,  on  the  other  hand  do 
not  bring  the  most  elementary  help  to  any 
civilians ; that  three  hospitals  in  the  town 
have  been  transformed  into  offensive 
bases  by  the  UNO  troops  although  they 
were  occupied  by  bedridden  patients,  from 
the  roofs  and  gardens,  the  UNO  troops 
machine-gun  military  and  civilian  person- 
nel. One  of  these  hospitals  is  that  which 
has  been  abusively  called  the  Red  Cross 
Hospital  of  the  UNO,  whose  soldiers  are 
responsible  for  numerous  wounded  civil- 
ians.” 

(Signatures) 

The  American  College  of  Physicians 
Has  Regional  Meeting 

The  Arkansas-Oklahoma  Regional  Meet- 
ing of  The  American  College  of  Physi- 
cians met  at  Hot  Springs  recently.  About 
100  specialists  in  internal  medicine  from 
Oklahoma  and  Arkansas  attended  this 
meeting.  Features  of  the  meeting  were 
the  following: 

Governor’s  Welcome — John  N.  Comp- 
ton, M.D.,  F.A.C.P.  Governor  for  Ai’- 
kansas. 

An  Assessment  of  the  Value  of  Long- 
term Anticoagulant  Therapy  Following 


Myocardial  Infarction — Harold  R.  Hipp, 
M.D.,  F.A.C.P. 

Primary  Endocardial  Fibroelastosis : 
Case  Report — Harry  F.  Singleton,  M.D. 

Diagnosis  and  Treatment  of  Strokes 
from  Cartoid  Artery  Disease — Thomas  M. 
Fletcher,  M.D. 

Recent  Advances  in  Immunology  as  Re- 
lated to  Rheumatic  Diseases — George  J. 
Friou,  M.D.,  F.A.C.P. 

A Comparison  of  the  Effects  of  Hydro- 
cortisone Administration  on  Normal  Tis- 
sues of  the  Rat — R.  H.  Bottomley,  M.D. 
and  Leonard  P.  Eliel,  M.D.,  F.A.C.P. 

Multiple  Myeloma — Robert  C.  Lawson, 
M.D.,  F.A.C.P. 

Pyridoxine-responsive  Anemia — Sylvia 
Bottomley,  M.D. 

Vaccinia  Gangrenosa — Jerome  S.  Levy, 
M.D.,  F.A.C.P. 

Congestive  Failure:  Pathophysiology 
and  Management:  Thomas  M.  Durant, 
M.D.,  F.A.C.P.,  Treasurer,  American  Col- 
lege of  Physicians,  Philadelphia,  Pennsyl- 
vania. 

Chemotherapy  of  Leukemia — S.  Wil- 
liam Ross,  M.D. 

Renal  Papillary  Necrosis  Associated 
with  Prolonged  Phenacetine  Ingestion : A 
Case  Report — Robert  A.  Jordan,  M.D., 
F.A.C.P. 

Electrolytes — The  Common  Denomina- 
tor in  Hypertension? — Francis  J.  Haddy, 
M.D.,  F.A.C.P. 

Use  of  Triparanol  (Mer  29)  in  the  Man- 
agement of  Cushing’s  Syndrome  and 
Other  Forms  of  Hyperadrenalism — James 
C.  Melby,  M.D. 

The  Internist’s  Role  in  Pyelonephritis — 
William  Jacobs,  M.D. 

The  Differential  Diagnosis  of  Cryopro- 
teins — John  M.  Kalbfleisch,  M.D. 

PANEL:  Advances  and  Concepts  of 
Hypertension — Diagnosis  and  Treatment 

James  S.  Taylor,  M.D.,  F.A.C.P.,  Mod- 
erator 

Loyal  L.  Coni’ad,  M.D.,  F.A.C.P. 

Galen  P.  Robbins,  M.D. 

Robert  G.  Tompkins,  M.D. 

Thomas  M.  Durant,  M.D.,  F.A.C.P. 

Film  on  External  Cardiac  Massage  by 
Smith  Kline  & French  Laboratories  done 
at  the  Johns  Hopkins  Hospital. 

The  meeting  was  concluded  by  a social 
hour  and  a banquet. 
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Poison  Control  Center  Newest 
Facility  at  Jefferson  Hospital 

One  of  the  newest  facilities  in  the  Jef- 
ferson Hospital’s  emergency  treatment 
program  is  a poison  control  center  contain- 
ing a list  of  all  known  poisons  and  their 
antidotes.  The  new  center  was  a gift  to 
the  hospital  from  the  Delta  Sigma  Lamb- 
da chapter  of  Alpha  Phi  Alpha  fraternity, 
a medical  organization  in  Pine  Bluff.  The 
facility,  consisting  of  an  indexed  file  and 
several  books  on  both  common  and  rare 
poisons  will  be  used  by  the  physicians  of 
Pine  Bluff  and  surrounding  areas.  It  will 
be  operated  and  controlled  by  the  Jeffer- 
son County  Medical  Society.  It  will  be 
operated  as  a referred  service.  It  is  one 
of  460  such  facilities  scattered  throughout 
the  nation. 

The  Month  in  Washington 

Washington,  D.  C. — The  American  Med- 
ical Association  and  the  federal  govern- 
ment declared  all-out  war  on  medical 
quacks  and  charlatans  who  bilk  the  sick 
and  gullible  of  hundreds  of  millions  of  dol- 
lars each  year  through  useless  gadgets, 
phony  nostrums,  fake  reducing  pills  and 
the  many  other  gimmicks  of  the  medicine 
show  trade. 

The  campaign  was  launched  at  the  First 
National  Congress  on  Medical  Quackery, 
under  joint  sponsorship  of  the  AMA  and 
the  U.  S.  Food  and  Drug  Administration, 
at  the  Sheraton-Park  Hotel  in  Wash- 
ington. 

Among  the  keynote  speakers  were  two 
top  officials  in  President  John  Kennedy’s 
cabinet.  Secretary  of  Health,  Education 
and  Welfare  Abraham  A.  Ribicoff  and 
Postmaster  General  J.  Edward  Day.  Leon- 
ard W.  Larson,  M.D.,  president  of  the 
AMA,  and  Oliver  Field,  Director  of  the 
AMA  Department  of  Investigation,  spoke 
for  organized  medicine. 

Others  on  the  program  included  Herbert 
J.  Miller,  assistant  U.  S.  attorney  general 
in  charge  of  the  criminal  division;  George 
P.  Larrick,  commissioner  of  the  FDA,  and 
Paul  Rand  Dixon,  chairman  of  the  Federal 
Trade  Commission. 

Other  speakers  included  representatives 
of  the  American  Cancer  Society,  the  Ar- 
thritis and  Rheumatism  Foundation,  and 
the  National  Better  Business  Bureau. 

C.  Joseph  Stetler,  director  of  the  Legal 


and  Socio-Economic  Division  of  the  AMA, 
presided  at  the  meeting. 

Many  state  and  county  medical  societies 
from  throughout  the  nation  sent  repre- 
sentatives to  the  Congress.  They  carried 
back  to  their  societies  plans  for  coopera- 
tion with  enforcement  agencies  at  the 
local  level  and  for  a step-up  of  public  edu- 
cation on  the  subject  in  an  accelerated 
campaign  against  quacks. 

Highlights  of  the  talks  included: 

— Larson:  “We  must  educate  the  public 
thoroughly  and  effectively.  We  must  wage 
psychological  as  well  as  scientific  warfare. 
We  must  not  only  prove  the  worthlessness 
of  quackery,  but  we  also  must  establish 
confidence  in  sound  medical  and  health 
care. 

“Speaking  for  the  American  Medical 
Association  and  our  180,000  physician- 
members,  I pledge  our  efforts  to  the  final 
eradication  of  quackery  and  all  its  minions 
and  satraps.’’ 

— Ribicoff:  “The  total  cost  of  unneces- 
sary or  dangerous  medications  in  this 
country  probably  exceeds  $1  billion  each 
year.  Much  of  this  expense  is  to  men, 
women,  and  children  who  dearly  need  this 
money  for  good  medical  care  or  for  other 
necessities  of  life. 

“But  quackery’s  costs  in  dollars  only  in- 
troduces the  story.  In  terms  of  false  hopes 
raised,  in  terms  of  ugly  delusions  fostered, 
in  terms  of  tinkering  with  human  life  it- 
self, the  cost  cannot  be  measured.  The 
quack  flirts  with  disaster.  He  challenges 
the  sixth  Commandment:  Thou  shalt  not 
kill.’  ” 

— Larrick:  “The  most  widespread  and 
expensive  type  of  quackery  in  the  United 
States  today  is  in  the  promotion  of  vita- 
min products,  special  dietary  foods,  and 
food  supplements.  Millions  of  consumers 
are  being  misled  concerning  their  need  for 
such  products.  Complicating  this  problem 
is  a vast  and  growing  ‘folk-lore’  or  ‘my- 
thology’ of  nutrition  which  is  being  built 
up  by  pseudo-scientific  literature  in  books, 
pamphlets,  and  periodicals.  As  a result, 
millions  of  people  are  attempting  self- 
medication  for  imaginary  and  real  ill- 
nesses with  a multitude  of  more  or  less 
irrational  food  items.  Food  quackery 
today  can  only  be  compared  to  the  patent 
medicine  craze  which  reached  its  height 
in  the  last  century.  Especially  disturbing 
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is  the  tendency  shown  by  some  big  and 
hitherto  respected  food  concerns  to  use 
quackery  in  their  sales  material.” 

— Dixon:  “Properly  drafted  and  ad- 
ministered, legislation  giving  the  Federal 
Trade  Commission  power  to  issue  tempo- 
rary cease-and-desist  orders  would,  while 
observing  all  the  requirements  of  due  pro- 
cess, make  it  possible  to  protect  the  public 
interest  more  adequately  in  many  areas. 

“Although  in  the  case  of  food,  drug,  and 
cosmetic  advertising,  the  Commission  can 
. . . apply  to  district  courts  for  tempo- 
rary injunctions,  it  would  be  much  more 
efficient  for  the  Commission  itself  to  issue 
temporary  orders  in  those  cases  as  well 
as  in  others.” 

— Day:  “The  peddling  of  fake  medical 
cures  is  the  most  prominent  fraudulent  ac- 
tivity conducted  through  the  U.  S.  mails 
today.  This  huge  ‘industry’ — and  it  has 
grown  to  that  extent — is  so  prevalent  and 
so  widespread  that  it  taxes  the  manpower 
of  the  Postal  Inspection  Service  to  the 
utmost  in  trying  to  bring  the  perpetrators 
to  justice. 

“We  are  doing  everything  we  can  to 
make  more  of  our  inspectors  available  to 
work  on  cases  of  this  nature,  to  the  extent 
it  will  not  jeopardize  enforcement  in  other 
fields.” 

Dr.  L.  Henry  Garland,  American  Can- 
cer Society : “The  charlatan  is  in  business 
to  make  money  and  he  does  so  by  offering 
hope.  He  tends  to  be  courteous,  optimistic, 
easily  understood  by  the  laymen,  and  con- 
fident that  cure  can  be  obtained.  His 
patient  does  not  care  that  the  method  used 
is  a secret  one,  that  the  testimonials  are 
largely  fraudulent,  or  that  the  ‘doctor’ 
may  not  even  be  licensed.  All  he  knows  is 
that  he  is  being  reassured  and  treated  by 
someone  who  seems  to  be  interested  in  him 
as  a person. 

“If  it  is  granted  that  the  causes  of  char- 
latanism are  . . . diverse,  it  seems  obvi- 
ous that  control  must  be  equally  diverse — 
composed  of  the  difficult  and  slow  triad — 
public  education,  professional  education 
and  continued  research  in  cancer  preven- 
tion.” 

— Dr.  R.  W.  Lamont-Havers,  Arthritis 
and  Rheumatism  Foundation:  “That  this 
is  a large  problem  is  indicated  by  the  esti- 
mated 250  million  dollars  a year  that 
arthritic  victims  spend  upon  unproven. 
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and  misrepresented  products  in  a vain  at- 
tempt to  obtain  unrealizable  relief  from 
their  suffering.  Not  all  of  these  products 
are  quackery  in  the  sense  of  being  useless. 
Some  contain  active  ingredients — usually 
salicylates,  or  apparatus  such  as  vibrators, 
but  are  promoted  with  such  misrepresen- 
tation of  effects  that  the  arthritic  fully 
expects  results  beyond  the  capabilities  of 
the  drug.  Others  are  outright  quackery 
and  include  such  popular  items  as  alfalfa 
tea,  uranium  pads,  honey  and  vinegar,  etc. 
Of  particular  concern  are  the  widely  ad- 
vertised so-called  ‘clinics,’  chiefly  in  Mis- 
souri and  Florida.” 

— Field:  “We  would  like  to  envision 
the  time  when  we  can  cease  to  worry  about 
the  medical  quack.  But  it’s  going  to  take 
an  awful  lot  of  doing.  The  Food  and  Drug 
Administration,  the  Post  Office  Depart- 
ment, the  Federal  Trade  Commission  and 
the  Food  and  Drug  groups  of  many  states 
of  the  Union,  cannot  do  the  job  alone.  It 
takes  a program  which  seeks  to  acquaint 
the  public  with  the  problem,  and  swings 
into  action  quickly  when  there  is  a threat 
to  the  community  or  to  the  nation  at  large. 
This  takes  the  help  of  all  interested  peo- 
ple— consumer  groups,  educational  groups, 
religious  organizations,  and,  most  of  all, 
those  responsible  for  the  education  of  the 
American  youth.  . . . The  emphasis  should 
be  on  letting  the  public  know,  strengthen- 
ing the  laws  where  necessary,  but,  most 
of  all,  providing  a means  of  distinguishing 
between  the  legitimate  medical  practi- 
tioner and  the  one  who  pretends  to 
be  one.” 

UNDERGRADUATE  ORIGINS  OF 
MEDICAL  STUDENTS 

A relatively  small  number  of  colleges, 
and  universities  continue  to  supply  the 
majority  of  students  admitted  to  U.  S. 
medical  schools  each  year.  Table  1 shows 
the  25  undergraduate  institutions  that 
supplied  the  largest  numbers  of  entering 
first-year  medical  students  in  1952,  1954, 
1956,  1958,  and  1960,  and  the  number  of 
students  who  came  from  each  of  these 
schools  each  year.  Although  some  students 
obtained  their  premedical  education  at  two 
or  more  institutions  for  purposes  of  this 
report  each  student  has  been  assigned  to 
only  one  school.  If  the  student  held  a bac- 
calaureate degree  (or  degrees),  he  was 
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credited  to  the  school  from  which  he  re- 
ceived the  degree  (or  the  first  such  de- 
gree). If  the  student  had  no  degree  he  was 


assigned  to  the  college  at  which  most  of 
his  premedical  course  work  was  taken. 


TABLE  1 

25  COLLEGES  AND  UNIVERSITIES 
PRODUCING  THE  LARGEST  NUMBER  OF  ENTERING  FIRST-YEAR 

MEDICAL  STUDENTS  (19.52-1960  IN  TWO-YEAR  INTERVALS) 


1952 

1954 

1956 

1958 

1960 

No.  of 

No.  of 

No.  of 

No.  of 

No.  of 

Ent. 

Ent. 

Ent. 

Ent. 

Ent. 

Med. 

Med. 

Med. 

Med. 

Med. 

School 

Stud. 

School 

Stud. 

School 

Stud. 

School 

stud. 

School 

Stud. 

*Harvai‘d 

169 

Harvard 

174 

Harvard 

162 

Harvard 

182 

Harvard 

164 

* Michigan 

155 

Michigan 

136 

Illinois 

151 

Michigan 

164 

Michigan 

145 

*Colnmbia 

121 

Illinois 

105 

Michigan 

145 

Illinois 

121 

Illinois 

135 

* Emory 

98 

Columbia 

96 

Columbia 

145 

Columbia 

120 

Columbia 

131 

*Indiana 

96 

Cornell 

93 

Wisconsin 

122 

Princeton 

106 

Princeton 

120 

*N.Y.U. 

96 

Yale 

92 

Cornell 

107 

Yale 

101 

Cornell 

96 

*Minnesota 

96 

Indiana 

90 

Yale 

94 

Penn. 

98 

Yale 

96 

♦Illinois 

95 

Ohio  State 

90 

Texas 

91 

Notre  Dame 

94 

Wisconsin 

93 

♦Yale 

87 

Cal.  S.F. 

90 

Princeton 

87 

Cornell 

94 

Indiana 

91 

♦Stanford 

86 

Minnesota 

90 

Cal.  S.F. 

87 

Cal.  S.F. 

92 

Dartmouth 

91 

♦Princeton 

85 

Penn. 

90 

Minnesota 

87 

Wisconsin 

87 

Texas 

89 

♦Penn. 

83 

Texas 

84 

Indiana 

80 

Dartmouth 

84 

Penn. 

86 

Pittsburgh 

83 

Wisconsin 

79 

Emory 

78 

Texas 

83 

Cal.  S.F. 

84 

♦Cal.  S.F. 

83 

Emory 

78 

N.Y.U. 

76 

Cal.  L.A. 

82 

Minnesota 

84 

♦Wisconsin 

82 

Pittsburgh 

78 

Dartmouth 

76 

Stanford 

81 

Duke 

83 

♦Texas 

82 

Princeton 

76 

Penn. 

75 

Emory 

81 

Stanford 

81 

Alabama 

73 

N.Y.U. 

72 

Stanford 

74 

Indiana 

79 

Ohio  State 

78 

♦Cornell 

73 

Stanford 

70 

Iowa 

73 

Minnesota 

77 

Cal.  L.A. 

73 

Cal.  L.A. 

73 

Alabama 

70 

Ohio  State 

72 

Ohio  State 

76 

Tulane 

69 

Kansas 

71 

Tulane 

66 

Cal.  L.A. 

71 

Wayne 

74 

Wayne 

69 

Iowa 

65 

Dartmouth 

65 

Tennessee 

68 

N.  Carolina 

66 

Emory 

68 

La.  State 

63 

Duke 

63 

N.  Carolina 

64 

Tulane 

64 

Iowa 

63 

Vanderbilt 

62 

Kansas 

62 

Notre  Dame  62 

Pittsburgh 

62 

Kansas 

62 

♦Ohio  State 

61 

N.  Carolina 

61 

La.  State 

61 

N.Y.U. 

61 

N.Y.U. 

61 

Duke 

60 

Holy  Cross 

59 

Alabama 

59 

Duke 

61 

Notre  Dame 

56 

Top  25 

Schools 

Total 

2,198 

2,129 

2,267 

2,290 

2,268 

All 

Schools 

Total 

7,381 

7,424 

7,835 

7,925 

8,075 

Percent 

From 

Top  25 
Schools 

30% 

29% 

29% 

29% 

28% 

Seventeen  schools  were  among  the  top 
25  “suppliers”  of  medical  students  in  all 
five  of  the  years  included  in  this  study. 
(These  17  schools  are  asterisked  in  the 
first  column  of  Table  1.)  In  these  five  years 
they  produced  more  than  one  fifth  (22  per 
cent)  of  all  entering  first-year  medical  stu- 
dents. In  this  consistently  high  group,  9 
are  privately  supported  and  8 are  publicly 


Among  top  25  schools  in  all  five  years.  Submitted  by  the 
Division  of  Basic  Research  of  the  AAMC,  2530  Ridge  Avenue, 
Evanston.  Illinois. 


supported  schools.  A regional  breakdown 
places  7 of  these  schools  in  the  northeast, 
6 in  the  north  central,  and  2 each  in  the 
southern  and  western  sections  of  the 
country. 

Table  1 also  shows  the  total  number  of 
entering  first-year  medical  students  each 
year,  and  the  proportion  of  the  entire  enter- 
ing freshman  class  supplied  by  the  top  25 
undergraduate  schools.  Although  the  top 
25  schools  comprise  only  about  3 per  cent 
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of  all  undergraduate  institutions  that 
supply  one  or  more  medical  students  in  a 
given  year,  this  group  typically  provides  al- 
most 30  per  cent  of  the  entering  freshman 
class  for  that  year. 

Table  2 shows  the  number  of  colleges 
and  universities  that  have  provided  75  per 
cent  and  90  per  cent  respectively  of  all  en- 
tering first-year  medical  students  in  each 
even  numbered  year  since  1952.  This  table 
also  shows  the  total  number  of  undergrad- 
uate schools  that  supplied  one  or  more  stu- 
dents each  year,  and  the  proportion  of  these 
schools  from  which  75  per  cent  and  90  per 
cent  of  the  entering  first-year  medical 
school  class  was  drawn. 

TABLE  2 

NUMBER  AND  PER  CENT  OF  PREMEDICAL 
SCHOOLS*  PROVIDING  75%  AND  90%  OF 
ENTERING  FIRST-YEAR  CLASSES 
(1952-1960  in  Two-year  Intervals) 

Prenied.  Schools  Premed.  Schools 
Supplying-  75%  Supplying-  90%  Total 

of  Entering  Class  of  Entering-  Class  “ 
Premed. 


Year 

N 

Per  Cent 

N 

Per  Cent  Schools 

1952 

163 

23% 

327 

45% 

723 

1954 

162 

23 

329 

46 

708 

1956 

165 

23 

329 

46 

723 

1958 

174 

23 

346 

45 

762 

1960 

178 

23 

349 

45 

772 

*Colleges  and  universities  supplying  at  least  one  first-year 
medical  student. 

Since  1954  there  has  been  a gradual  in- 
crease in  the  number  of  institutions  pro- 
viding one  or  more  new  medical  students 
each  year.  However,  in  any  given  year  the 
entire  entering  freshman  class  has  come 
from  fewer  than  800  colleges  and  univer- 
sities. Nine  out  of  10  entering  first-year 
medical  students  typically  come  from  few- 
er than  half  (45  per  cent)  of  these  “pre- 
medical”  schools,  and  three-fourths  of  the 
freshman  class  comes  from  less  than  one- 
fourth  (23  per  cent)  of  these  institutions. 

Petroleum  Distillate  Linked  to  Disease 

An  internal  medicine  specialist  dis- 
cussed the  possibility  that  certain  petro- 
leum distillates  such  as  paint  thinners  and 
hair  dyes  may,  in  some  cases,  cause  leu- 
kemia. Dr.  David  G.  Hanlon,  consultant 
in  internal  medicine  and  hematology  at 
Mayo  Clinic,  said  proof  of  this  theory  is 
lacking.  “But  we  have  been  impressed,” 
he  added,  “that  a great  number  of  patients 
with  leukemia  give  a history  of  being  ex- 
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posed  to  potent  hydro-carbon  prepara- 
tions, such  as  petroleum  distillates.” 

He  listed  some  of  the  distillates,  includ- 
ing paint  thinners,  paint  solvents,  hair 
dyes,  and  many  other  potent  chemicals 
available  on  the  market.  Explaining  that 
there  is  wide  disagreement,  even  among 
physicians,  that  certain  cases  of  leukemia 
and  lymphomas  are  either  caused  or  pre- 
cipitated by  certain  environmental  expo- 
sures, Dr.  Hanlon  went  on  to  say,  “But 
we’re  suspicious.”  He  and  others  at  Mayo 
Clinic  are  doing  research  on  the  matter. 
“It  should  be  emphasized,”  he  said  that 
these  cases  of  the  blood  disease  “appar- 
ently only  develop  in  the  sensitive  indi- 
vidual, who  may  be  genetically  predis- 
posed.” Dr.  Hanlon  was  one  of  the 
speakers  on  the  program  of  the  14th  An- 
nual Meeting  of  the  Arkansas  Academy  of 
General  Practice  in  Little  Rock. 

Medical  Assistance  for  Aged 
Program  Outlined 

Eligibility  for  the  new  Medical  Assist- 
ance for  the  Aged  program  must  be  estab- 
lished in  each  County  Welfare  office, 
where  authorization  will  be  made,  Mrs. 
Margaret  Deal,  Director,  Medical  Care 
Services  of  the  State  Welfare  Department 
explained  at  a meeting  of  the  Greater  Lit- 
tle Rock  Area  Section  of  the  American 
Association  of  Hospital  Accountants,  held 
at  the  Saline  Memorial  Hospital.  Mrs. 
Deal  said  the  program  applies  to  persons 
65  years  of  age,  or  older,  not  eligible  for 
welfare  assistance  in  any  other  category. 
“Medical  Assistance  for  the  Aged  is  not 
a money  grant,”  she  said.  “It  is  solely 
assistance  to  the  aged  for  medical  serv- 
ices only.” 

Under  this  program,  hospitalization  re- 
quires the  establishment  of  the  needs  for 
medical  services,  Mrs.  Deal  explained. 
Maximum  group  original  authorization 
for  hospitalization  is  limited  to  five  days 
with  a maximum  10  days  extension,  dur- 
ing a 12-month  period.  In  other  welfare 
categories,  original  authorization  may  not 
exceed  10  days.  Maximum  is  30  days  per 
year. 

Persons  eligible  under  the  Medical  As- 
sistance for  the  Aged  category,  may  re- 
ceive out-patient  clinic  visits,  dental  care 
and  physician  office  calls,  in  addition  to 
hospitalization,  Mrs.  Deal  said.  Mrs.  Deal 
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discussed  the  Medical  Assistance  for  the 
Aged  program  with  a group  of  12  hospital 
accountants  and  administrators  from  Ben- 
ton, Little  Rock,  Hot  Springs,  Malvern 
and  Arkadelphia.  She  answered  questions 
and  told  of  the  Welfare  DepaiAment’s  poli- 
cies for  the  new  program  and  others. 


(Pbitwary 


Death  Takes  Texarkana  Physician 

Dr.  Benjamin  Crabb  Middleton,  78,  of 
Texarkana  who  practiced  medicine  there 
for  49  years,  died  in  a local  hospital.  He 
was  born  in  Montgomery  County,  Arkan- 
sas. He  was  a member  of  the  First  Meth- 
odist Church  and  the  Masonic  Order. 
Honorary  pallbearers  were  members  of 
the  Bowie-Miller  Medical  Societies  and 
the  Board  of  Stewards  of  the  First  Meth- 
odist Church. 


PERSONAL  AND  NEWS  ITEMS 

American  College  of  Surgeons 
Have  Cap-and-Gown  Exercises 

Those  receiving  fellowship  and  the  des- 
ignation of  “FACS”  from  the  state  of  Ar- 
kansas at  the  1961  Convocation  of  the 
American  College  of  Surgeons  are  as  fol- 
lows : 

HOT  SPRINGS— James  H.  French. 
LITTLE  ROCK — Masauki  Hara  and 
Walter  Selakovich. 

WEST  MEMPHIS— Herbert  G.  Lanford. 

Searcy  Physician  Has  Located 
At  Cave  City 

The  progressive  community  of  Cave 
City  has  a new  physician.  Dr.  and  Mrs. 
Olen  Bridges  have  moved  into  the  city  re- 
cently. For  the  past  two  years  Dr.  Bridges 
has  worked  with  Dr.  Porter  Rodgers  in 
Searcy.  At  present,  the  doctor’s  office  is 
located  in  his  home. 

Dr.  Robins  Back  from 
World  Medical  Conclave 

Dr.  R.  B.  Robins,  Camden,  has  returned 
from  South  America  where  he  attended 


the  annual  assembly  of  the  World  Medical 
Association  in  Rio  de  Janeiro  as  one  of 
four  official  representatives  of  the  United 
States.  This  assembly  was  attended  by 
physicians  from  55  nations. 

Dr.  Robins  in  a plenary  session  of  the 
convention  had  the  United  States  delega- 
tion present  a prospective  group  insurance 
disability  program  to  be  sponsored  by  the 
World  Medical  Association  whereby  a 
physician  may  purchase  an  insurance  pol- 
icy that  will  insure  him  a lifetime  monthly 
income  should  he  become  disabled  to  work 
on  account  of  illness  or  accident.  He  also 
presented  his  idea  to  the  Council  of  the 
WMA  which  is  its  Board  of  Trustees.  Dr. 
Robins’  idea  was  endorsed  and  he  will  as- 
sist in  the  research  in  developing  such  a 
program  world-wide.  The  next  annual 
meeting  will  be  held  in  New  Delhi,  India 
in  November,  1962. 

Dr.  Robins  states  that  these  annual 
world  meetings  of  physicians  offer  a splen- 
did opportunity  to  promote  good-will 
among  nations  of  the  earth. 

Doctor  Establishes  Walking  Blood  Bank 

Dr.  Joel  Mills,  physician  and  surgeon 
operating  the  Marshall  Hospital,  is  estab- 
lishing a walking  blood  bank  for  the  bene- 
fit of  the  people  in  the  Marshall  area.  Dr. 
Mills  explained  that  such  a blood  bank 
once  set  up,  could  be  of  great  value  to 
people.  A file  will  be  kept  of  everyone 
who  goes  to  the  hospital  and  has  their 
blood  typed.  Then  in  case  of  serious  ill- 
ness, accident,  or  other  types  of  illness  ne- 
cessitating a blood  transfusion,  a record  of 
the  patient’s  blood  type  would  be  on  hand, 
and  also  the  record  of  other  persons  with 
the  same  type  blood.  This  enables  the  pa- 
tient to  receive  blood  immediately  without 
delay  of  having  to  get  their  blood  typed 
and  secure  someone  with  the  same  type 
blood. 

Dr.  Wyllie  Opens  Office 
For  General  Surgery 

Dr.  James  J.  Wyllie  has  opened  an  office 
at  204  Craft  Street,  (DeClerk  Clinic)  for 
the  practice  of  general  surgery  in  Poca- 
hontas and  the  surrounding  area.  Dr.  Wyl- 
lie is  a native  of  Pocahontas  and  has  had 
several  years  of  successful  surgical  work. 
He  has  been  studying  highly  advanced 
training  as  a specialist  in  surgery. 
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Medical  Clinic  Started  at  Hardy 

For  many  years  there  has  been  a real 
need  for  a medical  clinic  in  Hardy.  Dr. 
.1.  S.  Miller  has  been  retired  for  many 
years,  but  because  of  the  need  for  some 
care,  many  people  still  called  on  him  in 
emergency.  The  County  Nurse,  Miss  Betty 
Miller,  filled  in  for  him  many  times.  Both 
left  Hardy  over  a year  ago,  leaving  the 
area  without  anyone  to  care  for  the  ill. 
The  closest  doctor  was  23  miles  from 
Hardy,  in  Thayer,  Missouri.  Several  have 
tried  before  to  get  a doctor  or  to  get  a 
clinic  started  with  a doctor  in  attendance. 
Various  clubs  and  individuals  have  had 
drives  to  raise  money  for  a clinic. 

The  clinic  had  to  be  located  in  an  area 
that  was  accessible  to  everyone,  a location 
close  to  the  people.  Mr.  Ralph  E.  Johnson, 
president  of  Woodland  Hills  and  Hidden 
Valley  Development  Companies,  provided 
the  answer  by  giving  some  land  right  in 
the  city  of  Hardy  on  Federal  Highways 
62  and  63  for  the  clinic. 

Interested  citizens  gathered  and  formed 
a non-profit  corporation  to  organize  and 
build  the  clinic.  Mr.  H.  A.  Horn,  retired 
salesman  for  a wholesale  grocery  chain, 
was  elected  president.  Mr.  Norman  Tay- 
lor, ex-drug  and  hospital  representative 
from  a major  drug  house,  was  elected  vice- 
president.  Miss  Willie  Garner,  secretary 
in  a business  office  in  Hardy,  became  sec- 
retary ; and  Miss  Maude  Buford  of  the 
Hardy  House,  a novelty  and  curio  shop  in 
Hardy,  became  the  treasurer.  Several 
other  men  are  also  on  the  board  and  have 
given  their  time,  materials  and  equipment. 
Mr.  Johnson,  a board  member,  provided 
heavy  equipment  and  surveyors  to  get  the 
land  ready  to  build  on.  Mr.  Herman  Law- 
rence, dug  the  trenches  for  the  foundation. 
Mr.  Leonard  Holden,  a member  of  the 
board  and  a local  building  contractor,  is 
supervising  the  building.  Mr.  Marion  Kil- 
lian, plumbing  contractor,  is  working  on 
the  plumbing  for  the  new  clinic.  Mr. 
Oscar  Burrows,  a retired  electrical  con- 
tractor from  St.  Louis,  Mo.,  and  Mr.  Fred 
Bracken  of  Ark-Mo  Power  Company  of 
Hardy,  is  responsible  for  the  electrical 
planning  and  installations. 

The  members  of  the  board  examined 
every  aspect  in  financing  the  clinic.  The 
possibilities  for  government  aid  was  ex- 
plored but  they  found  that  government  aid 


was  not  available  for  the  type  of  clinic 
that  was  needed.  The  board  members  de- 
cided to  go  ahead  on  their  own.  Our  fore- 
fathers had  no  government  aid  to  fall  back 
on  but  yet  they  were  able  to  build  some- 
thing good  and  lasting  that  has  served 
everyone  well.  The  board  is  making  an 
appeal  for  those  that  have  visited  their 
area  and  hope  to  donate  to  the  building 
fund.  Any  size  donation  will  be  appreci- 
ated. Send  a check  or  money  order,  pay- 
able to  the  Sharp  County  Medical  Clinic, 
Inc.,  C O Miss  Maude  Buford,  Hardy,  Ar- 
kansas. This  is  a tax-deductible  corpo- 
ration. 


Proceedings  of  Societies 


Contributors  to  the  American  Medical 
Education  Foundation  from  the  State  of 
Arkansas  during  August  1961 : 

Dr.  Douglas  Lowrey,  Russellville  15.00 

Dr.  Harry  E.  Murry,  Texarkana  25.00 

Dr.  Warren  T.  Mayfield,  Winslow  5.00 


$ 45.00 

Contributors  to  the  American  Medical 
Education  Foundation  from  the  State  of 
Arkansas  during  September  1961; 


George  C.  Burton,  El  Dorado $ 10.00 

Joseph  E.  Cross,  DeWitt  10.00 

Austin  Doren,  Smackover 6.00 

A.  M.  Grasse,  Calico  Rock 100.00 

A.  R.  Hammon,  Harrison 10.00 

Major  H.  Harris,  Newport 5.00 

Alfred  Kahn,  Jr.,  Little  Rock 10.00 

Berry  L.  Moore,  Sr.,  El  Dorado  _ 5.50 

David  M.  Russell,  Jasper  20.00 

J.  W.  Russell,  Smackover 5.00 

Warren  S.  Riley,  El  Dorado.  . 13.50 

David  Yocum,  El  Dorado 15.00 

Boone  County  Woman’s  Auxiliary  5.00 


$215.00 

District  Medical  Society  Meeting 
Held  at  Camden 

The  District  Medical  Society  held  an  in- 
teresting as  well  as  enjoyable  meeting  at 
the  Hotel  Camden,  Camden,  Arkansas,  in- 
viting physicians  and  their  wives  to  at- 
tend. The  meeting  began  with  a dinner 
and  was  concluded  with  the  following  pro- 
gram : 
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Remarks — Dr.  William  A.  Snodgrass, 
Jr.,  President  Ai'kansas  Medical  Society. 

Remarks — Dr.  Winston  K.  Shorey, 
Dean,  University  of  Arkansas  School  of 
Medicine. 

Address — The  Honorable  C.  Joseph 
Stetler,  Director,  Legal  and  Socio-Eco- 
nomic Division,  American  Medical  Asso- 
ciation— Chicago. 

Address — Congressman  Oren  Harris, 
Chairman,  House  Interstate  and  Foreign 
Commerce  Committee. 

Officers  attending  the  meeting  were: 
President,  Dr.  John  Ruff,  Magnolia;  vice- 
president,  Dr.  William  B.  Ellis,  Stephens ; 
secretary.  Dr.  C.  D.  Cyphers,  El  Dorado; 
councillors.  Dr.  George  Burton,  El  Dorado, 
and  Dr.  J.  L.  Dedman,  Camden.  The  meet- 
ing was  enjoyed  by  all. 

Physician  Speaks  on  Law 
To  Medical  Assistants 

Dr.  J.  D.  Ashley,  Newport  physician, 
spoke  to  the  Jackson  County  Medical  As- 
sistant’s Society  at  their  meeting  at  the 
Razorback  Grill.  Dr.  Ashley  told  the  med- 
ical assistants  the  meaning  and  effects  of 
the  Kerr-Mills  bill,  which  became  effective 
in  Arkansas  September  15th. 

Presiding  at  the  meeting  was  Phyllis 
Walden,  president  of  the  county  organiza- 
tion. Reports  were  given  by  chairmen  of 
various  committees,  and  delegates  from 
the  organization  have  highlights  of  the 
House  of  Delegates  meeting  held  recently 
in  Little  Rock.  Eight  members  and  three 
guests  attended  the  session. 

Medical  Assistants  Hear 
Dr.  E.  C.  Gay,  Sr. 

The  House  of  Delegates  of  the  Arkansas 
State  Medical  Assistants  Society  met  in 
Little  Rock.  The  agenda  for  this  state 
meeting  was  a devotional  followed  by  a 
lecture  on  the  different  phases  of  plastic 
surgery  by  Dr.  Ellery  C.  Gay,  Sr.  of  Little 
Rock.  Following  the  luncheon  meeting  the 
House  of  Delegates  met  for  a general  busi- 
ness session.  Mrs.  Johnnie  Irish  served  as 
the  official  delegate  for  the  Garland  and 
Clark  County  Society  of  Medical  Assist- 
ants. Mrs.  Bernice  Koonce  is  State  Treas- 
urer to  the  Arkansas  State  Society  of 
Medical  Assistants  and  she  serves  as  an 
official  member  of  the  Board  in  the  House 
of  Delegates. 


New  Members  . . . 


A new  member  of  the  Pulaski  County 
Medical  Society  is  Dr.  Marion  Jack  Henry. 
He  is  a native  of  Little  Rock,  Arkansas, 
and  received  his  preliminary  education  at 
the  University  of  Arkansas  from  which  he 
received  a B.S.  degree.  He  was  graduated 
from  the  University  of  Arkansas  School 
of  Medicine  in  1957.  He  practiced  at  the 
University  of  Texas  from  1958-1960,  and 
at  Baylor  University  from  1960-1961.  Dr. 
Henry  is  a pediatrician  with  his  office  at 
810  West  Second  Sti’eet,  Little  Rock. 

The  Pulaski  County  Medical  Society 
announces  that  Dr.  William  Theodore 
Knicker  has  been  added  to  its  roster  of 
members.  A native  of  Sequin,  Texas,  he 
attended  the  University  of  Texas  and  re- 
ceived his  M.D.  degree  from  the  Univer- 
sity of  Texas  Medical  College  at  Galveston 
in  1953.  Dr.  Knicker  has  been  Assistant 
Professor  of  Pediatrics  at  the  University 
of  Arkansas  Medical  Center  for  two  and 
one-half  years. 

Dr.  James  R.  Weber  is  a new  member 
of  the  Pulaski  County  Medical  Society.  He 
is  a native  of  Lebanon,  Nebraska,  and  re- 
ceived his  preliminary  education  from  the 
University  of  Nebraska  at  Lincoln,  Ne- 
braska, from  which  he  received  the  degree 
of  B.S.M.  His  M.D.  degree  was  obtained 
from  the  University  of  Nebraska  College 
of  Medicine  at  Omaha  in  1957.  Dr.  Weber 
practiced  in  the  United  States  Air  Force 
for  three  years.  His  office  is  located  at 
1000  West  Main  in  Jacksonville  and  he  is 
a general  practitioner. 

Dr.  Henry  B.  White  of  Morrilton  is  a 
new  member  of  the  Conway  County  Medi- 
cal Society.  A native  of  Lake  Charles, 
Louisiana,  Dr.  White  received  his  prelimi- 
nary education  from  Southwestern  Lou- 
isiana Institute  at  Lafayette,  Louisiana, 
from  which  he  received  a B.S.  degree.  His 
medical  education  was  obtained  at  the 
University  of  Arkansas  Medical  School 
from  which  he  graduated  in  1960.  Dr. 
White  is  a staff  member  at  St.  Anthony 
Hospital  and  his  office  is  located  at  High- 
way 64  East,  Morrilton,  Arkansas.  He  is 
a general  practitioner. 
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Woman’s  Auxiliary  to  the 
Pulaski  County  Medical  Society 

The  Woman’s  Auxiliary  to  the  Pulaski 
County  Medical  Society  met  for  a lunch- 
eon meeting  at  the  Dr.  Charles  Minor 
Taylor  Memorial.  Mrs.  M.  J.  Kilbury,  Jr. 
presided,  and  the  guest  speaker  was  Mrs. 
Hershel  Wilmoth,  president  of  the  Wom- 
an’s Auxiliary  to  the  Arkansas  Medical 
Society.  Other  guests  were  Mrs.  Frank 
Padberg,  president-elect  of  the  state  aux- 
iliary, and  Dr.  William  A.  Snodgrass, 
president  of  the  Arkansas  Medical  So- 
ciety. 

Hostesses  for  the  first  luncheon  were 
Mrs.  A.  D.  Hall,  chairman;  Mrs.  Ellery 
Gay,  Sr.,  co-chairman ; Mrs.  Curtis  Jones, 
Jr.,  Mrs.  Melvin  McCaskill  and  Mrs.  El- 
bert H.  Wilkes. 

Officers  serving  for  the  1961-62  year 
were  Mrs.  M.  J.  Kilbury,  Jr.,  president; 
Mrs.  Guy  R.  Farris,  president-elect;  Mrs. 
John  McCollough  Smith,  1st  vice-presi- 
dent ; Mrs.  Harvey  Shipp,  2nd  vice-presi- 
dent; Mrs.  Robert  L.  Henry,  recording 
secretary;  Mrs.  Joe  B.  Scruggs,  treasurer; 
Mrs.  J.  B.  Cross,  corresponding  secretary ; 
Mrs.  E.  Lloyd  Wilbur,  historian;  Mrs. 
James  Newbill,  publicity  secretary ; and 
Mrs.  William  A.  Snodgrass,  parliamen- 
tarian. 

Medical  Auxiliary  Hears  Mrs.  Taylor 

The  Independence  County  Medical  So- 
ciety and  Auxiliary  met  for  a dinner  meet- 
ing at  the  Marvin  Hotel  in  Batesville. 
After  the  meal,  the  doctors  adjourned  to 
the  North  Arkansas  Clinic  for  a business 
meeting;  the  auxiliary  met  at  the  home  of 
Mrs.  Paul  Gray  for  their  program.  Mrs. 
Gray  was  hostess  for  the  event. 

Mrs.  Charles  Taylor,  auxiliary  program 
chairman  for  September,  presented  a most 
interesting  and  informative  talk  about  the 
Kerr-Mills  Law  and  the  controversial  King 
Bill.  She  explained  what  medical  assist- 
ance is  now  available  to  the  public  through 
the  state  welfare  agency,  saying  that  the 
welfare  has  been  most  cooperative,  and 
that  no  destitute  patients  have  wanted  for 
medical  care.  She  explained  the  Kerr- 


Mills  Law,  stating  that  it  is  more  or  less 
an  extension  of  welfare  services,  and  ad- 
ministered by  the  state,  according  to  the 
state’s  needs.  On  the  other  hand,  the  con- 
troversial King  Bill  would  actually  curtail 
certain  benefits  and  would  be  adminis- 
tered by  federal  government.  In  essence, 
the  King  Bill  would  mean  socialized  medi- 
cine, a medical  program  completely  con- 
trolled by  the  government,  which  would 
rule  out  freedom  of  choice  for  the  patient. 
Tax-wise,  the  King  Bill  would  bring  on  a 
steady  climb  of  taxes  for  us  and  other 
generations. 

After  the  discussion,  a record  by  Ron- 
ald Reagan,  entitled  “Ronald  Reagan 
Speaks  Out  Against  Socialized  Medicine’’ 
was  played.  The  members  were  urged  to 
write  their  Congressmen  stating  their 
views,  and  were  reminded  that  letters  are 
the  one  way  the  Congressmen  can  be 
aware  of  the  thinking  of  their  constitu- 
ents. 

“Speaker  Hits  ‘Centralism’  ’’ 

Speaking  before  the  Woman’s  Auxiliary 
to  the  Arkansas  Medical  Society  at  Coach- 
man’s Inn,  Little  Rock,  Mrs.  Louise  Bush- 
nell  of  New  York,  a member  of  the  Na- 
tional Association  of  Manufacturers  staff, 
urged  her  audience  to  examine  the  compe- 
tence of  federal  bui’eaucrats. 

“The  American  people  have  every  right 
to  question  the  qualifications  of  the  fed- 
eral government  to  make  decisions  which 
affect  the  well-being  of  their  communi- 
ties,” she  said. 

“If  the  federal  government  knows  how 
to  solve  municipal  problems,  why  doesn’t 
it  solve  them  for  Washington,  the  city  for 
which  the  federal  government  has  com- 
plete responsibility?”  she  asked. 

“If  you  read  the  newspapers  of  Wash- 
ington, D.C.,  a city  of  nearly  one  million 
persons,  you  would  be  aware  of  the  fact 
that  the  problems  that  the  federal  govern- 
ment proposes  to  solve  for  the  entire  na- 
tion are  no  nearer  solution  in  Washington 
than  they  are  anywhere  else  in  our  land.” 

Mrs.  Bushnell,  who  is  director  of  the 
NAM’s  Women’s  Department,  pointed  out 
that  Washington,  for  example,  proposes  to 
help  the  states  and  cities  control  crime  and 
juvenile  delinquency. 

“Yet  the  Washington  newspapers  re- 
port that  Washington,  the  Federal  City, 
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is  in  a wave  of  uncontrolled  crime  and  ju- 
venile delinquency,”  she  said.  “Washing- 
ton proposes  to  straighten  out  the  nation’s 
school  problems.  From  the  Washington 
newspapers  you  learn  that  the  Federal 
City  has  not  solved  its  school  problems  and 
that  parents  are  concerned  with  the  scho- 
lastic backwardness  of  Washington  chil- 
dren compared  with  the  rest  of  the  nation. 
Washington  proposes  to  take  over  the 
housing  and  transportation  problems  of 
the  nation’s  cities.  The  Washington  news- 
papers report  that  public  housing  is  in  a 
variety  of  messes  and  that  no  agreement 
has  been  reached  on  how  to  solve  the  city’s 
transportation  difficulties.  The  Federal 
City’s  slums  have  been  notorious  for  years. 

“Should  we  turn  over  the  responsibility 
for  our  lives  and  our  welfare  to  govern- 
ment bureaus  with  a record  like  this?” 
she  asked. 

Mrs.  Bushnell  urged  the  medical  auxil- 
iary to  fight  centralism,  the  trend  toward 
big  centralized  government.  “We  know 
that  centralism  is  expense,  we  know  it  is 
inefficient,  and  we  know  that  Americans 
do  not  want  it,”  she  said.  “We  must  ally 
ourselves,  individually,  and  by  groups  to 
combat  centralism  wherever  it  threatens 
to  break  through.  And  we  must  be  pre- 
pared to  roll  it  back  and  restore  freedoms 
that  we  have  already  lost,”  she  concluded. 


Book  Reviews 


CURRENT  THERAPY— 1961,  edited  by  Howard 
F.  Conn,  M.D.,  pp.  806,  published  by  W.  B.  Saun- 
ders Company,  Philadelphia  and  London,  1961. 

This  standard  textbook  of  therapy  edited  by  Dr. 
Conn  has  a well  organized  text  written  by  out- 
standing authorities  in  their  respective  fields. 
This  is  an  excellent  book  for  the  general  physician 
and  medical  student.  In  806  pages  it  could  hardly 
be  considered  encyclopedic  and,  for  that  reason, 
is  to  be  considered  inadequate  except  as  a general 
therapeutic  guide — which  is  the  author’s  intention. 
The  style  of  the  book  is  excellent.  It  contains  no 
illustrations  and  references  are  not  included  with 
the  various  articles.  It  has  a roster  of  drugs  and 
some  tables  of  normal  values.  This  textbook  is 
recommended  as  a worthwhile  edition  as  a guide 
to  therapy.  AK 

CURRENT  SURGICAL  MANAGEMENT  II,  a 
Book  of  Alternative  Viewpoints  on  Controversial 
Surgical  Problems,  Editors  John  H.  Mulholland, 
M.D.,  Editor -in -Chief,  New  York  University 


College  of  Medicine,  Edwin  H.  Ellison,  M.D., 
Marquette  University  School  of  Medicine,  Stan- 
ley R.  Friesen,  M.D.,  University  of  Kansas  Medi- 
cal Center,  illustrated,  pp.  348,  published  by 
W.  B.  Saunders  Company,  Philadelphia  and 
London, 1960. 

This  is  the  second  in  a series  of  texts  which  pre- 
sent two  sides  of  certain  controversial  surgical 
subjects.  A book  of  this  type  is  bound  to  be  of 
considerable  interest  to  the  reader  provided  he 
can  find  a discussion  of  the  topic  in  which  he  is 
interested.  The  big  problem  in  a book  of  this 
sort  is  that  the  number  of  topics  discussed  is 
rather  limited;  in  this  case  there  are  17  topics. 
The  chapters  include  a discussion  of  duodenal  ul- 
cer, polyps  of  the  colon,  hiatus  hernia,  carcinoma 
of  the  pancreas,  carcinoma  of  the  breast,  etc.  The 
chapters  are  written  by  eminent  authorities  and, 
for  the  most  part,  are  in  easy  discursive  style. 
Although  this  book  is  well  written  and  interesting, 
it  is  of  limited  value  to  most  physicians.  AK 

OFFICE  DIAGNOSIS,  by  Paul  Williamson,  M.D., 
illustrated,  pp.  470,  published  by  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1960. 

This  textbook  can  best  be  described  as  an  at- 
tempt to  reduce  the  art  of  diagnostic  medicine  to 
something  the  size  of  a handbook.  The  reviewer 
feels  that  it  is  impossible  to  condense  this  infor- 
mation into  a practical  small  book.  The  result  is 
a series  of  brief  descriptions  of  diseases,  most  of 
which  are  inadequately  described  even  though  the 
salient  features  are  in  the  text.  This  book  has  no 
nitch  and  should  not  have  been  published,  in  the 
reviewer’s  opinion.  It  might  be  well  used  on  the 
writer’s  own  teaching  wards  but  is  not  worth  dis- 
seminating as  a text.  AK 


TUBERCULOSIS  ABSTRACTS 

Sponsored  by 

The  Arkansas  Tuberculosis  Association 


OBSERVATIONS  ON  EXCESS  MOR- 
TALITY ASSOCIATED  WITH  EPI- 
DEMIC INFLUENZA 

Tivo  epidemics  of  Asian  influenza  since 
1957  have  resulted  in  86,000  excess  deaths. 
High  risk  groups  are  those  65  years  of  age 
and  over,  persons  with  certain  chronic  dis- 
eases, and  pregnant  women.  Immunization 
is  suggested  for  these  groups. 

Theodore  C.  Eickhoff,  M.D.;  Ida  L.  Sherman, 
M.S.,  and  Robert  E.  Serfling,  Ph.D.,  The  .Journal 
of  The  American  Medical  Association,  Sane  3, 1961. 

One  of  the  classic  epidemiologic  descrip- 
tions frequently  applied  to  influenza  is  em- 
bodied in  the  phrase  “high  morbidity,  low 
mortality.”  Such  a description,  however, 
tends  to  lose  sight  of  the  fact  that  mor- 
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bidity  in  epidemic  influenza  may  be  so  high 
that  even  the  relatively  low  associated  mor- 
tality may  itself  reach  grave  proportions. 

Two  epidemics  of  Asian  strain  influenza 
have  occurred  in  the  United  States  since 
the  identification  of  this  antigenic  variant 
in  May,  1957.  The  first  occurred  in  two 
distinct  waves  from  September  through  De- 
cember, 1957,  and  from  January  through 
March,  1958;  a total  of  almost  40,000  ex- 
cess deaths  was  recorded  during  the  first 
wave  and  of  20,000  during  the  second  wave. 
During  the  first  three  months  of  1960  a 
second  major  epidemic  occurred,  resulting 
in  approximately  27,000  excess  deaths.  A 
total  of  86,000  deaths  in  excess  of  the  ex- 
pected number  thus  occurred  in  the  United 
States  as  a result  of  Asian  influenza  epi- 
demics in  the  three-year  period. 

It  is  important  to  determine  in  how  many 
of  the  86,000  excess  deaths  influenza  was 
merely  a terminal  event  in  an  already  se- 
verely debilitated  patient,  and  in  how  many 
influenza  and  its  accompanying  pneumonia 
may  have  killed  a person  in  active,  produc- 
tive life,  albeit  in  an  older  age  group,  or 
with  definite  but  compensated  chronic 
disease. 

The  best  measure  of  the  total  impact  of 
an  epidemic  is  provided  by  the  total  ex- 
cess mortality.  The  following  table  shows 
the  estimated  excess,  and  that  the  bulk  of 
it  was  in  deaths  due  to  pneumonia-influenza 
and  cardiovascular-renal  causes : 


Cause  and  Period  Expected 

Observed 

Excels 

Oct.-Dec.,  1957 

Total  Deaths 
Pneumonia- 

408,320 

447,620 

39,300 

influenza 

Cardiovascular- 

12,440 

24,540 

12,100 

renal 

221,360 

240,060 

18,700 

All  other 

174,520 

183,020 

8,500 

January-March, 

1958 

Total  Deaths 
Pneumonia 

421,020 

441,020 

20,000 

influenza 

Cardiovascular- 

16,740 

22,740 

6,000 

renal 

235,180 

248,180 

13,000 

All  other 

169,100 

170,100 

1,000 

January-March, 

1960 

Total  Deaths 
Pneumonia- 

439,100 

465,800 

26,700 

influenza 

18,270 

28,870 

10,600 

Cardiovascular- 

renal  246,350  258,550  12,200 

All  other  174,480  178,380  3,900 

When  excess  mortality  data  are  analyzed 
by  age,  it  is  apparent  that  the  heaviest 
toll  is  paid  by  the  population  over  65  years. 
Although  during  the  first  epidemic  period 
only  slightly  over  one  half  of  the  excess 
deaths  occurred  in  persons  65  years  and 
older,  this  proportion  increased  in  succeed- 
ing epidemics  ; in  the  1960  epidemic,  80  per 
cent  of  the  excess  deaths  occurred  among 
individuals  in  this  age  group. 

It  need  not  seem  paradoxical  that  an 
epidemic  of  influenza  should  cause  a dis- 
tinct wave  of  excess  deaths  said  to  be  due 
to  cardiovascular-renal  disease,  or  to  some 
condition  other  than  influenza  or  pneu- 
monia. These  “epidemics”  of  chronic  dis- 
ease are  because  deaths  in  the  United 
States,  as  well  as  in  most  other  countries, 
are  tabulated  by  “primary”  cause,  that  is, 
the  cause  that  initiated  the  train  of  cir- 
cumstances which  eventually  resulted  in 
death. 

LIVES  CUT  SHORT 

Analysis  of  the  excess  mortality  data  has 
suggested  that  most  victims  of  an  influ- 
enza epidemic  are  those  who  might  have 
lived  considerably  longer  had  influenza  not 
claimed  them,  rather  than  severely  debili- 
tated patients  in  whom  influenza  is  simply 
the  terminal  event. 

Excess  influenza-associated  deaths  due 
to  asthma,  diseases  of  the  respiratory  sys- 
tem other  than  influenza  and  pneumonia, 
and  pulmonary  tuberculosis  probably  oc- 
cur primarily  in  patients  whose  pulmonary 
function  is  significantly  compromised.  The 
lives  of  diabetics  are  jeopardized  by  influ- 
enza not  only  by  their  increased  risk  of 
bacterial  superinfection  and  increased  in- 
cidence of  cardiovascular -renal  disease, 
but  also  by  the  increased  risk  of  acidosis 
and  coma  during  an  acute  infection. 

An  increased  risk  of  influenza  death  in 
association  with  certain  conditions  is  better 
demonstrated  by  clinical  studies  than  by 
analysis  of  reported  mortality  data.  The 
association  of  rheumatic  heart  disease  and 
influenza-associated  death,  particularly 
rheumatic  mitral  stenosis  and  fatal  influ- 
enza-virus pneumonia,  for  example,  is  well 
documented  in  the  literature. 

A relationship  between  influenza- 
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associated  deaths  and  pregnancy  is  a com- 
mon clinical  impression.  Several  studies 
carried  out  during  the  1957  pandemic  have 
indicated  that  pregnant  women  are  defi- 
nitely at  greater  risk  of  death  from  influ- 
enza than  non-pregnant  women  of  the  same 
age  group. 

VACCINATION  FOR 
HIGH-RISK  GROUPS 

There  is  a significant  body  of  evidence 
that  the  lethal  potential  of  epidemic  influ- 
enza is  still  present.  Rather  than  recurring 
in  a mild  form,  as  might  have  been  antici- 
pated as  the  over-all  immunity  of  the  popu- 
lation increased,  the  most  recent  outbreak 
in  1960  resulted  in  excess  mortality  which 
exceeded  that  of  the  second  wave  of  the 
1957-1958  epidemic  and  approached  that 
of  the  first  wave. 

This  analysis  serves  to  underscore  the 
fact  that  certain  individuals  are  at  in- 
creased risk  of  death  from  influenza.  Three 
broad  groups  can  be  identified — persons 
over  65,  persons  with  certain  associated 
chronic  diseases,  and  pregnant  women. 
The  chronic  illnesses  of  significance  in- 
clude cardiovascular-renal  disease,  particu- 
larly rheumatic  heart  disease  ; chronic  pul- 
monary disease,  e.g.,  bronchial  asthma  and 
pulmonary  tuberculosis  ; and  metabolic  dis- 
eases such  as  diabetes  mellitus. 

It  would  seem  entirely  reasonable  to  be- 
lieve that  the  prevention  of  influenza  in 
these  high-risk  groups  would  result  in  a 
corresponding  reduction  of  excess  influ- 
enza-associated mortality.  Annual  immu- 
nization of  such  high-risk  groups  against 
influenza  might  well  be  highly  effective  in 
reducing  the  disquieting  toll  of  excess 
deaths  periodically  exacted  by  epidemic 
influenza. 


to  tile  (Editor 


26  September,  1961 

Mr.  Paul  C.  Schaefer 
Executive  Secretary 
Arkansas  Medical  Society 
218  Kelley  Building- 
Fort  Smith,  Arkansas 
Dear  Mr.  Schaefer: 

The  retention  of  certain  servicemen  beyond  their 
normal  date  of  expiration  of  active  duty  tours  is 


essential  in  order  that  the  augmentation  of  the 
Uniformed  Services,  called  for  by  the  President, 
can  be  attained.  Implementation  poses  many  prob- 
lems. Among  them  is  the  valid  identification  of 
the  extendees’  dependents  who  will  remain  eligi- 
ble for  certain  benefits  while  their  sponsors  re- 
main on  active  duty. 

The  extension  of  tours  of  duty  may  result  in 
some  dependents  being  without  a valid  Identifi- 
cation Card  for  some  time.  The  basis  of  identifi- 
cation of  dependents  is,  as  you  know,  the  Uni- 
formed Services  Identification  and  Privilege  Card 
(DD  Form  1173).  Each  card  carries  an  expiration 
date  of  eligibility.  This  date,  in  the  case  of  de- 
pendents of  noncareer  personnel,  is  the  same  as 
the  expected  expiration  date  of  the  sponsor’s  tour 
of  active  duty. 

In  the  past,  the  “expiration  date’’  on  the  ID  Card 
has  been  the  governing  factor  in  determining  that 
eligibility  still  exists.  Since  the  involuntary  ex- 
tension of  the  tours  of  duty  of  many  servicemen  is 
effective  almost  immediately,  the  probability 
exists  that  some  still-eligible  dependent  wives  and 
children  may  apply  for  civilian  medical  care  to 
which  they  are  still  entitled.  They  may  not,  how- 
ever, have  in  their  possession  the  required  proof 
of  their  eligibility. 

No  change  is  contemplated  in  the  provision  of 
our  contract  which  states  that  claims  may  not 
be  processed  for  payment  until  the  dependents 
have  proven  their  eligibility  to  receive  care.  Serv- 
ice personnel  are  being  advised  that  it  is  their 
responsibility  to  take  necessary  action  to  “up- 
date” the  evidence  of  dependents  eligibility. 

It  is  most  probable,  however,  that  some  depend- 
ents will  be  in  need  of  authorized  medical  care 
from  civilian  sources  prior  to  the  time  this  action 
has  been  completed.  In  sucb  cases,  tbe  dependent 
has  been  instructed  to  explain  tbe  situation  to 
the  physician  and  hospital  authorities.  They  have 
been  advised  to  present,  if  available,  some  tangible 
evidence  such  as  allotment  checks,  official  orders, 
directives,  or  personal  letters  which  state  the 
pertinent  facts  to  the  physician  or  hospital  to  help 
support  the  dependent’s  claim  of  continued  eligi- 
bility. 

This  office  is  not  empowered  to  broaden  the 
“good  faith”  aspect  of  our  contract.  The  number 
of  dependents  temporarily  “unidentified”  who  re- 
quire medical  benefits  will  not  be  large. 

In  view  of  the  situation  at  hand,  I would  appre- 
ciate your  assistance  in  encouraging  physicians  and 
hospitals  to  exercise  patience  and  understanding 
during  the  next  several  months  when  their  serv- 
ices are  requested  by  dependents  of  these  ex- 
tendees. 

I must  emphasize,  however,  that  no  claims  may 
be  processed  for  payment  unless  the  dependent 
has  provided  a valid  DD  Form  1173  or  a statement 
of  eligibility  as  required  by  our  contract  and  as 
outlined  in  ODMC  Letter  No.  1-60. 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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This  information  is  being  furnished  to  all  con- 
tractors and  to  the  editors  of  leading  medical  and 
hospital  journals.  We  would  appreciate  it  if  you 
could  publish  a copy  of  this  letter,  or  an  extract 
of  the  information  in  the  next  copy  of  your  Medi- 
cal Society  journal  or  any  other  news  media 
which  is  circulated  to  your  membership. 

Sincerely. 

W.  D.  Graham 

Brigadier  General,  MC,  USA 

Executive  Director 


ANSWER  TO 

WHAT’S  YOUR  DIAGNOSIS? 

27-year-old  white  male  with  non-produc- 
tive cough  and  weight  loss. 

ANSWER — Neurofibroma. 

X-RAY  FEATURES : Smoothly  out- 
lined soft  tissue  mass  in  the  right  upper 
chest  causing  smoothly  scalloped  erosion 
of  the  posterior  portion  of  the  third  rib. 


WATCH  FOR  SOMETHING  NEW  — 
ISSUE  OF  JANUARY,  1962! 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 


CHLOROmETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent. . .often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice. ^2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci. CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerohacter  aerogenes.^  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.^-® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Waniing:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
A’iral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References : (1 Malor.p,  F.  J.,  .Tr. : MiL  Med.  le.V  :8SB.  1960.  (2)  Martin,  W.  J.  ; Nichols,  D.  R.,  & Cook.  E.  N. : Proc.  Staff  Meet.  Mayo  Clin. 
.•14:187,  19-59.  (3}  rilnian,  .A..:  Delaware  M.  J.  .",2:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E,  W. ; 

Curtin,  J.  A..  & Gr.jssUu'ii,  S.  E. : Bull.  Johns  Hopkins  Hasp.  108:48,  1961.  (5)  JollilT.  C.  R. : 

Engelhard,  W.  E.  ; Ohl.sen,  J.  R.  ; Heidrick,  K .1.,  & Cain.  J.  A.:  Antibiotics  <fe  Chemother.  10; 

694,  1960.  (6.)  Lind,  H.  E.  : A:n.  J.  Proctol.  11  :392,  1960.  easel 
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s 

v_/rAPHYL0C0CCAL  INFECTIONS  have  in  recent 
years  assumed  an  extra-ordinary  importance  for 
all  practitioners  of  medicine,  hospital  nurses  and 
hospital  administrators. 

Not  that  they  have  not  always  been  important, 
they  have,  for  the  staphylococcus  is  a ubiquitous 
organism  W'hich  in  the  human  is  an  inhabitant  of 
the  skin,  the  upper  respiratory  passages  and  the 
vagina,  and  it  is  found  in  many  animals  too. 

However,  its  invasiveness  and  pathogenicity 
vary  from  time  to  time.  There  was  a period  during 
the  middle  and  latter  parts  of  the  nineteenth  cen- 
tury when  staphylococcal  infections  were  epi- 
demic in  many  parts  of  the  world;  then  their 
relative  importance  decreased,  only  to  become 
striking  again  recently.  This  is  worth  mentioning, 
because  to  mention  it  is  to  raise  the  question  as  to 
whether  the  current  widespread  use  of  antimi- 
crobial agents  has  contributed  in  any  way  to  the 
increased  prevalence  of  staphylococcal  infections. 
Maybe  it  has,  but  maybe  it  has  not. 

•From  the  Department  of  Pediatrics,  Tulane  University  School  of 
Medicine  and  the  Charity  Hospital  of  Louisiana  at  New  Orleans. 


At  any  rate  the  pattern  of  sensitivity  of  staphy- 
lococci to  various  antimicrobial  agents  has  turned 
out  to  be  a very  useful  tool  in  studying  the  epidem- 
iology of  staphylococcal  infections.  Another  rela- 
tively recently  developed  laboratory  tool  useful 
to  the  epidemiologist  has  been  staphylococcus  type 
identification  by  means  of  sensitivity  to  certain 
bacterial  viruses.  And  finally  there  is  the  well 
known  old  characteristic  of  coagulast  production 
by  certain  strains,  which  is  so  frequently  associated 
with  virulence,  that  the  two  for  practical  purposes 
can  be  said  to  be  synonymous,  and  that  Staphylo- 
coccus pyogenes  and  be  defined  as  a staphylococ- 
cus which  produces  a substance  able  to  react  with 
a factor  found  in  citrated  plasma  to  produce 
fibrin. 

It  is  true  that  Staphylococcus  pyogenes  produces 
factors  other  than  coagulase  which  may  play  a role 
in  its  virulence,  but  these  factors,  such  as  hemo- 
lysins and  toxins,  are  poorly  understood. 

How  do  stajjhylococci  spread  in  nature?  The 
nose,  throat,  and  skin  of  healthy  individuals  pro- 
vide such  satisfactory  growth  conditions  for  this 
organism  that  only  rare  individuals  do  not  harbor 
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these  organisms,  which  apjjarently  rarely  call  forth 
any  measurable  immune  response.  Usually  one 
individual  harbors  only  one  phage  type  at  a time. 
Some  individuals  apparently,  although  healthy, 
seem  to  disperse  stajjhylococci  more  readily  than 
others.  Particularly  if  they  develop  lesions,  such 
as  respiratory  infections,  boils,  paronychiae,  do 
they  become  disjjersers.  Since  hospital  personnel 
are  so  frequently  in  contact  with  patients  with 
staphylococcal  infections,  they  themselves  pick  up 
the  patients’  strains  of  organism.  Since  the  pa- 
tients have  usually  been  treated  with  one  or  many 
antimicrobial  agents,  so  the  physician  and  nurses 
pick  up  these  antibiotic-resistant  strains,  and  then, 
when  conditions  are  right,  disperse  them  further 
among  hospital  patients.  Both  hospital  personnel 
and  patients  serve  as  foci  for  family  and  com- 
munity outbreaks. 

Some  of  you  are  familiar  with  the  work  of  Went- 
worth in  the  Ohio  Department  of  Health,  who 
studied  in  1955  an  epidemic  of  staphylococcal 
infections  centered  around  the  newborn  nursery 
of  the  hospital  in  a community  of  30,000.  Of  90 
babies  born  in  this  hospital  in  a 25-day  period,  23 
developed  pustular  dermatitis  before  discharge 
from  the  hospital  anti  3 more  later.  By  the  end  of 
6 months  three-fourths  of  the  mothers  and  one- 
third  of  the  fathers  and  siblings  of  the  babies  had 
been  colonized  by  the  hosjiital  strain  and  many 
had  developed  staphylococcal  lesions. 

Pneumonia  is  one  of  the  most  serious  clinical 
entities  caused  by  the  staphylococcus,  other  serious 
manifestations  being  empyema  and  septicemia— 
and,  of  course,  these  three  can  occur  together;  an- 
other serious  clinical  problem  is  staphylococcal 
meningitis,  fortunately  very  rare. 

Its  onset,  particularly  in  the  newborn  period, 
may  not  be  typical  of  a respiratory  infection. 
Lethargy  and  cyanosis  are  frequent  early  signs. 
Haggerty  and  Hendren,  in  their  excellent  paper 
on  staphylococcal  pneumonias  of  infants  and  chil- 
dren, refer  to  “clinical-radiologic  dissociation”, 
because  sometimes,  in  the  presence  of  clinical  signs 
of  pneumonia,  the  chest  x-ray  is  clear;  or,  alter- 
nately, without  evidence  of  respiratory  involve- 
ment, a chest  x-ray  is  obtained  as  part  of  the  inves- 
tigation of  the  child,  and  extensive  pneumonic 
changes  are  found.  Thus  the  initial  diagnosis  may 
be  difficult  at  best,  and  the  difficulty  may  be  en- 
hanced by  the  fact  that  the  infant  may  have  re- 
ceived assorted  antimicrobial  drugs  at  the  very 
onset  of  his  illness. 


This  “clinical-radiologic  dissociation”  and  the 
difficulty  of  the  initial  clinical  diagnosis  are  the 
first  points  which  I wish  to  emphasize. 

Another  is  the  uselessness  of  the  leucocyte  count 
as  a diagnostic  aid,  for  the  leucocyte  count  may 
vary  from  4,000  to  40,000  at  the  onset  of  the  illness. 

Yet  another  feature  of  the  disease  is  the  frequent 
and  sudden  occurrence  of  “blow-outs”  with  empy- 
ema and  sometimes  pneumothorax.  The  patho- 
genesis of  staphyloccal  pneumonia  is  probably 
based  on  the  occurrence  of  an  abscess,  started 
either  by  staphylococci  which  come  down  the  res- 
piratory tract,  or  by  the  hematogenous  route.  If 
the  abscess  causes  necrosis  of  a small  area  of  bron- 
chial wall,  with  intermittent  and  plugging  of  the 
resulting  hole  by  pus,  air  may  be  sucked  into  the 
abscess  area  during  inspiration,  and,  unable  to 
escape  during  expiration,  a collection  of  air  may 
result  which  appears  as  a “cyst,”  or  “bleb”  on 
x-ray.  This  may  increase  in  size  and  rupture  into 
the  pleural  cavity  through  a large  opening  or  a 
small  one.  There,  a similar  intermittent  partial 
blockage  of  the  pleural  gap  may  result  in  trapping 
of  air  in  the  pleural  cavity.  The  bronchopleural 
fistula  may  be  so  large  that  on  rare  occasions  the 
patient  may  succumb  within  minutes  unless  the 
diagnosis  is  made  by  an  alert  house  officer  and 
drainage  instituted. 

Thus  the  treatment  of  staphylococcal  pneu- 
monia includes  (a)  the  use  of  appropriate  anti- 
microbial drugs  to  get  the  infection  under  control 
and  (b)  the  constant  awareness  of  the  possibility 
of  pus  or  air  or  both  appearing  suddenly  in  (he 
pleural  space.  Fortunately  a simple  type  of  drain- 
age through  a small  catheter  with  underwater  seal 
is  adequate  for  the  management  of  both  of  these 
emergencies. 

On  the  other  hand  the  question  of  antimicrob- 
ial drugs  is  far  more  difficult.  In  the  case  of  small 
local  staphylococcal  lesions,  such  as  an  abscess, 
surgical  drainage  is  usually  adequate,  but  in  the 
case  of  systemic  infections  such  as  pneumonia, 
antimicrobial  drugs  are  life-saving,  and  here  there 
is  no  satisfactory  method  of  determining  which 
drug  to  use  except  by  performing  sensitivity  tests 
in  the  laboratory  on  the  strain  of  organism  iso- 
lated from  the  patient  himself. 

There  is  excellent,  if  not  perfect,  correlation 
between  the  sensitivity  of  the  organism  on  the  one 
hand,  and  the  patient’s  clinical  response,  if  the 
test  is  properly  performed.  On  the  other  hand,  the 
sensitivity  of  staphylococci  varies  widely  from  pa- 
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ticnt  to  }xiticnt,  Iroiii  hospital  to  hospital  anti 
Ironi  region  to  region.  At  the  present  we  lintl  the 
majority  of  our  strains  of  staphylococcus  to  be 
sensitive  to  chloramphenicol  anti  erythromycin, 
anti  these  twt)  thugs  are  usetl  together  at  the  be- 
ginning until  laboratt)!)'  reports  of  sensitivity  are 
available,  usually  in  21  tir  at  mt)st  48  hours. 

It  is  urgent  that,  in  each  area,  one  or  two  drugs 
such  as  vancomycin  anti  staphcillin  be  kept  in  re- 
.serve  ft)r  the  treatment  of  disease  tlue  to  strains 
of  organism  which  are  resistant  to  the  more  frc- 
tjuently  used  antimitrt)bial  agents.  If  this  is  not 
tlone,  we  shall,  within  a few  years,  have  no  effec- 
tive thugs  left. 

Control  methods  for  outbreaks  of  staphylococcal 
infectit)!!  in  hosj)ital  newborn  nurseries  have  been 
fairly  well  worked  f)ut  and  are,  in  essence,  appli- 
cable on  t)ther  wartls  as  w'ell.  Shaffer,  from  Ohio 
State,  suggest  the  following: 

1.  Culture  all  purulent  lesions  in  patients. 

2.  Search  ft)r  anti  culture  purulent  lesions  in 
personnel. 

3.  Compare  staph  strains  from  tlifferent 
sources  (with  the  help  of  the  State  Health 
Department  labtiratories,  where  necessary). 


1.  Nasal  cultures  from  all  personnel  anti  in- 
fants. 

5.  Review  nursery  technitjue. 

().  Remove  infectetl  infants  anti  healthy  adult 
carriers. 

7.  Bathe  all  infants  with  hexachlorophene. 

8.  Antibiotic  prophylaxis. 

I'he  above  measures,  1 wttultl  emphasize  are  for 
the  cttntrol  of  outbreaks  already  started. 

Preventit)!!  is  by  the  time-honored  older  meth- 
otls  of  cleanliness  and  so-called  medical  aseptic 
technique,  namely  hantl  washing  between  pa- 
tients, wet  mopping  of  floors,  extremely  careful 
hantllingof  contaminated  tlressings  and  bed  linen, 
isolation  of  infectetl  patients  in  separate  cubicles 
and  rooms.  In  short,  patients  with  staj:)hylococcal 
infections  should  be  handled  as  patients  with  scar- 
let fever  were  handled  twenty  years  ago! 
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Treatment  of  Intractable  Heart  Failure  in  the 
Presence  of  Complete  A-F  Heart  Bloch  by  the 
Use  of  the  Internal  Cardiac  Pacemaker:  Report 
of  Two  Cases— O.  k'.  Muller  and  S.  Bellet 

New  Engl  J Metl— Vt)l.  265:768  (Oct.  19)  1961 
Severe  congestive  heart  faihtre  in  the  presence 
of  complete  A-V  heart  block,  refractory  to  all 
measures  usually  employed  in  therapy,  was  treated 
successfully  in  two  patients  by  the  use  of  the  in- 
ternal cardiac  pacemaker.  Connection  to  heart 
muscle  w'as  accomplished  by  electrode  catheter  in 
right  ventricle.  Cardiac  output  as  measured  by 
Pick’s  principle  was  raised  by  increasing  the 
original  ventricular  rate  of  20  to  30  to  the  average 
of  50  to  65  per  minute.  The  clinical  status  im- 
proved remarkably.  The  method  is  consitlered  a 
valuable  adjuvant  for  treatment  of  desperately 
ill  patients  with  intractable  congestive  heart  fail- 
ure in  the  presence  of  very  slow  heart  rates. 


Bowel  Infection  and  Acute  Appendicitis— E. 

E.  White,  M.  D.  Lord,  and  K.  B.  Rogers 
Arch  Dis  Child-Vol.  36:394  (Aug.)  1961 

This  report  seeks  to  correct  the  widely  held 
belief  that  a clinical  or  bacteriological  diagnosis 
of  infective  diarrhea  excludes  the  presence  or  de- 
velopment of  acute  appendicitis.  Appendices  re- 
moved from  160  children  with  acute  appendicitis 
were  examined.  The  evidence  collected  in  a chil- 
dren’s hospital  over  a period  of  10  years  demon- 
strated that  acute  appendicitis  may  be  precipi- 
tated by  a bowel  infection.  Symptoms  and  signs 
suggestive  of  acute  appendicitis  demand  opera- 
tion, even  though  a bowel  infection  may  be  known 
to  be  present.  It  is  considered  that  an  apprecia- 
tion of  this  possible  dual  jiathology  will  help  to 
[irevent  ho,s|ntal  crossinfection  due  to  salmonellae 
and  shigellae.  Literature  on  the  subject  has  been 
reviewed  and  discussed. 
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THE  PLACE  OF  RADICAL  CERVICAL  DISSECTION  IN  THE  TREATMENT 
OF  CARCINOMA  OF  THE  LIP  AND  IN  THE  ORAL  CAVITY 


Oliver  H.  Beahrs,  M.D.* 


Read  af  the  meeting  of  the  Arkansas  Medical  Society, 
Little  Rock,  Arkansas,  April  17  to  19,  1961. 


TO 

IvADICAI.  DISSKCTION  OF  THE  NODES  of  the  lieck 
usually  is  a pan  of  the  definitive  treatment  for 
carcinoma  of  the  head  and  neckd  Sometimes  it  is 
ilone  as  a procedure  separate  from  removal  of  the 
primary  lesion;  sometimes  it  is  part  of  a combined 
procedure  in  which  the  regional  lymphatic  struc- 
tures are  dissec  ted  and  the  primary  lesion  is  widely 
excised.  Ideally,  such  a dissection  should  be  en 
bloc,  as  in  radical  mastectomy,  and  should  include 
the  intermediary  lymph  vessels.  An  ojieration  for 
carcinoma  must  be  radical,  and  in  the  course  of  it, 
enough  tissue  must  be  removed  to  circumvent 
spread  ol  the  lesion.  At  the  same  time  anatomic 
or  physiologic  defects  that  would  be  incompatible 
with  life  must  not  be  inflicted.  Possibly  the  best 
illustration  ol  a complete  ojjeration  for  carcinenna 
IS  amputation  of  an  extremity  by  which  all  tissue 
immediately  involved  in  the  process  is  sacrificed. 
In  treatment  of  lesions  of  the  head  and  neck,  how- 
ever, certain  structures  must  be  preserved  if  life 
is  tea  be  maintained;  also,  if  the  cosmetic  deformity 
IS  too  great,  the  patient  cannot  live  with  himself. 

Almost  all  carcinomas  of  the  head,  lip,  oral 
cavity,  and  larynx  spread  into  the  lymph  nodes 
of  the  cervical  region.  Fortunately,  these  nodes 
usually  are  effective  barriers  against  further 
spread  for  a long  time.  Distant  metastasis  is  the 
exception;  the  primary  lesions  and  their  meta- 
static extensions  become  inoperable,  therefore, 
only  when  extension  and  invasion  into  the  head 
ami  neck  are  widespread. 

•Section  of  Surgery,  Mayo  Clinic  and  Mayo  rouiulation 
Rochester,  Minnesota 


Historical  Aspects 

Radical  dissection  of  the  nodes  of  the  neck  as 
IxTi-t  of  the  definitive  treatment  of  malignant  le- 
sions about  the  head  and  neck  was  first  advocated 
b\  Geoige  Crile,  Sr.-  Previously,  many  surgeons 
had  reported  the  removal  of  cervical  lymph  nodes 
in  the  course  of  operations  for  carcinoma  of  the 
oral  cavity,  but  none  saw  so  clearly  as  he  did  the 
imjmrtance  ol  removing  completely  the  cervical 
lymphatics.  Crile-' had  the  foresight  to  interpret 
accuiately  the  data  available  to  him  and  to  present 
a planned  procedure  comparable  to  those  attrib- 
uted to  Halsted  and  Aliles  which  were  designed  to 
remove  the  regional  lymph  structures  along  with 
the  primary  lesion.  He  advocated  combined  pro- 
cedures that  removed  the  floor  of  the  mouth  and 
tongue  in  combination  with  dissection  of  struc- 
tures of  the  neck.  He  proposed  and  practiced 
excision  of  the  sternocleidomastoid  and  omohyoid 
muscles,  the  internal  jugular  vein,  and  all  the  are- 
olar and  lymphatic  tissues  of  the  neck.  His  oper- 
ation, with  certain  modifications,  is  similar  in 
every  respect  to  the  operations  used  most  widely 
today. 

Because  of  the  high  mortality  rate  and  the  prob- 
lems involved  with  anesthesia,  infection,  and 
fistula  formation,  the  method  of  treatment  advo- 
cated by  Crile  gave  way  to  treatment  of  the  intra- 
oral malignant  lesions  by  the  radiologist,  who. 
could  treat  them  without  operation  but  whose  re- 
sults left  much  to  be  desired.  In  recent  years- 
Martin  and  co-workers^  and  others-'’'^  have  reap- 
plied the  piinciples  outlined  by  Crile  and  have' 
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met  with  more  siieeess  in  the  surgical  treatment 
ol  these  lesions  because  ol  the  availability  ol  addi- 
tional surgical  aids,  such  as  intratracheal  anes- 
thesia, antibiotic  therapy,  and  hlood  transltision. 

Present  Surgical  Management 

During  this  second  era  ol  surgical  treatment  a 
large  degree  ol  orderliness  has  evolved  in  the  man- 
agement oi  carcinoma  about  the  head  and  neck. 
With  this  development  the  prognosis  lor  patients 
with  these  lesions  has  improved.  Early  in  this 
periotl  the  management  ol  the  primary  and  sec- 
ondary lesions  was  considered  separately,  the 
cervical  nodes  being  treated  .sometimes  belore  and 
sometimes  alter  the  primary  lesion,  d'he  primary 
lesion  was  treated  by  radiation,  operation  or  a 
combination  ol  the  two  methods.  The  metastatic 
lesion  or  lesions  were  treated  by  modilied  or  radi- 
cal dissection  ol  structures  ol  the  neck  or  by  inter- 
stitial or  external  radiation.  I'oday  the  primary 
lesion  and  the  metastatic  lesions  in  the  cervical 
region  are  considered  as  one. 

Most  primary  lesions  are  removed  by  wide  ex- 
cision, such  as  hemiglossectomy  when  the  lesion 
is  on  the  tongue,  and  radical  dissection  ol  the 
nodes  ol  the  neck  at  the  same  time.  In  some  in- 
stances, however,  in  the  absence  ol  clinically  evi- 
dent metastasis  to  lymph  nodes,  the  neck  is  merely 
observed.  For  cancers  elsew'here  in  the  hotly  the 
regional  lymph  structures  are  always  removed  in 
the  primary  treatment  ol  the  lesions.  I'his  has 
not  been  true  lor  several  reasons  lor  cancer  ol 
the  head  and  neck.  Radical  dissection  ol  the  nodes 
ol  the  neck  is  technically  a lormidable  procedure 
which,  in  the  recent  past,  has  been  assot  iatetl  with 
a signilicant  mortality  rate,  and  this  has  led  sur- 
geons to  observe  the  neck.  The  neck  is  an  exposed 
area,  and  the  cosmetic  delormity,  although  not 
severe,  is  not  easily  covered  and  is  obvious  to  pa- 
tient, Iriends,  and  strangers.  The  incidence  ol 
cervical  metastasis  lor  some  primary  lesions  is 
known  to  be  relatively  low  (lip)  and  on  this  basis 
dissection  ol  the  neck  may  not  be  indicatetl.  For 
other  lesions,  the  incidence  ol  metastatic  lesions 
is  great  (lor  example,  base  ol  the  tongue),  so  that 
dissection  in  the  neck  most  Irecpiently  becomes 
part  ol  the  treatment  ol  the  primary  lesion  regard- 
less ol  what  is  lelt  in  the  neck  on  clinical  examina- 
tion. The  morbidity  iollowing  dissection  ol  the 
nodes  ol  the  neck  is  not  great,  but  the  sacrilice  ol 
the  spinal  accessory  nerve  does  cause  some  inca- 
pacity to  the  patient  and  this  lact  must  be  consid- 


ered when  1 unction  ol  the  shotilder  is  important 
to  the  patient’s  occupation  or  activities. 

Regardless  ol  these  contraitidications,  dissection 
ol  the  node-bearing  structures  ol  the  neck  must 
be  considered  most  Irequently,  although  not  rou- 
tinely, in  the  management  ol  oral  carcinoma  il 
survival  results  are  to  be  improved. 

Reasons  for,  and  Results  of, 

Radical  Cervical  Dissection 

Fhe  neck  lends  itsell  to  carelul  physical  exam- 
ination, and  on  this  basis  it  might  be  concluded 
that  cervical  dissection  should  be  considered  oidy 
when  invasion  ol  the  lymph  nodes  is  clinically  evi- 
dent. It  must  be  acknowledged,  however,  that  the 
error  in  clitiical  judgment  is  signilicant  and  that 
the  patient,  although  inlormed,  does  not  always 
seek  medical  advice  early.  Also,  because  the  jugu- 
lar lymph  noiles  closely  approximate  the  carotid 
vessels,  any  metastatic  lesion  is  much  better  re- 
moved in  its  earliest  stage.  In  a series  ol  neck 
dissections  done  lor  carcinoma  of  the  tongue,^ 
positive  lymph  nodes  were  loiind  at  histologic 
examination  in  25.3  per  cent  ol  cases  in  which  the 
nodes  were  thought  clinically  not  to  be  involved. 
W'hen  metastasis  was  considered  clinically  to  have 
spread  to  the  nodes,  no  carcinoma  could  be  found 
in  17.5  per  cent  ol  specimens.  The  former  figure 
is  ol  signilicant  e in  that  a large  number  ol  patients 
with  metastasis  would  not  have  received  early 
treatment  had  the  decision  lor  tlissection  been 
based  solely  on  the  clinical  impression  that  no 
metastatic  lesions  were  present  on  physical  exam- 
ination. 

In  a recent  review  ol  615  consecutive  unilateral 
dissections  in  the  neck'*’  the  operative  mortality 
rate  was  1.5  per  cent  and  the  morbidity  was  low. 
The  standard  dissection’ ^ included  sacrifice  ol 
the  sternocleidomastoid,  omohyoid,  stylohyoid, 
and  digastric  muscles,  the  internal  jugular  vein, 
spinal  accessory  nerve,  lower  jjole  ol  the  parotiil 
gland,  the  submaxillary  gland  and  the  adjacent 
fascia,  fat  and  nodes.  The  mid-line  structures, 
such  as  the  hemithyroid  tissue  and  strap  muscles, 
were  not  removed  as  suggested  by  Pressman’’’. 
Carcinoma  recurred  in  these  structures  in  only 
three  cases  alter  the  615  dissections.  The  over-all 
recurrence  rate  ol  carcinoma  in  the  neck  has  been 
approximately  27  per  cent,  and  the  fact  that  the 
rate  is  not  low'er  can  be  accounted  lor  by  the  fol- 
lowing reasons:  (1)  extensive  carcinoma  in  the 
neck  at  the  time  ol  neck  dissection,  (2)  possible 
seeding  ol  carcinoma  at  the  time  ol  operation,  and 
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(3)  inadequate  dissection  in  the  neck.  Neverthe- 
less, it  is  important  to  note  that  the  5-year  survival 
rate  was  40  per  cent. 

C(ii'ciuo7na  of  the  Tongue. — A review  ot  a series 
of  168  cases  of  carcinoma  of  the  tongue  treated  at 
the  clinic  disclosed  that  when  cervical  lymph 
nodes  were  thought  clinically  to  be  metastatically 
involved  or  were  found  to  be  so  on  histologic  ex- 
amination, the  5-year  survival  rate  was  only  17 
per  cent,  but  when  there  was  no  evidence  of  in- 
volvement, the  5-year  survival  rate  was  60  per 
cent.  These  are  over  all  figures. 

Eighty-four  jxitients  of  the  157  traced  patients 
had  no  operation  on  the  lateral  part  of  the  neck; 
of  these,  36  per  cent  were  alive  at  the  end  of  5 
years.  No  metastatically  involved  nodes  were 
tourul  in  32  of  the  73  cases  in  which  the  neck  was 
dissected;  the  5-year  survival  rate  in  these  32  cases 
was  69  per  cent.  Metastatic  involvement  of  the 
nodes  was  found  in  the  remaining  41  cases  in 
which  the  neck  was  dissected,  and  the  survival  rate 
was  only  27  per  cent. 

As  mentioned,  the  5-year  survival  rate  was  36 
])er  cent  for  jjatients  who  did  not  undergo  dissec- 
tion ol  the  neck,  while  it  was  45  per  cent  for  those 
who  did.  One  ol  the  reasons  that  this  is  true  is 
that  some  patients  in  the  former  grouji  had  inop- 
erable lesions  that  had  to  be  treated  liy  other 
means,  whereas  all  patients  who  underwent  dis- 
section of  the  neck  had  operalde  lesions.  The 
5-yeai  sur\  i\al  rate  ol  17  per  cent  among  patients 
with  clinical  or  histologic  e\idence  of  metastasis 
to  notles,  only  some  of  whom  were  treated  by 
dissection  ol  the  neck,  was  lower  than  the  survival 
rate  ol  27  per  cent  lor  patients  whose  metastati- 
cally iinolved  nodes  were  found  at  dissection  of 
the  neck.  The  lower  percentage  in  the  former 
group  can  be  exjtlainetl,  of  course,  by  the  fact  that 
the  group  included  some  cases  in  which  the  lesion 
was  inoperable  and  biopsy  or  dissection  of  the 
neck  was  not  done.  Nevertheless,  the  results  of 
this  study  sujjport  the  fact  that  dissection  of  the 
neck  is  of  value  in  the  treatment  ol  a patient  with 
carcinoma  of  the  tongue. 

The  Place  of  Bilateral  Dissection 

For  many  years  the  presence  of  bilateral  cervical 
metastatic  lesions  made  the  condition  inoperable 
and,  in  the  absence  of  other  definitive  therapeutic 
agents,  incurable.  Bilateral  sacrifice  of  the  in- 
ternal jugular  veins  was  thought  by  most  surgeons 
and  anatomists  to  be  a fatal  procedure.  As  a re- 
sult, when  Evans^^  reviewed  this  subject  in  1942, 


he  was  able  to  find  reports  of  only  seven  cases  in 
which  bilateral  interruption  of  the  internal  jug- 
ular veins  had  been  done  by  general  surgeons.  In 
these  seven  instances,  three  patients  died  after 
operation,  three  survived,  and  the  fate  of  one  was 
unknown. 

More  recently,  many  anatomic  and  surgical  re- 
ports have  shown  that  bilateral  sacrifice  of  the 
internal  jugular  veins  can  be  done  safely  without 
jeopardy  to  the  patient^- and  in  fact  does 
offer  the  patient  a chance  for  cure.  The  clinical 
adequacy  of  the  remaining  venous  network  or  the 
safety  of  the  bilateral  procedures  may  be  evi- 
denced by  the  increasing  number  of  reported 
cases,  with  ensuing  low  mortality  and  morbidity 
rates.  Gius  and  Grier,'*  by  employing  venography 
in  a study  of  the  venous  drainage  from  the  head 
and  neck,  found  that  normally  there  is  adequate 
collateral  circulation  to  drain  the  head  and  neck 
after  division  of  both  internal  jugular  veins.  The 
collateral  circulation  includes  the  external  jugu- 
lar veins,  the  collecting  veins  of  the  posterior 
cervical  region,  and  the  occipital,  deep  cervical, 
posterior  jugular,  verteltral,  pharyngeal,  esophag- 
eal and  pterygoid  plexuses.  I'he  most  important 
of  these  collateral  vessels  is  the  vertebral  plexus. 
Although  the  area  of  the  total  cross  section  of  the 
vertebral  veins  has  not  been  accurately  measured, 
Batson'*  stated  that  it  appears  to  exceed  that  of 
the  internal  jugular  veins. 

Ligation  of  one  or  both  internal  jugular  veins 
results  in  an  abrupt  increase  in  the  pressure  of  the 
cerebrospinal  fluid.  Sugarbaker  and  Wiley, as 
well  as  others'*’’ show'ed  that  the  pressure 
returns  to  normal  within  hours  and  that  the  tem- 
porary increase  is  not  serious. 

Recently  Barber  and  I--  reviewed  68  cases  in 
which  bilateral  dissection  of  the  neck  was  carried 
out  from  1951  through  1958;  in  nine  cases  simul- 
taneous dissection  wais  done,  and  in  59  nonsimul- 
taneous  dissection  was  used.  The  most  common 
sites  of  the  primary  lesion  were  the  epiglottis, 
tongue,  and  larynx.  I’hree  deaths  occurred  after 
127  operations,  giving  an  operative  mortality  rate 
of  2.4  per  cent.  Complications  were,  for  the  most 
part,  of  minor  significance  and  small  in  number. 

Follow-up  data  were  encouraging:  Of  the  nine 
patients  who  had  simultaneous  bilateral  dissection 
of  the  neck,  four  were  alive  5 years  after  operation 
(one  with  local  recurrence),  one  patient  was  alive 
and  well  2 years,  and  another  was  alive  with  local 
recurrence  in  the  neck  17  months  after  the  opera- 
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lion.  Two  Ii;ul  difd  ol  ihcir  disease  in  die  lollow- 
ii|)  period  and  one  had  died  in  die  ininiediate 
postoperative  period.  Ol  the  5!)  ptitietits  who  mi- 
derwent  subseijitent  disseitioti  ol  tlie  seiotid  side 
ol  the  net  k,  20  were  ttlive  and  well  alter  an  tiverage 
lolloiv-up  period  ol  12  tiionths,  ;nid  two  (onid  tiot 
he  trated.  riiirty-lise  had  died  ol  their  disease, 
alter  h;t\  ing  li\ed  an  asetage  ol  IH  months  lollow- 
ing  the  lirst  disseetion.  Ituluding  both  groups,  2() 
patietits  were  alive  (two  with  loeal  reeurrenee  in 
the  net  k)  al  ter  an  average  lollow-itp  period  ol  42. 1 
months  lollowing  the  initial  jrroeedure.  The  two 
patietits  who  are  utitraeed  were  alive  with  reeur- 
retue  a short  time  alter  o])eration,  when  they  were 
lost  to  iollow-up.  This  gives  a sitrvival  rate  ol  41 
per  eent  alter  an  average  8i/o-year  lollow'-up. 

.\  total  ol  39  patients  were  eligible  lor  a 5-year 
Iollow-up.  Ol  the  39  patients,  35  had  tionsimul- 
tatieous  dissections.  I’welve  ol  the  37  who  were 
traced  were  alive,  givitig  a 5-year  surs  ival  rate  ol 
32  per  cent.  As  already  noted,  lour  jiatietits  w’ho 
had  simultaneoits  bilateral  dissections  sitrvived  5 
years. 

The  resitlts  ol  this  study  and  ol  the  other  similar 
studies  reported  in  the  current  literature  support 
the  lact  that  bilateitil  cervical  metastasis  Iroin  an 
ititra-oral  or  laryngeal  carcinoma  is  not  a sign  ol 
itioperability.  Not  only  c;m  bilateral  metastatic 
lesiotis  be  operated  on  when  the  itidividual  lesions 
are  locally  operable,  but  bilateral  radical  di.ssec- 
tion  ol  the  neck,  whether  simultaneous  or  done 
on  separate  occasions,  can  be  actomplished  witli 
;i  low  mortality  r;ite,  mitiimal  morbidity,  and  a 
signilicantly  liigh  survival  rate.  I’revioitsly  these 
patients  all  died  ol  their  disease. 

The  cyanosis  ol  the  lace  that  Iretjuently  (Kcurs 
itnmediately  alter  the  secoml  dissection  ol  the 
neck  and  lor  ;i  leiv  thiys  therealter  always  has  dis- 
tippeared,  ;uul  symptoms  ol  vetious  congestion 
have  been  absent.  Although  the  pressure  ol  the 
cerebrospinal  Iluid  is  increased  lor  several  hours 
immediately  alter  ligation  ol  the  second  internal 
jugular  vein,  no  signilicant  symptoms  have  been 
related  to  this  lact.  An  occasional  patient  has  a 
transitory  headache  :ilter  operation,  and  this  also 
may  be  unrelated  to  the  cerebrospinal-lluid  jrres- 
sure. 

The  only  signilicant  comjrlication  has  been  the 
develojiment  ol  orocutaneous  listulas  in  a lew 
cases  in  which  the  primary  lesion  in  the  mouth  or 
larynx  was  removed  simultaneously  with  one  or 
both  ol  the  dissections  ol  the  neck.  Because  ol 


muhi|)le  lac  tors,  these  listulas  probably  woidd 
have  (Kcinred  with  ;i  single  dissection,  and  they 
c;mnot  be  considered  ;t  c otitra-indic ation  to  bilat- 
eral clissec  tion. 

rite  cosmetic  delect  alter  bilateral  dissection  ol 
the  nec  k is  not  too  severe  and  is  a small  jirice  to 
pay  il  the  disease  can  be  eradicated.  II  both  spinal 
accessory  nerves  are  sacriliced,  many  patients  have 
clyslunction  ol  the  shoulders,  which  causes  .some 
incapacity.  I’his  is  usually  not  true  when  only 
one  s])itial  accessory  nerve  has  been  sacriliced  in 
a unilateral  dissection. 

Because  ol  edema  about  the  head  and  the  oper- 
ative site  alter  simultaneous  or  nonsimultaneous 
bilateral  dissections  ol  the  neck,  a temporary 
tracheostoma  almost  always  is  established.  I'liis 
ensures  an  adeejuate  airway,  and  pulmonary  .secre- 
tions can  be  easily  aspirated.  The  tracheal  tube 
is  removed  in  4 to  7 clays. 

The  lact  that  41  per  cent  ol  the  patients  were 
alive  an  average  ol  42  months  alter  operation  and 
that  32  per  cetit  ol  those  eligible  for  5-year  sur\ aval 
studies  were  ;dive  sujrjiort  the  concept  that  bilat- 
eral dis.section  ol  the  neck  is  a delinitive  surgical 
procedure  ol  real  value,  especially  since  metastatic 
lesions  were  louncl  iti  90  per  cent  ol  the  surgical 
specimens. 

Comment 

The  primary  indication  for  radical  dis.section 
ol  the  neck  on  the  side  ol  the  lesion  is  the  presence 
ol  knowai  or  c linically  suspected  metastatic  lesions. 
It  is  indicated  also  in  cases  in  w’hich  lesions  in  the 
neck  are  not  suspected  or  thought  not  to  be  pres- 
etu  clinically  but  in  which  the  |)rimary  lesion  is 
located  laterally  and  is  ol  a type  known  to  be 
associated  with  a high  incidence  ol  metastatic 
lesions,  such  as  carcinoma  ol  the  tongue  or  the 
extrinsic  part  ol  the  larynx.  When  metastatic 
lesions  are  louncl  clinically  on  both  sides  ol  the 
neck,  bilateral  radical  dissection  is  advisable.  II 
the  lesions  on  both  sides  are  in  an  achanced  stage 
and  il  any  delay  in  canying  out  the  operation 
might  permit  the  condition  on  either  side  to  be- 
come inoperable,  then  simultaneous  dis.section  ol 
the  neck  is  done.  Prelerably,  however,  dissection 
on  the  side  ol  the  prinuiry  lesion  is  clone  at  the 
time  ol  removal  ol  the  primary  tumor;  and  the 
opposite  side  is  attacked  surgically  3 or  4 weeks 
later.  Iti  the  jiast,  the  second  side  ol  the  neck 
has  not  been  operated  on  prophylactically  or  in 
the  absence  ol  clinically  suspicious-appearing  met- 
astatic lesions.  However,  such  an  operation  may 
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be  justified  when  the  site  of  the  primary  lesion, 
such  as  the  epiglottis,  tongue  or  larynx,  is  known 
to  be  associated  with  a high  incidence  of  bilateral 
metastasis. 

Almost  always  the  dissection  in  the  neck  should 
be  considered  as  part  of  the  definitive  treatment 
of  the  primary  lesion  and  not  as  a separate  opera- 
tion for  an  independent  lesion. 
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ABSTRACTS 


Uric  Acid  Metabolis7n  iyi  Psoriasis— A.  Z.  Eisen 
and  J.  E.  Seegmiller 

J Clin  Invest— Vol.  40: 1486  (Aug.  Pt.  I)  1961 
Hyperuricemia  has  been  noted  to  occur  in  ap- 
proximately 30%  to  40%  of  patients  with  psoria- 
sis. The  present  study  was  undertaken  to  deter- 
mine whether  the  pattern  of  glycine- l-C^*  incor- 
poration into  urinary  uric  acid  in  psoriasis  resem- 
bles that  seen  in  primary  or  in  secondary  gout. 
Nineteen  of  38  patients  with  psoriasis  were  found 
to  have  an  elevation  of  the  serum  uric  acid.  Pa- 
tients with  extensive  involvement  of  the  skin 


tended  to  have  a higher  incidence  of  hyperuri- 
cemia. Eive  patients  with  psoriasis  all  showed  a 
greater  than  normal  incorporation  of  glycine 
into  urinary  uric  acid.  The  pattern  of  incorpora- 
tion of  into  urinary  uric  acid  tended  to  differ 
from  that  seen  in  control  subjects  and  appeared 
to  be  intermediate  between  that  shown  by  pa- 
tients with  primary  gout  and  those  with  secondary 
gout.  The  specific  activity  of  in  urinary  uric 
acid  reached  a maximum  on  the  third  day  after 
administration  of  the  isotope  in  patients  with 
psoriasis. 
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THE  NEW  FACE  OF  THE  CHAPLAINCY 


James  M.  Conard 


]R.eligion  is  concerned  with  the  over  all  mean- 
ing to  life.  Man’s  illness,  like  the  crises  of  bereave- 
ment, birth,  vocational  choice,  marriage,  death, 
hits  drawn  the  attention  of  the  Church.  (The  term 
“Church”  will  be  used  to  denote  the  Christian 
Church  and  the  Jewish  Synagogue.)  The  Church 
has  been  involved  with  the  illnesses  of  man  many 
years  prior  to  the  establishment  of  a medical  pro- 
fession. As  a matter  of  fact,  the  medical  profession 
is  an  outgrowth  from  the  priesthood.  It  sounds 
rather  ridiculous  to  compare  modern  medical  pro- 
cedures with  the  ancient  custom  of  anointing  the 
sick  with  oil  and  taking  him  into  the  temple  to 
lie  upon  the  floor  until  he  was  well  or  died,  but 
we  must  recall  that  both  the  medical  profession 
and  the  ministry  have  evolved  from  rather  crude 
beginnings.  The  Church’s  interest  in  those  who 
are  ill  is  indicated  at  every  level  of  the  Church’s 
organization.  The  laymen  of  the  church  have 
borne  a part  of  the  responsibility  of  ministering 
to  the  sick.  For  example,  in  Geneva  during  the 
Reformation,  much  of  the  care  of  patients  was  in 
the  hands  of  deaconesses.  The  Church  has  played 
a large  part  in  the  establishing  of  nursing  orders 
and  the  creation  of  hospitals. 

The  Church’s  interest  has  arisen  from  its  philos- 
ophy that  man  is  a whole  being  wherein  man  is 
not  divided  into  mind,  body,  soul,  but  is  an  inte- 
grated totality.  The  division,  in  the  philosoj^hy  of 
the  Church,  lies  not  in  the  sick  individual  but  in 
the  area  of  responsibility:  jjhysician,  nurse,  min- 
ister. Splitting  comes  only  in  the  breakdown  of 
labor.  The  doctor  or  nurse  or  minister  is  etpially 
responsible  to  the  patient.  Priority  of  duty  is  a 
result  of  the  patient’s  need  at  any  given  time. 

The  minister  has  been  interested  in  j>eople’s 


Hospifal  Chaplain,  Arkansas  State  Hospital, 
Little  Rock,  Arkansas 


illnesses,  therefore,  since  the  initiation  of  his  pro- 
fession. He  has  faithfully  been  present  in  life  and 
death  situations.  There  have  been  times  in  these 
situations  when  he  could  do  nothing  but  stand 
and  wait.  At  other  times  he  has  been  quite  helpful 
to  the  sufferer.  One  might  speculate  that  many 
doctrines  of  the  Church  have  come  from  the  en- 
counter with  life  and  death  situations.  For  exam- 
ple, the  act  of  circumcision  arose  in  the  Jewish 
faith  for  the  purpose  of  cleanliness,  and  is  there- 
fore a health  as  well  as  a religious  symbol.  In  the 
Church,  certainly,  the  sacrament  of  extreme  unc- 
tion arose  within  the  context  of  the  ministers’ 
contact  with  the  dying  individual. 

To  say  that  the  Church  has  alw'ays  had  an  inter- 
est in  the  illnesses  of  man  is  meant  in  no  way  to 
imply  that  it  has  not  made  its  mistakes.  Certainly, 
the  idea  expressed  by  the  friend  of  Job  that  all 
sickness  was  directly  caused  by  “sins”  is  as  mis- 
taken as  the  idea  that  there  is  no  “wrong”  but 
only  sickness.  7’he  Reformation  prohibition 
against  the  shedding  of  blood  set  surgery  back 
many  years,  and  had  it  not  been  for  the  dedication 
of  physicians  w'ho  w'ere  w’illing  to  break  theologi- 
cal dogma  for  the  sake  of  the  sick  individual,  that 
branch  of  medicine  would  still  lag  far  behind, 
d'he  idea  of  demon  possession,  and  the  condemna- 
tion of  the  religious  community  against  individu- 
als su])posedly  so  possessed,  added  to  the  difficulty 
of  the  Salem  witchhunt  days  of  Colonial  America. 

However,  the  Church  has  attempted  to  profit 
Iroin  their  mistakes.  The  growth  of  any  group 
must  of  necessity  be  compared  to  the  growth  of 
the  individual  wherein  there  are  phases  of  great 
insight  and  growth  and  times  of  apathy  and  re- 
gression. 
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The  Church  has  attempted  to  provide  spiritual 
resources  for  its  constituents  in  their  crises  periods. 
Tlie  religious  chaplain  has  been  present  in  the 
armed  services  since  the  Revolutionary  \\"ar. 
However,  it  was  not  until  'World  War  II  that  our 
country  discovered  the  contribution  that  the 
trained  religious  minister  coidd  make  to  men  in 
the  armed  serx  ices. 

The  Institutional  Hospital  ministry  has  cer- 
tainly profited  from  insights  gained  from  the 
military  chaplaincy,  but  its  primary  growth  as  a 
profession  came  from  within  the  community  of 
suffering.  In  the  1920’s  two  ministers,  the  victims 
of  illness  themselves,  later  became  the  fathers  of 
the  institutional/hospital  ministry  in  the  United 
States.  Russell  Dicks,  a young  theological  student, 
was  stricken  with  tuberculosis  of  the  bone.  He 
writes  concerning  the  experience;  “During  that 
experience  of  severe  suffering  my  religious  faith 
was  wrecked.  I had  the  best  surgical  care  in  the 
world,  good  nursing,  and  dietary  care,  and  I did 
not  pay  a hospital  bill  for  I had  no  money,  being 
taken  care  of  by  social  service.  I'he  one  thing  1 
did  not  receite  was  pastoral  care.”  (Carl  J. 
Scherzer,  The  Church  and  Heali)ig.)  The  other 
minister,  Anton  T.  Boisen,  became  the  participant 
in  an  acute  emotional  illness.  He  observed  that 
his  own  illness  was  a disorganization  of  his  per- 
ceptual world  and  that  religion,  which  is  that 
element  Avhich  supposedly  gives  meaning  to  life, 
■can  be  either  the  element  for  better  integration 
or  further  disorganization.  The  ttvo  men  found 
the  helpfulness  of  religion  through  their  otvn  suf- 
fering. As  a physician  once  remarked  in  regard  to 
his  own  surgery,  “It  makes  a difference  tvhich  end 
of  the  knife  you're  on.”  Both  of  these  men,  tvith 
some  difficulty,  obtained  positions  in  hospitals 
as  chaplains.  In  the  ensuing  years  they  have  en- 
gaged other  ministers  in  clinical  pastoral  training 
in  hospitals  to  teach  from  their  own  experiences 
and  from  the  wisdom  of  the  health  team  hotv  re- 
ligion may  become  a vital  part  in  making  an  indi- 
vidual Avhole. 

I'he  hospital  chaplain  finds  himself  engaged  in 
pastoral  counseling  relationships  tvith  patients 
who  call  for  him  and  those  whom  physicians, 
nurses,  and  relatives  ask  him  to  call  upon.  He 
leads  worship  services,  he  deals  with  persons  in 
bereavement  situations.  He  must  learn  to  coop- 
erate with  other  staff  members,  being  atvare  of 
his  own  unicjue  contribution  and  the  areas  of  re- 
sponsibilities of  other  persons  on  the  health  team. 


The  chaplain  is  there  to  aid  the  person  as  he  seeks 
the  faith  and  confidence  that  comes  from  God. 
Therefore,  he  must  be  especially  trained  to  deal 
sympathetically  and  understandingly  with  the 
sick. 

In  order  to  provide  the  type  of  training  which 
the  hospital  minister  requires  four  accrediting 
bodies  have  been  organized  to  determine  stand- 
ards and  provide  training  centers.  These  four 
accrediting  bodies  are:  The  Council  for  Clinical 
Training;  The  Southern  Baptist  Association  for 
Clinical  Pastoral  Education;  The  Lutheran  Ad- 
visory Board;  The  Institute  for  Pastoral  Care. 
These  four  groups  adhere  to  the  standards  for  clin- 
ical pastoral  education  adopted  by  the  National 
Conference  on  Clinical  Pastoral  Training  adopted 
in  1952. 

The  standards  of  this  body  are  listed  below; 

“I.  Deflnttion  of  Clinical  Pastoral  Education; 

Clinical  pastoral  education  is  an  opportunity  for  a 
theological  student  or  pastor  to  learn  pastoral  care 
through  interpersonal  relations  in  an  appropriate  cen- 
ter, such  as  a hospital,  correctional  institution,  or 
other  clinical  situation,  where  an  integrated  program 
of  theory  and  practice  is  individually  supervised  by  a 
qualified  chaplain-supervisor,  with  the  collaboration 
of  an  interprofessional  staff. 

II.  Qualifications  of  the  Chaplain-Supervisor; 

1.  Graduation  from  an  accredited  theological  school 
upon  the  completion  of  a three-year  graduate  course 
beyond  the  bachelor's  degree  or  its  equivalent. 

2.  An  adequate  period  of  pastoral  experience,  with  ordi- 
nation and  denominational  approval. 

3.  Al  least  one  year  full  time  of  clinical  pastoral  educa- 
tion and  in  addition  three  months  of  supervised  clin- 
ical teaching. 

4.  Professional  competence  incluciing  graduate  studies, 
past  experience,  and  demonstrated  performance. 
Gradtiate  degrees  in  appropriate  fields  with  clinical 
orientation  are  recommended  and  may  be  evaluated 
as  follows:  Six  months’  credit  toward  clinical  educa- 
tion may  be  given  for  appropriate  doctor’s  degree. 
Three  months’  credit  may  be  given  for  an  appropriate 
master's  degree. 

5.  Personal  qualifications  to  be  appraised  by  an  accredit- 
ing committee  in  a face-to-face  interview. 

III.  Requirements  for  the  Clinical  Training 

Center: 

1.  A chaplaincy  service  rvhich  is  well  established  and 
recognized  as  a functioning  part  of  the  center,  with  a 
chaplain  accredited  as  a supervisor  (see  II). 

2.  A progressive  institution,  oriented  toward  therapy  or 
rehabilitation,  serving  an  adequate  number  of  patients 
or  inmates,  accessible  to  the  chaplains  program, 
maintaining  an  interprofessional  staff  available  for 
continuous  teaching  of  theological  students. 

(a)  General  appreciation  within  the  institution  of  the 
role  of  a chaplain,  recognition  of  theological  stu- 
dents as  functioning  members  of  the  chaplain’s 
department,  and  adequate  opportunity  for  them 
to  work  in  significant  and  appropriate  clinical 
tasks. 

(b)  .An  alert  and  cooperative  administration  and  staff, 
who  will  be  ready  to  assume  responsibility  for 
implementing  the  clinical  program. 

3.  Maintenance  should  be  provided  for  students  in  train- 
ing, or  such  provisions  as  may  be  comparable  to  the 
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iiueiiislii|)  piogiaiiis  of  other  |)rofessional  groups  in 
tlte  institiitioii. 

1\'.  Minimi'm  Esskntiai.s  OI'  Ci.inical  Pastorai. 
Education: 

1.  A supervised  praciicuin  in  interpersonal  relations. 

2.  ^\'riting  of  clinical  notes  for  consultation  with  the 
chaplain  supervisor. 

.-V  continuing  evaluation  of  the  student's  experience 
and  growth  to  be  offered  during  the  training  period. 

4.  Freejuent  as.sociatiou  with  an  interprofessional  staff 
who  are  genuiuelv  interested  and  qualified  to  teach 
students. 

.").  Adeejuate  provisions  for  group  discussion,  .seminars, 
and  other  group  experience  for  all  students. 

ti.  contiuiung  concern  for  an  integration  of  psychologi- 
cal, ethical,  and  theological  theory,  with  practical  un- 
derstanding of  the  dynamics  of  personality  and 
facility  in  interpersonal  relations. 

7.  A written  evaluation  of  his  experience  to  be  made  by 
the  student  to  his  chaplaiu-supcr\'isor  at  the  end  of 
the  training  period. 

8.  .A  final  summary  evaluation  of  the  student’s  work  and 
capacities  to  be  written  at  the  end  of  the  training 
period  by  the  chaplain-supervisor,  discussed  with  the 
student,  and  with  his  knowledge  made  available  to 
the  appropriate  responsible  parties. 

y.  Minimum  Program  Recommended  for  Clini- 
cal Pastoral  Education: 

1.  For  the  theological  student  who  is  preparing  for  the 
parish  ministry; 

(a)  An  introductory  course  in  clinical  pastoral  care 
during  the  entire  academic  year,  with  one  day  per 
week  at  an  accredited  center  and  under  the  direc- 
tion of  an  accredited  chaplain-supervisor  who  is  a 
functioning  member  of  the  staff  of  the  center:  ami 

(b)  Clinical  pasto.'al  etlucatiou  for  twelve  weeks,  full 
time. 

2.  For  the  student  who  is  seeking  a master's  degree  in 
pastoral  care,  at  least  six  months’  clinical  pastoral 
education,  full  time. 

3.  For  the  advanced  student  preparing  for  the  teaching 
of  pastoral  theology  and  pastoral  care,  an  appropriate 
doctor’s  degree  with  at  least  nine  months,  full  time, 
of  clinical  pastoral  education,  and  in  addition  three 
months  of  supervised  teaching  of  pastoral  care. 

VE  Special  Considerations: 

1.  For  pastors  and  other  religious  workers  seeking  addi- 
tional training: 

(a)  Full  time  participation  in  clinical  pastoral  edu- 
cation for  six  to  twelve  weeks  is  recommended. 

(b)  4Vhere  this  is  not  possible,  participation  in  orien- 
tation programs  at  an  accredited  center  is  recom- 
mended. 

2.  For  chaplains  scr\  iug  full  time,  at  least  twelve  months’ 
full  time  clinical  pastoral  education  is  recommended, 
six  months  of  which  are  to  be  in  the  type  of  institu- 
tion which  he  serves.  Where  this  standard  has  not  yet 
been  attained,  hospital  administrators  are  encouraged 


to  release  their  chaplains  periodical!)  for  the  uetessary 
iraiuing, 

(.\ppendix,  4Vayne  Fk  Oates,  Religious  Factors  in 
Mental  Illness) 

Clinical  'Eraining  in  the  State  of  Arkansas  has 
a rather  recent  history.  The  first  training  pro- 
gram was  begun  in  the  Arkansas  State  Hospital 
in  1948  under  the  stuiervision  of  the  hospital  chap- 
lain. Since  that  dale  a program  of  clinical  train- 
ing for  ministers  has  been  continuous  in  the 
,\rkan.sas  State  Hospital.  A program  of  clinical 
pastoral  training  was  begun  in  1957  at  Arkansas 
Baptist  Hospital  with  the  einjiloymcnt  of  the  Rev- 
erend Don  Corley  as  Chaplain.  That  institution, 
too,  has  conducted  a continuous  program  of  train- 
ing for  ministers  since  that  date. 

I’he  purpose  of  clinical  pastoral  training  is  to 
bring  the  ministers  in  face-to-face  contact  with 
persons,  wherein  he  can  learn  more  about  their 
inner  needs,  their  deeper  motivations,  and  their 
aspirations.  In  the  training  program  the  minister 
learns  from  other  personnel  of  the  healing  team. 
He  learns  lo  preach  to  people’s  needs.  He  learns 
how  to  effectively  do  individual  anti  group  coun- 
seling, and  when  and  whom  to  refer  to  other  pro- 
fessional specialists.  In  learning  about  other 
people,  he  learns  also  about  himself.  He  recog- 
nizes his  failures,  anti  uses  his  mistakes  as  a teacher 
in  future  siluations.  He  learns  to  use  religion  in 
such  a way  that  it  begets  health  and  does  not  be- 
ta ime  ft)otl  lor  sick  ideas. 

Cdinical  jiastoral  training  brings  the  minister  in 
contact  with  persons  in  crises,  other  personnel  of 
the  healing  team,  and  with  himself.  From  this 
experience  he  becomes  one  who  can  tolerate  weak- 
nesses in  others  and  in  himself  and  becomes  more 
acceptive  of  his  own  humanity. 

I’he  future,  we  would  hope,  will  holtl  nt)l  only 
a highly  trained  htispital  chaplaincy  but  a minis- 
try throughout  ihe  entire  State  of  Arkansas 
actpiaintetl  with  religious  resources  and  their 
practical  application  that  will  offer  therapeutic 
benefits  to  intlividuals  in  their  illnesses. 
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JLVf.tekminations  of  .sKRiixr  ENZYME  activities 
are  increasingly  being  used  lioth  in  research  and  as 
a clinical  diagnostic  tool.  Most  ol  ns  are  lainiliar 
with  the  use  ol  serinn  glutanilc  oxalacetic  transa- 
minase (SCOT)  in  the  diagnosis  ol  myocardial 
inlarction.  Another  en/ynie  ol'  uselulness  to  the 
jiracticing  jiliysician  is  lactic  dehydrogenase 
(LDH).  Th  is  is  an  enzyme  ol  the  glycolytic  cycle 
which  reversibly  catalyzes  the  conversion  ol  pyru- 
\ate  to  lactate.  LDH  can  be  determined  sjiectro- 
photometrically  with  ease.  I'his  activity  is  gener- 
ally expressed  in  terms  ol  arbitrary  “units”. 

Recent  investigations  have  tlemonstrated  rising 
values  lor  this  enzyme  to  two  to  ten  times  the 
normal  range  alter  myocardial  inlarction  with 
elevations  persisting  lor  up  to  ten  days.  Unlike 
SCOT  the  elevation  ol  LDH  is  not  proportional 
to  the  size  ol  the  inlarct;  therelore,  this  large  rise 
makes  this  a valuable  test  in  some  ol  the  smaller 
inlarcts  when  no  rise  in  SCOT’  can  be  detected. 

It  is  important  to  remember  that  a single  deter- 
mination ol  LDH  is  not  specilic  in  the  diagnosis 
ol  myocardial  inlarction  although  the  rise  and 
return  to  normal  within  lour  to  eleven  days 


shoidtl  be  considered  ol  diagnostic  signilicance. 
Other  diseases  in  which  LDH  may  be  lound  ele- 
vated are  the  megaloblastic  anemias,  leukemia, 
solid  malignant  tumors  especially  in  patients  with 
advanced  disease  and  in  the  spinal  lltiid  ol  pa- 
tients with  malignant  tumors  ol  the  central  nerv- 
ous system.  An  interesting  and  uselul  linding  is 
the  elevation  ol  LDH  in  ellusion  lluid  caused  by 
malignant  tumors.  An  elevation  ol  LDH  in  the 
ellusion  lluid  compared  with  that  ol  the  serum 
is  strongly  suggestive  ol  the  presence  ol  malignant 
cells. 

lliere  are  certain  precautions  required  in  ob- 
taining and  handling  the  blood  specimen  used  in 
this  test.  Since  erythrocytes  are  extremely  rich  in 
LDH,  even  slight  hemolysis  can  cause  signilicant 
elevations  in  the  specimen.  Serum  taken  Irom 
clotted  blood  which  has  been  allowed  to  remain  at 
room  temperature  lor  even  short  periods  may 
show  signilicant  elevations  in  the  enzyme  due  to 
leakage  Irom  the  formed  blood  elements.  The 
serum  should  be  separated  Irom  the  cells  prompt- 
ly or  else  the  specimen  should  be  stored  in  a re- 
Irigerator. 
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THE  MANAGEMENT  OF  THE  CERVICAL  STUMP 
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THE  CERVICAL  STUMP 

F 

JL  ROM  A RECENT  SURVEY  ot  the  recoicls  ot  a 
majority  ot  the  hospitals  in  Arkansas,  it  is  evi- 
dent that  tliere  are  over  1,500  women  in  the  state 
who  have  had  subtotal  hysterectomy  during  the 
jrast  10  years.  (Table  I)  These  women,  plus  those 
who  previously  have  had  subtotal  hysterectomy, 
are  subject  to  benign  and  malignant  disease  ot 
the  cervix. 

Despite  the  rapidly  decreasing  numbers  and 
percentage  ot  subtotal  hysterectomies,  there  is  a 
relative  and  absolute  increase  in  the  incidence 
ot  cancer  as  well  as  benign  disease  requiring 
remo\al  or  major  therapy  ot  the  cervical  stump 
as  these  patients  approach  the  tourth  and  tilth 
decades  ot  lite. 

Theretore,  it  behooves  us  to  take  stock  ot  our 
management  ot  patients  who  have  had  subtotal 
hysterectomy. 

Subtotal  Versus  Total  Hysterectomy 

It  is  obvious  that  the  increased  use  ot  hysterec- 
tomy rather  than  the  subtotal  operation  will 
eventually  reduce  the  incidence  of  disease  of  the 
cervical  stump.  While  competent  gynecologic 
surgeons  recognize  that  the  cervix  should  gen- 


erally be  removed  as  part  ot  the  operation  of 
hysterectomy,  there  are  and  will  continue  to  be 
a tew'  indications  for  the  subtotal  operation,  and 
there  are  many  patients  on  whom  subtotal  hys- 
terectomy has  already  been  performed. 

\\'hile  we  believe  that  the  cervix  shoukl  sel- 
dom l)e  left  in  at  hysterectomy,  we  are  ot  the 
opinion  that  a fixed  position  in  this  matter  is 
unwise.  While  we  recognize  that  some  gynecolo- 
gists accept  no  indication  tor  sidjtotal  hysterec- 
tomy, we  wonder  as  to  the  validity  ot  such  a dog- 
ma. It  woidd  be  nice  to  think  that  all  persons 
performing  gynecologic  surgery  are  sufficiently 
skillful  with  both  the  total  hysterectomy  and 
the  stdrtotal  operation  under  all  conditions,  and 
that  their  decision  in  this  matter  was  one  of 
election.  On  the  other  hand  we  suspect  that  the 
incidence  of  major  complications,  especially 
damage  to  the  urinary  tract,  would  increase  sig- 
nificantly should  total  hysterectomy  be  attempted 
routinely  by  all  surgeons. 

Despite  these  problems,  it  is  not  necessary  that 
the  patient  suffer  because  her  cervix  was  not  re- 
moved with  the  fundus.  There  are  several  satis- 
factory subsequent  procedures  that  can  and 
should  be  done  when  indicated,  such  as  thera- 
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pen  tic  conization,  or  excision  of  the  cervical 
stump  usually  done  before  the  patient  is  dis- 
charged from  the  hospital. 

Incidence  of  Subtotal  Hysterectomy 

At  the  University  of  Arkansas  Hospital,  39  sub- 
total hysterectomies  were  performed  from  1951- 
55  and  27  from  1956-60  or  a total  of  66  in  10  years 
among  2,796  hysterectomies.  These  represent 
3.6%  and  1.6%,  respectively,  of  all  hysterectomies 
performed  during  these  periods.  Based  on  a 
sampling  of  the  majority  of  the  hospitals  in  the 
state,  the  respective  percentages  in  the  state  are 
20%  and  7%  for  the  corresponding  five  year  per- 
iods. (See  Table  I).  I'he  progressive  decrease  in 
the  incidence  of  subtotal  hysterectomy  has  been 
due  primarily  to  the  increased  use  of  the  total  ab- 
dominal operation,  although  the  increased  use 
of  the  vaginal  approach  has  influenced  the  sta- 
tistics. Likewise  (I'able  1)  a comparison  of  the 
figures  for  1950  and  1960  will  clearly  reflect  these 
changes.  (Table  II)  . 

Indications  for  Subtotal  Hysterectomy 

The  indications  for  subtotal  hysterectomy  at 
the  University  Hospital  may  be  divided  into  two 
groups:  (1)  {)oor  risk  patients  and/or  the  tech- 
nically difficult,  and  (2)  palliative  surgery  in  ad- 
vanced pelvic  malignancies. 

Wdien  hysterectomy  is  performed  on  patients 
who  are  ])oor  stirgical  risks,  or  in  deep  shock 
from  blood  loss,  or  where  there  is  gross  anatomic 
distortions,  much  skill  is  required  to  determine 
whether  the  shorter,  easier  subtotal  operation 
should  be  performed  in  preference  to  the  total 
operation.  Once  hemostasis  is  accomplished  it  is 
often  desirable  to  stop  the  operation  and  devote 
ones  efforts  to  improving  the  condition  of  the 
patient  before  continuing  in  the  performance  of 
either  the  total  or  subtotal  operation.  Persistence 
in  attempts  to  continue  the  surgery,  especially 
the  total  operation,  may  precipitate  cardiac  ar- 
rest, irreversible  shock,  renal  failure,  and/or 
death.  Once  active  bleeding  has  been  controlled 
speed  of  operation  becomes  secondary  to  sup- 
portive therapy  and  consultation  should  be 
sought  in  these  difficult  cases. 

When  palliative  surgery  is  being  done  for  pel- 
vic malignancy  and  gross  tumor  must  be  left  in 
the  pelvis,  we  deliberately  do  not  remove  the 
cervix,  thus  avoiding  vaginal  vault  implants  with 


its  attendant  foul-smelling  vaginal  dischaige  and 
bleeding  from  the  tumor  mass. 

Subsequent  Care  of  the  Patient 
With  a Cervical  Stump 

No  cervical  stumjD  should  be  ignored.  While 
the  patient  with  palliative  subtotal  hysterectomy 
for  malignant  disease  may  require  little  subse- 
quent attention  to  the  cervix,  in  benign  disease 
a therapeutic  conization  or  excision  of  the  cervix 
should  be  carried  out  before  the  patient  leaves 
the  hospital.  Wdien  this  is  done  all  troublesome 
late  symptoms  can  be  obviated,  and  the  patient 
is  freed  of  the  possibility  of  carcinoma  of  the 
cervix.  Such  conization  should  remove  the 
squamous  columnar  junction  and  the  gland- 
bearing area  of  the  cervix. 

^Vdien  immediate  postoperative  treatment  of 
the  cervix  is  impossible,  it  is  the  responsibility 
of  the  surgeon  to  complete  his  obligations  as 
soon  as  feasible. 

'Wdiat  should  be  done  for  the  patient  who  has 
an  untreated  cervical  stump?  We  believe  that 
generally  these  patients  should  have  either  a coniz- 
ation or  excision  of  this  troublesome  remnant. 
Conization,  like  excision,  has  traditionally  been 
done  in  the  operating  room  of  the  hospital.  Be- 
cause of  the  expense  involved,  we  are  in  the  pro- 
cess of  developing  an  emergency  room  method 
of  conization  which  we  hope  will  facilitate  care 
of  patients  needing  conization.  Until  this  method 
is  developed,  it  is  probably  best  that  these  pa- 
tients be  hospitalized  for  these  procedures. 

If  a patient  presents  herself  many  years  post- 
subtotal hysterectomy  and  she  is  asymptomatic, 
the  cervix  appears  healthy,  and  cytology  smears 
are  normal,  definitive  therapy  may  be  elected. 
If  there  are  cervical  symptoms  or  obvious  disease, 
or  if  surgery  is  required  for  pelvic  relaxation, 
excision  of  the  cervix  is  preferred.  Because  of  the 
frequency  of  carcinoma  of  the  cervical  stump, 
malignancy  should  be  ruled  out  by  cytology  and 
multiple  biopsy  prior  to  surgery. 

Patients  with  untreated  asymptomatic  cervical 
stumps,  if  not  treated,  should  at  least  be  followed 
with  periodic  pelvic  examination  and  cytology 
every  6 months. 

CONCLUSIONS 

1.  Total  hysterectomy  is  rapidly  supplanting 
the  incomplete  operation  in  Arkansas.  It  is 
estimated  that  there  are  4,000  women  with 
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cervical  sliiiiips  in  Arkansas  at  the  present 
litne. 

2.  Subtotal  hysteiec  toiny  is  spec  ilically  ituliealecl 
in  the  poor  task  patietit,  clillicnlt  technical 


, and  in  advanced  pelvic  malignancy. 

TABLE  1* 

UNIVERSITY  OF  ARKANSAS 

ALL  HOSPITALS 

1951-55  1956-60 

1951-55  1955-50 

Number  of  Subtotal 


Hysterectomies 
Number  of  Total  Abd. 

39 

27 

997 

547 

Hysterectomies 

468 

789 

4,892 

7,640 

Vaginal  Hysterectomies 
Total  Number  of 

575 

899 

1,386 

2,375 

Hysterectomies 

1,081 

1,715 

7,275 

10,562 

Subtotal  Hysterectomy 
per  100  Hyst. 

Subtotal  Hysterectomies 
per  100  Abd.  Hyst. 

3.6 

7.7 

1.6 

3.3 

12.7 

16.9 

5.2 

6.7 

Carcinoma  of  Cervical 

Stump 

5 

13 

19 

32 

Carcinoma  of  Cervix 

(All  Cases) 

456 

505 

768 

893 

Excision  Cervical 

Stump 

20 

38 

VALID  DATA 
NOT  AVAILABLE 

S.  Kxcept  lor  patients  with  malignant y,  the  cer- 
vical stump  should  he  excised  oi  coned,  prel- 
erably  helore  the  patient  leaves  the  hospital. 

1.  Patients  with  long  retaitietl  hut  healthy  and 
asymptomatic:  cervical  stump  who  relu.se  coni- 
/'ation  should  he  examined  pet  iodic  ally. 


TABLE  II* 


UNIVERSITY  OF  ARKANSAS 

ALL  HOSPITALS 

1951  1960 

1951  1960 

Number  of  Subtotal 
Hysterectomies 
Number  of  Total 

Abd.  Hyst. 

Vaginal  Hysterectomy 
Total  Number  of 
Hysterectomies 

9 

27 

106 

142 

5 

141 

204 

350 

237 

610 

239 

1,086 

105 

1,676 

591 

2,372 

Subtotal  Hysterectomies 
per  100  Hyst. 

6.3 

1.4 

21.8 

4.4 

Subtotal  Hysterectomies 
per  100  Abd.  Hyst. 

25.0 

3.4 

28.0 

5.9 

Carcinoma  Cervical 
Stump 

1 

5 

8 

13 

Carcinoma  Cervix 

Total 

111 

86 

180 

181 

Excision  Cervical 

Stump 

3 

14 

NOT 

DATA 

AVAILABLE 

‘‘The  autliors  wish  to  thank  the  many  Medical  Lilnarians  in  the 
.Arkansas  Hospitals  for  their  cooperation  in  collecting  the  statistics 
for  this  article. 


ABSTRACTS 


Papillary  Carciiioina  of  llie  (Gallbladder  — F.  J. 
Wcjlma  and  }.  B.  Lynch 

Arch  Surg— Vol.  83:()57  (Nov.)  19(31 
An  illustrative  case  ol  papillary  carcinoma  ot 
the  gallbladder  is  pre.sented  which  demonstrates 
the  early  spread  ol  this  tumor  to  the  regional 
lymph  nodes  in  the  porta  hepatis.  The  diagnosis 
ol  papillary  carcinoma  ol  the  gallbladder  is  most 
olten  made  by  the  pathologist  several  clays  lollow- 
ing  routine  cholecystec  tomy  lor  cholelithiasis.  No 
lurther  surgery  is  usually  carried  out.  Since 
papillary  carcinoma  ol  the  gallbladder  has  been 
demonstrated  tcT  sjjread  to  the  regional  lymph 


nodes  in  the  jjorta  hepatis,  cholecystectomy  alone 
is  considered  inadecjtiate.  Lherelore,  all  gallblad- 
ders removed  surgically  should  be  immediately 
opened  and  carelully  examined.  11  an  early  papil- 
lary lesion  is  lound,  Iro/en  section  is  recom- 
mended. II  a papillary  carcinoma  is  conlirmed 
by  Irozen  section  examination,  the  minimum 
o|Teration  recommended,  in  addition  to  cholecys- 
tectomy, is  carelul  lymph  node  dissection  ol  the 
jjorta  he]Kitis  Irom  the  hilum  ol  the  liver  to  the 
duodenum  and  wedge  resection  ol  the  gallbladder 
bed  in  the  liver.  Diagrams  ol  the  steps  in  the 
procedure  are  jjresentecl. 
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WHAT 


IS  YOUR  DIAGNOSIS? 


Prepared  by  the 

Department  of  Radiology,  University  of  Arkansas 
School  of  Medicine,  Little  Rock 
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ELECTROCARDIOGRAM 


MONTH 


WHAT  IS  YOUR  INTERPRETATION? 

Age:  62  Sex:  F Build:  Stocky  Blood  Pressure:  162/100 
Medication:  None 

History:  History  of  attacks  of  rapid  heart  action. 

Answer  on  Page  353 


Prepared  by  J.  S.  Taylor,  M.D.,  Professor  of  Medicine 

The  Department  of  Medicine 
University  of  Arkansas  Medical  Center 
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PUBLIC  HEALTH  AT  A GLANCE 


TETANUS  IN  ARKANSAS 


Jan.  1,  1961 -Nov.  4,  1961 


In  the  period  from  January  1,  1961  to  Novem- 
ber 4,  1961  there  were  ten  cases  of  human  tet- 
anus reported  to  the  Arkansas  State  Board  of 
Health.  Five  of  these  cases  terminated  fatally; 
the  other  cases  survived.  The  ten  cases  were 
rather  widely  scattered  over  the  State.  Seven 
cases  were  adults.  Of  the  seven  there  were  four 
fatalities,  all  occurring  in  individuals  over  50 
years  of  age.  The  three  non-fatal  adult  cases 
involved  persons  aged  64  years,  24  years,  and 
39  years.  Of  the  three  cases  involving  children, 
only  one,  a case  of  neonatal  tetanus  was  fatal. 

Tetanus,  whether  in  man  or  animals,  is  a 
wound  infection  requiring  broken  skin  for  the 
passage  of  the  organism.  The  period  of  incidra- 
tion  for  the  disease  depends  on  the  site  of  the 
injury,  among  other  factors.  The  incubation 
period  varies  because  many  factors  seem  to  influ- 
ence the  rate  of  multiplication  of  the  organism 
and  subsequent  release  of  toxin.  In  man,  the 
average  incubation  period  is  seven  days.  Symp- 
toms are  mainly  due  to  spasmodic  muscular 
contractions. 

The  distribution  of  the  spores  which  cause 
tetanus  (lockjaw)  is  (juite  universal.  Tetanus 
bacilli  are  especially  abundant  in  soil  which  con- 
tains human  or  animal  excreta.  Spores  of  the 
tetanus  organisms  have  been  found  in  hay  dust, 
in  the  mortar  of  old  masonry,  in  the  dust  in 
Ironses,  barracks,  hospitals,  and  in  court  plaster. 
One  might  expect  to  find  such  a resistant  organ- 


ism any  place  that  the  wind  might  blow  the  dust 
of  the  soil.  The  natural  habitat  of  tetanus  organ- 
isms is  the  intestine  of  the  herbivorous  animals 
(horse  or  cow),  and,  to  a less  degree,  man  acts  as 
an  intestinal  carrier. 

Tetanus  is  a preventable  disease,  and  deaths 
such  as  described  above  point  to  inadecjuate  im- 
munization of  a community,  or  area.  Immuniza- 
tion with  tetanus  toxoid  shoidd  be  accomplished 
in  infancy,  and  booster  doses  given  periodically 
through  life,  and  when  an  exposure  occurs.  When 
immunization  has  not  been  maintained  to  the 
recommended  schedule,  or  when  there  has  been  no 
immnnization,  tetanus  antitoxin  in  sufficient 
doses  is  administered  upon  exposure. 

The  literature  provitles  information  in  which 
even  incomplete  immunization  with  tetanus  tox- 
oid has  prevented  death  from  tetanus  infection. 
The  most  remarkable  case  was  a four-year-old 
boy  who  survived  the  disease  although  he  was 
given  only  one  injection  of  toxoid  in  infancy. 
Many  cases  of  tetanus  result  from  slight  injuries 
received  around  the  home,  farm,  and  highway. 

Immunization  with  tetanus  toxoid  is  especially 
essential  for  individuals  who  live  and  work  on 
farms  or  engage  in  construction  and  outdoor  work. 
From  a Civil  Defense  standpoint  mass  immuniza- 
tions of  the  community  is  important.  In  cases  of 
civil  emergency  when  people  are  forced  to  live 
under  primitive  crowded  conditions  and  are  ex- 
posed to  many  types  of  injury,  the  more  individu- 
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als  protected  by  active  tetanus  immunizations, 
the  less  tetanus  is  likely  to  be  a public  health 
problem  in  these  situations. 

The  1960  revision  of  the  Arkansas  State  Board 
of  Health  Immunization  Policies  contains  a 
recommended  schedule  for  maintaining  active 
immunity  against  tetanus.  After  primary  immu- 


nization and  the  early  school  years  booster  injec- 
tions of  adult-type  diphtheria  tetanus  toxoid  at  3 
to  4 year  intervals  and  at  times  of  exposure  pro- 
vide continued  active  immunity  against  both 
tetanus  and  diphtheria.  Individual  immunization 
record  forms  may  be  obtained  from  local  health 
departments. 
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EDITORIAL 


Fashions  in  typography  and  in  the  presentation  of  printed  scientific  material 
change  from  time  to  time.  As  in  ladies'  dress  styles,  there  is  a wide  spectrum  of  format 
and  print  style  from  which  to  choose.  It  is  clear  that  a "Gravel  Gertie"  in  even  a Dior 
gown  is  not  likely  to  attract  many  admiring  glances.  By  the  same  token,  Marilyn  Monroe 
would  be  considerably  handicapped  by  a last  year's  dress.  For  the  most  part,  it's 
what's  inside  that  counts. 

Nevertheless,  we  feel  that  the  new  appearance  of  The  Journal  of  The  Arkansas 
Medical  Society  is  desirable.  It  will  enhance  its  readability.  It  will  have  more  "eye" 
appeal.  It  will  look  more  modern,  and  less  conservative.  We  think  it  will  have  more 
distinctiveness.  We  feel  that  readers,  authors,  and  advertisers  will  benefit  by  this. 

This  is  your  Journal  and  we  hope  you  like  the  change. 

A.K. 


INTERNATIONAL  RELATIONS  AND  MEDICINE 

R.  B.  Robins,  M.D. 


The  author  recently  had  the  opportunity  of 
atteriding  the  aniiual  assembly  of  the  World 
Medical  Association  i)i  Rio  de  Janeiro,  Brazil  as 
one  of  the  four  official  delegates  from  the  United 
States.  Fifty-six  nations  and  700,000  physicians 
are  represented  by  this  laorld  medical  organiza- 
tion. Some  observations  xcere  made  that  may  be 
worthy  of  comment. 

There  is  need  tor  a universal  language  in  this 
world.  The  proceedings  ol  this  assembly  were 
simultaneously  translated  into  five  languages,  viz., 
English,  German,  French,  Spanish  and  Portu- 
guese. The  participants  wore  headsets  and  turned 
the  button  to  the  language  which  they  wanted  to 
hear.  In  private  conversations  with  the  various 
physicians  of  the  world  it  was  necessary  to  use 
the  services  of  an  interpreter.  There  are  many 
misunderstandings  over  the  world  due  to  failure 
to  properly  communicate  with  one  another.  Phy- 
sicians, as  good  citizens,  should  exert  their  influ- 
ence to  encourage  our  schools  in  the  United  States 


to  give  more  attention  to  teaching  conversational 
courses  in  the  various  foreign  languages. 

Americans,  when  traveling  abroad,  should  be 
carefid  in  remarks  that  they  make  about  their 
cotmtry  as  compared  to  the  country  in  which  they 
may  be  visiting.  So  often  there  is  a tendency  inno- 
cently to  make  comparisons  that  leave  the  impres- 
sion that  Americans  feel  superior  to  other  coun- 
tries and  this  is  resented  very  much  by  the  native 
people.  It  is  highly  important  from  the  stand- 
point of  good  international  relations  that  we  re- 
spect the  customs  and  feelings  of  other  nationali- 
ties as  we  travel  around  the  world.  We  can  obtain 
many  valuable  ideas  in  medicine  from  the  people 
of  other  lands. 

More  interest  is  being  manifested  in  interna- 
tional health.  The  .American  Medical  Association 
has  recently  established  a Department  of  Inter- 
national Health.  The  World  Medical  Association 
has  Iteen  doing  a great  job  in  effecting  a closer 
liaison  among  the  doctors  of  the  world;  acting  as 
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a center  of  world  medical  information;  serving  as 
a forum  for  discussion  of  international  medical 
problems;  acting  as  a spokesman  for  the  medical 
profession  before  other  international  bodies; 
helping  to  raise  the  standards  of  health,  medical 
care  and  medical  education  throughout  the  world; 
and  improving  international  relations.  This  or- 
ganization deserves  the  active  support  of  all  phy- 
sicians in  the  United  States. 

As  physicians  and  citizens  we  should  see  that 


medicine  plays  its  full  role,  not  only  in  promoting 
better  world  health,  but  also  in  helping  to  pro- 
mote brotherhood  and  peace  in  this  world.  These 
are  just  simply  extensions  of  our  local  responsi- 
bilities as  good  citizens.  Medicine  has  a great  op- 
portunity to  play  a very  effective  part  in  bringing 
reality  to  the  dream  of  world  peace.  Politicians 
and  dictators  may  have  their  selfish  designs,  but 
medicine,  like  music  and  religion,  speaks  a uni- 
versal language  which  passes  all  the  barriers  of 
race,  creed,  color  or  nationality. 


ABSTRACTS 


Pathogenesis  of  Congestive  Heart  Failure:  Effect 
of  Posture  and  Exercise  on  Plasma  Volume  and 
Plasma  Constituents 

L.  T.  Iseri,  E.  L.  Balatony,  J.  R.  Evans, 
and  M.  G.  Crane 

Ann  Intern  Med— Vol.  55:384  (Sept.)  1961 

Metabolic  studies  and  electrolyte  studies  of  tbe 
plasma  in  jxitients  in  congestive  heart  failure  sug- 
gested that  certain  changes  occur  in  the  cells 
which  might  be  responsible  for  the  accumulation 
of  salt  and  water.  The  effects  of  posture  and  exer- 
cise on  plasma  volume  and  plasma  constituents 
were  studied  in  patients  with  mild  cardiac  dis- 
orders, by  following  changes  in  the  radio-iodi- 
nated  serum  albumin,  hematocrit,  and  plasma 
osmol  and  sodium  concentrations.  W'hen  patients 
changed  from  recumbent  to  standing  position, 
the  plasma  volume  decreased  and  the  hematocrit 
increased,  but  the  plasma  osmol  and  sodium  con- 
centrations remained  the  same.  No  change  in 
plasma  volume  occurred  when  patients  were  made 
to  stand  in  deep  water.  These  observations  indi- 
cate transudation  of  plasma  ultrafiltrate  from  the 
capillaries  into  the  interstitial  spaces,  because  of 
increased  hydrostatic  intracapillary  jwessure. 
With  light  exercise  on  the  treadmill  or  on  the  2- 
step  ]:)latform,  the  plasma  volume  decreased  and 
the  hematocrit,  osmol  and  sodium  concentrations 
increased.  The  circulatory  stress  of  exercise  seems 
to  cause  an  increase  in  osmotic  pressure  of  the 
cells,  resulting  in  migration  of  water  from  plasma 
into  cells.  These  clranges  seem  to  initiate  active 


renal  retention  of  salt  and  water  in  the  patho- 
genesis of  congestive  heart  failure. 

Muscle  Blood  Elow  Studies  in  Tension  Head- 
aches 

Y.  Onel,  A.  P.  Friedman,  and  J.  Grossman 
Neurology— Vol.  77:935  (Nov.)  1961 

Imlirect  observations  of  bulbar  conjunctival 
vessels  and  cranial  arterial  pressure  pulses  have 
suggested  that  tension  headache  is  partly  attribu- 
table to  ischemia.  A more  direct  method,  namely 
local  Na-^  tissue  clearance,  was  therefore  em- 
ployed to  measure  muscle  blood  flow  in  patients 
with  tension  headaches.  A total  of  71  studies  were 
performed  on  51  patients  with  tension  headache 
during  both  symptomatic  and  asymptomatic  inter- 
vals and  5 nonheadache  contiol  subjects.  Na-"*  Cl 
(4  fxc.)  in  0.2  ml.  of  isotonic  saline  were  injected 
into  the  splenitis  capitis  and  the  decline  of  local 
radioactivity  was  measured.  Data  were  plotted 
semilogarithmically,  and  clearance  was  expressed 
as  the  slope  of  the  straight  line  was  obtained.  In 
the  absence  of  headache,  slojjes  varied  from  0.05- 
0.14/min.  with  a mean  of  0.094/min.  During 
headache  the  slopes  ranged  from  0.09-0. 17/min. 
with  a mean  of  0.12/min.,  a statistically  signifi- 
cant difference  (P<0.01).  The  results  indicate 
that  during  tension  headache  either  the  local 
muscle  effective  capillary  blood  flow  is  increased, 
or  possibly  that  capillary  permeability  to  Na-^  is 
enhanced. 
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Fluoridated  Water  for  West  Memphis 

W'est  Memphis’  drinking  water  will  be  iluori- 
dated  “as  soon  as  conditions  permit”  and  the 
mechanics  of  the  project  can  be  worked  out.  \Vest 
Memphis  voters  decreeil  that  the  chemical  be 
added  to  the  water  when  they  approved  a proposal 
which  had  been  advanced  by  members  of  the 
junior  auxiliary. 

The  proposal  had  the  backing  of  the  Arkansas 
Medical  Association  and  was  promoted  on  the 
local  level  by  members  of  the  dental  profession. 
The  project  was  undertaken  with  a \’iew  tow'ard 
providing  added  protection  against  dental  decay. 
# * * 

Arkansas  Will  Participate  in 
Food  Service  Program 

Arkansas  has  been  selected  as  one  of  seven 
states  to  participate  in  an  experimental  j^rogram 
to  train  food  service  supervisors  and  the  (program 
was  explained  at  a meeting  of  the  Arkansas  Die- 
tetic Association.  Miss  Sally  J.  Mooring  of  Chi- 
cago, director  of  the  Food  Service  Supervisors’ 
Program  of  the  American  Dietetic  Association, 
discussed  the  program,  which  will  be  financed  by 
the  Kellogg  Foundation  and  participating  hos- 
pitals. 

The  program  will  attempt  to  set  up  a corre- 
spondence course  to  teach  persons  working  in 
hospitals  the  fundamentals  of  food  service.  The 
students  also  will  work  untler  preceptors  who  are 
trained  dieticians  in  the  hospitals. 

* * # 

Multiple  Sclerosis  Goals  Noted 
by  O.  P.  Hammons 

“Expansion  in  patient  services  and  research  are 
the  objectives  of  the  National  Multiple  Sclerosis 
Society  for  the  coming  year,”  said  O.  P.  Hammons, 
member  of  the  Arkansas  State  Board  of  Multiple 
Sclerosis  Society,  on  his  return  from  the  organiza- 
tion’s southwestern  region  conference  in  Dallas, 
Texas. 


“Our  Society  is  working  to  do  more  for  MS 
patients  while  research  endeavors  to  find  cause 
and  cure  of  the  illness,”  said  Mr.  Hammons.  “A 
good  portion  of  our  conference  time  was  spent 
in  discussing  ami  planning  ways  and  means  of 
enlarging  the  scope  of  patient  services  so  much 
needed  in  our  communities.” 

“Most  informative  for  all  delegates,”  said  Mr. 
Hammons,  “was  the  report  of  Dr.  Fhomas  L. 
Willmon,  our  Society’s  medical  and  research  di- 
rector Dr.  AV’illmon,  recently  returned  from  the 
International  Congress  of  Neurology  in  Rome, 
Italy,  wdiich  features  a panel  on  multiple  sclerosis, 
reported  on  research  advances  in  the  battle  against 
.MS  and  described  the  role  of  the  organization  in 
stimulating  development  of  MS  Societies  abroad 
and  neurological  research  overseas.” 

Highlighting  the  conference  w'as  a presentative 
of  a 1 12,000  research  check  to  Dr.  Sven  G.  Eliasson, 
Neurology  Department,  Director  at  Southwestern 
Medical  School.  Dr.  Eliasson  is  conducting  basic 
research  into  the  cause  and  cure  of  multiple  scler- 
osis. 

* * * 

Arkansas  Obstetrical  and  Gynecological 
Society  Holds  Meeting 

I’he  .Vrkansas  Obstetrical  and  Gynecological 
Society  held  its  1901  annual  meeting  at  the  Holi- 
day Inn,  Texarkana.  Doctor  H.  L.  Riva,  Professor 
ami  Head  of  the  Department  of  Obstetrics  and 
Gynecology  at  Seton  Hall  Gollege  of  Medicine, 
Jersey  Gity,  New^  Jersey,  was  Guest  Speaker.  He 
spoke  on  “.\ciidine  Orange  Fluorescent  Micros- 
copy and  Gynecologic  Gytology”  and  on  “Expe- 
rience with  Progestins  in  Endometriosis.”  Doctor 
Gharles  Reid  of  Pine  Bluff  presented  a paper 
“Obstetric  Trends  in  Jefferson  County  Arkansas, 
1940  to  1960”  and  Doctor  Hoyt  L.  Choate  of  Little 
Rock  talked  on  “Rupture  of  the  Uterus.”  Doctor 
Albert  Hand,  a Pathologist  and  Pediatrician  of 
Shreveport,  f.ouisiana,  moderated  a panel  on  “Pre 
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and  Post  Maturity,”  assisted  by  Doctor  Haynes 
Jackson  of  Hot  Springs,  Doctor  J.  Royston  Brown 
of  Texarkana,  and  Doctor  Betty  Lowe  of  Texar- 
kana. Doctor  Robert  L.  Sherman  of  Ft.  Smith 
moderated  a panel  on  “Post  operative  Complica- 
tions of  Hysterectomy,"  assisted  by  Doctor  Charles 
Yarbrough,  Doctor  Richard  Brunazzi  and  Doctor 
Wm.  Shields,  all  of  Texarkana. 

Doctor  G.  D.  Royston  of  Hope,  a retired  Obste- 
trician and  Gynecologist  and  former  President  of 
the  American  Board  of  Obstetricians  and  Gyne- 
cologists spoke  following  a bancpiet  at  the  Texar- 
kana Country  Club. 

Doctor  }.  O.  Porter  of  Little  Rock  was  elected 
President  of  the  Society.  Other  officers  and  mem- 
bers of  the  Executive  Board  are  Doctor  James  B. 
Kittrell  of  Texarkana,  Immediate  Past  President; 
Doctor  Robert  F.  McCrary  of  Hot  Springs,  Vice 
President  and  President-Elect;  Doctor  J.  Travis 
Crews  of  Little  Rock,  Corresponding  Secretary; 
Doctor  James  W.  Harrison  of  Texarkana,  Im- 
mediate Past  Corresponding  Secretary;  and  Doc- 
tor John  B.  Nettles  of  Little  Rock,  Executive 
Secretary. 

The  next  meeting  w'ill  be  held  during  the  meet- 
ing of  the  Arkansas  State  Medical  Society  at  Hot 
Springs.  Doctor  Roy  Parker  of  Duke  University, 
Durham,  North  Carolina,  will  be  the  Guest 
Speaker. 

# # # 

Heart  Surgery  Advance  Achieved  by  Arkansas 

In  some  cases,  smaller  doses  of  digitalis  work 
as  well  as  normal  doses  to  support  heart  functions 
after  open  heart  surgery,  a team  of  Little  Rock 
physicians  has  observed. 

They  rejjorted  on  their  findings  during  the  34th 
scientific  sessions  of  the  American  Heart  Associ- 
ation in  Miami  Beach,  Florida. 

Dr.  James  E.  Doherty,  VA  Consolidated  Hos- 
pital cardiologist  and  principal  investigator,  read 
the  paper.  Other  contributors  were  Dr.  Ben  M. 
Lincoln,  a Little  Rock  surgeon;  Dr.  Masatiki 
Hara,  who  has  headed  open  heart  surgery  at  the 
University  Medical  Center  for  several  years,  and 
Dr.  William  H.  Perkins,  chief  of  the  VA  Hospital’s 
radioisotope  service. 

Arkansas  Heart  Association  grants  have  helped 
finance  the  study.  Open  heart  surgery  involves 
use  of  equipment  which  takes  over  heart  and  lung 
functions  so  the  heart  can  be  stopped  beating 
temporarily  for  the  operation.  When  the  heart 
is  called  on  to  begin  functioning  again,  the  pa- 


tient is  more  sensitive  to  certain  drugs,  the  re- 
searchers have  found.  Yet  drugs  are  needed  to 
support  the  heart  for  a time. 

One  of  the  primary  drugs  is  digitalis,  a drug 
commonly  used  in  heart  failure.  But,  as  any  good 
drug,  it  is  toxic  when  used  in  large  dosages. 

The  physicians  have  scaled  down  the  dosages 
of  this  toxic  drug  in  experiments  with  animals  and 
have  noted  that  in  many  cases  it  works  just  as 
well.  And  the  smaller  dose  apparently  has  no 
other  harmful  effects. 

# # # 

THE  MONTH  IN  WASHINGTON 

AVASHINGTON,  D.  C.-The  Public  Health 
Service  said  that  radioactive  fallout  levels  result- 
ing in  the  United  States  up  until  early  November 
from  the  new  series  of  Soviet  nuclear  explosions 
“do  not  warrant  undue  public  concern”  nor  initi- 
ation of  any  special  public  health  action. 

The  federal  agency  said  that  the  prevailing 
levels  were  not  high  enough  for  the  public  to  be 
concerned  about  the  safety  of  milk  and  other 
foodstuffs. 

But  PHS  added  that  “continuous,  intensive 
surveillance”  by  federal,  state  and  local  govern- 
ments w'as  justified. 

In  a special  statement  issued  after  a two-day 
conference  of  government  and  private  radiation 
experts,  the  PHS  pointed  out  that  “very  little  is 
known  about  the  effects  on  animals  or  humans  of 
very  low  but  prolonged  exposures”  from  either 
natural  background  radiation  or  fallout  from 
nuclear  tests. 

“The  conscjisus  of  scientific  opinion  is  that  the 
most  prudent  course  is  to  assume  there  is  no  level 
of  radiation  exposure  below  which  one  can  be  ab- 
solutely certain  that  harmful  effects  may  not  occur 
to  at  least  a few'  individuals  when  sufficiently 
large  numbers  of  people  are  involved,”  the  PHS 
said.  “This  is  known  as  the  ‘non-threshold’  con- 
cept.” 

This  concept  is  the  basis  for  U.  S.  policies  and 
programs  for  assessment  of  radiation  hazards  and 
for  control  measures  designed  to  limit  exposures 
of  the  population,  the  PHS  said  and  added: 

“AATen  this  non-threshold  concept  is  applied 
to  present  radiation  exposure  levels  being  experi- 
enced in  the  U.  S.  from  all  sources,  including  fall- 
out, the  following  assessment  can  be  made: 

“The  extra  radiation  caused  by  the  Soviet 

tests  will  add  to  the  risk  of  genetic  effects  in 

succeeding  generations,  and  possibly  to  the  risk 
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ol  health  damage  to  some  people  in  the  United 
States.  It  is  not  |)ossible  to  determine  how  ex- 
tensive these  ill  ellects  will  be— nor  how  many 
people  will  be  allected.  At  present  radiation 
levels,  and  even  at  somewhat  higher  levels,  the 
additional  risk,  is  slight  and  very  few  people 
will  be  affected.  Nevertheless,  if  fallout  in- 
creased substantially,  or  remained  high  for  a 
long  time,  it  would  become  far  more  important 
as  a potential  health  ha/ard  in  this  country  and 
throughout  the  world. 

“It  is  the  obligation  of  our  Federal  and  State 
governments  to  undertake  all  possible  measures 
to  assess  accurately  the  public  health  significance 
of  the  present  fallout  situation,  and  to  prepare  for 
actions  to  safeguard  the  public  health  if  these  be- 
come necessary.” 

F'erleral  officials  said  radioactive  fallout  on  the 
United  States  will  increase  next  February,  March, 
.April  and  May  when  the  late  winter  and  spring 
rains  wash  to  earth  the  remainder  of  the  fallout 
from  the  Soviet  nuclear  tests  but  it  isn't  expected 
to  reach  a clanger  level.  President  Kennedy  said 
any  U.  S.  nuclear  tests  in  the  atmosphere  would 
be  designed  to  hold  radioactive  fallout  to  an  abso- 
lute minimum. 

The  PHS  said  that  the  nation’s  health  authori- 
ties are  giving  careful  consideration  to  the  possible 
situations  that  might  recpiire  various  corrective 
actions. 

“It  is  evident  that  an  important  element  ol 
health  protection  is  continuous  surveillance  and 
analysis,”  the  PH.S  said. 

“To  achieve  this,  a number  of  F'ecleral-State 
systems  for  public  health  surveillance,  detailed 
investigation,  and  radiation  control  measure  have 
been  developed  ...  In  cooperation  with  State  and 
local  health  departments,  the  PHS  operates  a 
nationwide  early  warning  atmospheric  radiation 
surveillance  network  currently  comprised  of  58 
stations,  and  a 60-station  milk  radiation  moni- 
toring system.  In  addition,  the  PHS  has  well- 
established  networks  for  general  air  and  water 
pollution  monitoring  with  a total  of  343  stations. 
.All  of  these  include  radiation  monitoring  among 
their  capabilities  and  all  are  being  expanded.  For 
example,  daily  samples  of  drinking  water  are  be- 
ing collected  in  12  major  cities  and  analyzed  for 
specific  radioactive  content  on  a weekly  basis,  and 
plans  are  ready  for  more  extensive  monitoring  if 
necessary.  Rounding  out  the  PHS  resources  is  a 


system  of  highly  specialized  regional  radiological 
health  laboratories. 

“The  Food  and  Drug  Administration  has  ex- 
panded its  program  of  monitoring  the  levels  of 
radioactive  contamination  in  foods.  Working 
tfuough  f 8 District  offices  and  39  Resident  Inspec- 
tion Stations,  its  inspectors  are  sampling  foods 
from  alf  parts  of  the  Nation;  particularly  those 
areas  where  the  Public  Health  Service’s  air  moni- 
toring network  has  indicated  the  highest  concen- 
tration of  atmospheric  contamination.  Addition- 
ally, FDA  collects  samples  from  selected  lots  of 
food  being  imported  into  the  United  States. 

“These  samples  are  being  analyzed  for  total 
Ix'ta  activity  and  selected  samples  are  further 
tested  to  determine  what  specific  radioisotopes 
are  present  and  in  what  amount. 

“In  addition  there  are  the  extensive  special- 
purpose  radiation  surveillance  and  research  facili- 
ties of  the  .Atomic  Energy  Commission  and  the 
Departments  of  Defense,  Commerce,  and  Agricul- 
ture. 

“.All  Federal  programs  and  resources  work  in 
close  concert,  and  follow  the  same  radiation  pro- 
tection standards,  through  the  coordinating  in- 
fluence of  the  Federal  Radiation  Council  . . . 

■Supplementing  these  Federal  programs  and  re- 
sources is  a steadily  increasing  radiological  health 
capability  among  State  and  large  city  govern- 
ments. Their  programs  are  usually  centered  in 
the  departments  of  public  health,  with  certain 
special  responsibilities  cdten  located  in  other 
agencies  such  as  State  or  city  departments  of  pub- 
lic safety.  .At  every  level  of  government,  resources 
and  programs  are  being  expanded  to  cope  with 
the  jjotentially  hazardous  situation  the  nation 
now  faces. 

DM 

# # # 

North  Little  Rock  Memorial  Hospital  Opens 

Norman  Roberts,  Administrator  of  the  Memo- 
rial Hospital,  announced  that  the  hospital  would 
open  for  use  this  month.  Installation  of  equip- 
ment fjegan  in  December. 

* # * 

Hope  Plays  Host  to  the  14th  Annual 
Nurses'  Meet 

I'he  14th  annual  Convention  of  .Arkansas  State 
Licensed  Practical  Nurses  Association  was  held  in 
Hope.  The  meeting  opened  with  a pre-convention 
session  of  the  executive  board.  During  the  second 


Volume  58,  Number  8— JANUARY,  1962 


343 


Features 


clay  of  the  convention,  the  visitors  toured  historic 
old  Washington,  iollovved  by  a reception.  The 
convention  got  into  full  swing  with  a general 
meeting  at  Hoj)e  City  Hall;  the  theme  was  “Focus 
on  the  Future.”  Following  a report  by  committee 
heads,  Miss  Berdie  Ross  gave  the  president’s  mes- 
sage. At  the  noon  luncheon  at  Hotel  Barlow,  the 
principal  address  was  made  by  A.  A.  Weintraub, 
president,  Arkansas  Hos})ital  Association  and  W. 
F.  Beaumont,  Jr.,  secretary  of  the  American  Nurs- 
ing Home  Assn.,  discussed  opportunities  for  prac- 
tical nurses.  An  executive  session  was  held  during 
the  afternoon.  At  a dinner  meeting  at  Hotel 
Barlow,  Dr.  R.  B.  Robins,  member  of  the  Board 
of  Trustees,  American  Medical  Association  dis- 
cussed “Federal  Aid  to  Education.”  His  talk  was 
followed  by  an  address  from  Ccjngressman  Oren 
Harris. 

* # * 

Doctor  Tells  How  Congressional 
Hearing  Conducted 

f)r.  j.  J.  Monfort  told  members  of  the  Batesville 
Kiwanis  Club  how  a Congressional  hearing  is  con- 
ducted. Dr.  Monfort,  as  immciliate  past  president 
of  the  Arkansas  Medical  Society,  appeared  at  a 
hearing  on  the  King  Bill,  a measure  before  the 
last  session  of  Congress  to  establish  a compidsory 
health-care  program  for  everyone  tocered  by  So- 
cial Security. 

Dr.  Monfort  spoke  lor  ten  minutes  against 
the  bill.  He  ])ointed  out  that  the  Arkansas 
Medical  Association  favored  the  Kerr-Mills  law 
M'hich  provides  for  Federal  grants-in-aid  to  the  in- 
dividual slates,  enabling  them  to  j)rovide  health 
care  for  those  among  the  elderly  who  need  helj). 
He  said  he  was  asked  tw'o  questions  .after  his  talk. 
One  was  from  the  author  of  the  King  Bill,  who 
asked  him  if  he  had  read  the  bill  and  the  other 
cjuestion  asked  if  Arkansas  was  against  the  King 
Bill.  The  hearing  was  conducted  by  Congressman 
Wilbur  D.  Mills.  Dr.  Monfort  said  he  followed 
George  Meaney,  president  of  the  AFf.-CdO,  who 
spoke  for  45  minutes  in  favor  of  the  bill,  .\fter  his 
talk.  Dr.  Monforl  said  Meaney  was  asked  some 
“blistering”  tj  nest  ions. 

# # # 

Dr.  Earle  McKeIvy  Addressed 
Technologists  Seminar 

Dr.  Earle  D.  McKelvy,  former  consultant  for 
the  American  Bar  Assocituion,  of  Paragould,  was 
the  principal  speaker  at  the  8th  Annual  Texar- 


kana Scientific  Seminar  of  American  Medical 
Technologists. 

Approximately  150  medical  technologists  at- 
tended the  seminar.  Mono  Cheatwood,  M.  T., 
Shreveport,  La.  was  chairman  of  the  seminar. 
Donald  Dill,  Second  Air  Eorce,  Barksdale  Air 
Base,  tliscussed  “Radiation  Syndrome  in  Man.” 
L.  J.  Barberouse,  chief  bacteriologist  and  clinical 
laboratory  super^■isor,  Veterans  Hospital,  Shreve- 
jK)rt,  discussed  “A  Comparative  Study  of  Four 
Media  for  the  Isolation  of  Mycobacterium  Tu- 
berculosis.” “Rapid  Exfoliate  Cytology  with  the 
Acridine  Orange  Fluorescent  Microscopy”  was 
discussed  by  Robert  Rowden,  M.T.,  Forrest  City, 
Ark.  4'he  final  talk  was  by  William  Rutledge, 
\f.T.,  Memorial  Hospital,  Forrest  City,  “Rapid 
Screening  l est  for  BUN,  Blood  Sugar,  Bilirubin, 
I otal  Protein,  and  Acid  Phosphatase.” 

# # # 

Birth  Defects  Center 

Tentative  plans  for  a birth  defects  center  at 
the  Medical  Center  in  Little  Rock  were  revealed 
by  Burr  Gibson  of  New  York,  fund-raising  direc- 
tor of  the  National  Foundation. 

He  spoke  to  directors  of  34  Arkansas  county 
chajjters  at  a one-day  March  of  Dimes  conference 
in  the  Velda  Rose  Motel.  “How  fast  we  can  go 
on  developing  the  planned  birth  defects  facilities 
will  depend  a great  deal  on  the  response  to  the 
March  of  Dimes  campaign,”  he  declared.  Gibson 
pointed  out  that  birth  defects,  congenital  malfor- 
mations present  at  birth  but  not  due  to  birth 
injury,  are  the  largest  unmet  problem  in  child- 
hood medicine  and  may  cause  death  or  crippling 
in  some  250,000  children  born  annually.  He  said 
care  at  the  proposed  birth  defects  center  would 
be  open  to  children  through  18  years  of  age. 

Gibson  spoke  generally  on  dollar  targets,  organ- 
i/ational  and  promotional  plans  for  1962.  He  set 
forth  three  goals  in  what  he  termed  new  areas, 
arthritis  and  birth  defects— which  have  only  been 
;i  pan  of  the  foundation  program  for  two  years. 
He  listed  the  first  goal  as  research,  second,  train- 
ing of  medical  manpower,  and  third,  patient  aid, 
that  of  helping  out  families  of  patients. 

Gibson  declared,  “Just  as  we  found  a preventive 
for  polio,  we  now  will  try  to  find  preventives  for 
arthritis  and  birth  defects— and  if  anyone  can  do 
it,  we  can.”  He  pointed  out  the  National  Founda- 
tion for  Infantile  Paralysis  was  organized  20  years 
ago  to  conquer  a single  disease.  “The  goal  was  to 
prevent  paralytic  polio  and  to  provide  patients 
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the  best  in  modern  medical  care,”  he  said.  “Some 
50,000  patients  are  now  on  ihe  National  I'oiinda- 
tion  rolls  and  will  remain  a responsibility  of  yonr 
foundation.  With  the  support  of  the  American 
people,  this  mission  has  been  accomplished  to 
the  point  where  the  organi/.ation  now  can  turn  its 
vast  resotirces  to  the  solution  of  other  perplexing 
diseases.” 

Ciibson  said,  “ The  rhenmatic  diseases,  includ- 
ing arthritis,  affect  at  least  11  million  persons, 
often  causing  severe  disability  and  economic  loss. 
Rheumatoid  arthritis,  the  most  serious  type,  an- 
nually affects  some  ,S(), ()()()  children  and  adoles- 
cents.” 

He  explaitied  that  the  National  Foundation 
will  work  with  children  in  the  beginning,  offering 
patient  aid  to  those  through  18.  “The  most  good 
can  be  done  for  this  group.  Many  will  retjuire 
treatment  similar  to  that  prescribed  for  paralytic 
polio.  This  program  of  patient  aid,  coupled  with 


research  into  cause  and  j)reventif)n,  in  time  will 
benefit  all  cictims  of  arthritis.” 

* # * 

Heart  Symposium  to  Be  Held  in  Philadelphia 

The  Heart  Associtition  of  Southeastern  Penn- 
sylvania announces  a two-day  scientific  session 
on  “The  .Application  of  Computers  in  Cardio- 
\ ascular  Disease,”  to  be  held  at  the  Sheraton  Hotel 
—Philadelphia,  Pa.,  on  February  27  and  28,  1962. 

The  sessions  will  be  on  the  following: 

“Jntroductif)!!  to  Computer  Analysis” 

“Application  of  Comptiters  in  Biomedical 
Science” 

“Application  of  Computers  in  Cardiovascular 
Research” 

“.Application  of  Computers  in  Cardiovascular 
Diagnosis” 

“Use  of  Computers  in  Hospital  .Administra- 
tion” and  “Use  of  Computers  in  Psychiatry.” 


+ + + + + 


+ + + + + + 


THINGS 


TO 

COME 


Postgraduate  Course  to  Be  Given 
in  Little  Rock 

The  Department  of  Pediatrics,  The  University 
of  .Arkansas  Medical  Center,  Little  Rock,  Arkan- 
sas in  cooperation  wdth  the  Arkansas  Medical  So- 
ciety, The  .Arkansas  Academy  of  General  Practice, 
the  .Arkansas  Academy  of  Pediatrics,  and  the  Na- 
tional Foundation  will  present  a postgraduate 
course  for  practitioners  February  7 and  8,  1962  at 
the  University  of  .Arkansas  Medical  Center.  It  will 
be  all  of  the  7th  and  through  Noon  of  the  8th. 

Four  excellent  speakers  will  be  there: 

Dr.  Vincent  C.  Kelley 

Professor  of  Pediatrics 

Univ.  of  "Washington  School  of  Medicine 

Seattle,  Washington 


Dr.  Lytt  1.  Gardner 
Professor  of  Pediatrics 
New'  York  State  University 
Syractise,  New'  AMrk 

Dr.  Ciordon  Millichap 
.Mayo  Clinic 
Rochester,  Minnesota 

Dr.  .Alex  Steigman 

Professor  of  Pediatrics 

Louisville  Unis  ersity  School  of  Medicine 

Louisville,  Kentucky 

No  registration  or  tuition  fees  are  reejuired;  all 
are  invited  to  attend  this  postgraduate  course. 

# # # 

Mid-South  Post-Graduate  Medical  Assembly 

The  Seventy-third  .Annual  Meeting  of  the  Mid- 
.Sotith  Post-graduate  .Medical  .Assembly  will  be 
held  at  the  Peabody  Hotel  in  Memphis,  Tennessee 
on  February  13,  14,  15,  16,  1962. 

* * * 

Surgeons  to  Hold  Meeting 

The  American  College  ol  Surgeons  w'ill  hold  the 
third  of  four  1962  sectional  meetings  in  Memphis, 
Tennessee,  March  26  through  28.  More  than  400 
doctors  are  expected  to  attend  this  scientific  ses- 
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sion,  to  be  held  in  the  Peabody  Hotel.  All  mem- 
bers of  the  medical  profession  are  invited. 

T he  advisory  committee  on  local  arrangements, 
under  the  chairmanship  of  Dr.  Harwell  Wilson, 
professor  and  chairman  of  the  department  of  sur- 
gery, University  of  Tennessee  College  of  Medi- 
cine, has  plannetl  a program  of  interest  to  general 
surgeons  and  specialists.  Subjects  to  be  discussed 
include  surgical  management  of  pancreatitis, 
acute  staphylococcal  enterocolitis,  new  methods 
of  diagnosis  in  diseases  of  the  gastrointestinal 
tract,  plication  for  intestinal  obstruction,  stricture 
of  the  common  duct,  cerebral  arterial  insuffi- 
ciency, chemotherapy  as  adjunct  to  surgery, 
endocrine  influence  on  cancer  growth,  differential 
tliagnosis  of  jaundice,  management  of  surgical 
patients  on  steroids,  anticoagulants,  and  antibi- 
otics. 

Dr.  Robert  M.  Zollinger,  Columbus,  president 
of  the  College,  will  moderate  a panel  on  gastro- 
intestinal bleeding  of  unknown  etiology  on  the 
opening  morning.  Other  guest  speakers  include 
f.  S.  Ravdin,  Philadelphia;  Michael  E.  De  Bakey, 
Houston;  Rudolf  f.  Noer,  Louisville;  Champ 
Lyons,  Birmingham;  Curtis  P.  .\rtz,  Jackson; 
Murray  M.  Copeland,  Houston;  Alton  Ochsner, 
New  Orleans;  Warren  H.  Cole,  Chicago;  Truman 
G.  Blocker,  Galveston;  Oscar  P.  Hampton,  St. 
Louis;  and  Charles  A.  Hufnagel,  Washington, 
DC. 

The  final  1962  sectional  meeting  will  be  held 
in  Washington,  D.  (].,  April  16-18.  The  annual 
Clinical  C^ongress  will  be  October  15-19,  in  At- 
lantic City. 

THE  GILL  MEMORIAL  EYE,  EAR  AND 
THROAT  HOSPITAL 
Announces  to  the  Profession 
its 

Thirty-fifth  Annual  Spring  Congress 
in 

OpHIHALMOLOGV  ANT)  OTOLARYNGOLOGY 

and 

Allied  Specialties 
April  2 through  April  6,  1962 
Among  the  guest  speakers  are; 

J.  Gordon  Cole,  M.D New  York,  N.  Y. 

LeRoy  Crandell,  M.D Whnston-Salem,  N.  C. 

David  D.  Donaldson,  M.D Boston,  Mass. 

Richard  T.  Farrior,  M.D Tampa,  Fla. 

Miles  A.  Galin,  M.D New  York,  N.  Y. 

W.  Horsley  Gantt,  M.D Baltimore,  Md. 


R.  D.  Harley,  M.D Atlantic  City,  N.  J. 

R.  L.  Hilsinger,  M.D Cincinnati,  Ohio 

Blaine  S.  Nashold,  M.D Durham,  N.  C. 

George  Pack,  M.D New  York,  N.  Y. 

Marshall  M.  Parks,  M.D Washington,  D.C. 

A.  Benedict  Rizzuti,  M.D Brooklyn,  N.  Y. 

A.  D.  Ruedemann,  M.D Detroit,  Mich. 

Herbert  O.  Sieker,  M.D Durham,  N.  C. 

Byron  Smith,  M.D New  York,  N.  Y. 

James  Snead,  M.D Roanoke,  Va. 

P,  D.  Trevor-Roper,  M.D London,  England 

Richard  Troutman,  M.D Brooklyn,  N.  Y. 

Harry  J.  Warthen,  M.D Richmond,  Va. 

Peter  Pastore,  M.D Richmond,  Va. 

FOR  FURTHER  INFORMATION  WRITE; 

Superintendent,  P.  O.  Box  1789,  Roanoke,  Va. 


(■;) 

OBITUARY 

Dr.  John  Mitchell  Stanford,  82,  of  Russell- 
ville died  in  a Little  Rock  hospital  recently.  He 
had  practiced  medicine  in  Pope  County  53  years. 
He  was  a graduate  of  the  University  of  Tennessee 
School  of  Medicine  and  took  special  training  at 
Mayo  Clinic  in  Rochester,  Minn.  He  was  a Pres- 
byterian, a Mason,  a member  of  the  Arkansas 
Medical  Society  and  an  honorary  member  of  the 
.American  Medical  Association. 

* # * 

Dr.  Lycurgus  CiARDNER,  prominent  Russellville 
physician,  died  at  his  home,  1703  West  Main.  He 
was  a native  of  Havana,  moving  to  Pottsville  at 
an  early  age  with  his  parents.  He  attended  medi- 
cal school  at  Loyola  University,  Chicago,  after 
graduating  from  Pope  County  schools.  He  did 
his  internship  at  Cook  County  Hospital  in  Chi- 
cago. 

Dr.  Gardner  also  was  a graduate  of  a New  York 
eye,  ear,  nose,  and  throat  school  and  the  Academy 
of  Ophthalmology.  He  was  a member  of  national, 
state  and  county  medical  societies  and  was  a 
former  president  of  the  Arkansas  Medical  Associ- 
ation. 
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Dr.  R.  M.  Atkin.son,  of  Bentonville,  died  at 
Bates  Memorial  Hospital  alter  an  illness  of  about 
five  weeks.  Born  in  Bentonville,  Dr.  Atkinson 
was  the  son  of  the  late  Richard  and  Bertha 
Funchess  Atkinson.  He  was  graduated  from  Ben- 
tonville High  School  and  the  Medical  College  at 
Cincinnati,  Ohio. 

He  started  his  medical  practice  in  Bentonville 
in  1916  and  was  associated  with  the  late  Dr.  C.  E. 
Hurley.  That  association  continued  until  1931, 
when  Dr.  Atkinson  set  up  his  own  office  where  he 
continued  his  practice  up  until  the  time  of  his 
last  illness. 

.Always  active  in  the  field  of  medicine.  Dr.  At- 
kinson was  chief  of  staff  at  Bates  Memorial  Hospi- 
tal and  was  city  health  officer  at  the  time  of  his 
death.  He  had  also  served  as  county  health  officer 
for  more  than  30  years. 

A member  of  the  International  College  of  Sur- 
geons, Dr.  Atkinson  was  highly  instrumental  in 
securing  the  Bates  Memorial  Hospital  building 
and  assisted  with  its  organization,  program,  ex- 
pansion and  progress  after  it  was  founded. 

Dr.  Atkinson  was  a charter  member  of  the  Ben- 
tonville Rotary  Club,  a member  of  the  Benton 
County  Medical  Society,  the  Arkansas  State  Medi- 
cal Society,  and  the  American  Medical  Associa- 
tion. 

# # # 

Dr.  Charles  B.  Beeby,  well  known  Huntsville, 
Arkansas,  resident  died  following  a heart  attack 
October  11,  1961.  He  was  a Presbyterian,  a gradu- 
ate of  Kansas  City  College  of  Medicine  and  Sur- 
gery, a member  of  the  American  Medical  Associa- 
tion, Arkansas  Medical  Society,  and  Secretary  of 
the  Madison  County  Medical  Society.  He  was  a 
member  of  the  American  Academy  of  General 
Practitioners  and  had  been  a practicing  physician 
in  Huntsville  for  40  years. 

He  was  active  in  civic  groups  and  was  instru- 
mental in  the  construction  of  the  Huntsville  Hos- 
pital. He  was  on  the  staff  of  the  Eureka  Springs 
hospital. 

# # # 

Dr.  a.  L.  Peacock,  91,  beloved  country  doctor 
and  the  state’s  oldest  practicing  physician,  died 
at  the  Siloam  Springs  Hospital  after  an  extended 
illness.  Doctor  Peacock  had  been  a resident  of 
Gentry  since  1927,  moving  from  Judsonia,  Arkan- 
sas. He  was  a native  of  Strawberry,  Arkansas.  A 
graduate  of  the  University  of  Tennessee  Medical 
School,  and  Hodges  School  of  Pharmacy,  a mem- 


ber of  the  Arkansas  Medical  Society,  and  the 
American  Medical  Association.  He  had  been  a 
mend)erof  the  Benton  and  Lawrence  county  Med- 
ical Associations. 

Dr.  Peacock  was  a physician  and  pharmacist 
and  practiced  over  62  years.  Up  until  just  the 
last  few  years  he  was  on  call  day  or  night,  but 
failing  health  restricted  his  practice  to  his  office. 

+ + + + 

ABSTRACTS 

Eradication  of  Poliomyelitis 
A.  B.  Sabin 

Ann  Intern  Med— Vol.  55:353  (Sept.)  1961 

An  infectious  disease  can  be  eradicated  when 
the  chain  of  transmission  of  the  infectious  agent 
is  broken.  In  poliomyelitis  the  alimentary  tract 
is  the  primary  site  for  multiplication  of  the  polio- 
viruses, and  these  viruses  maintain  themselves  by 
passing  with  contaminated  feces  from  one  suscep- 
tible human  being  to  another.  Also,  following 
natural  infection,  resistance  to  reinfection  de- 
velops in  the  alimentary  tract,  which  limits  the 
soil  in  which  the  polioviruses  multiply.  The 
killed-virus  vaccine  of  Salk  provided  a tool  with 
which  the  incidence  of  the  paralytic  disease  could 
be  reduced,  but  the  immunity  thus  provided  does 
not  prevent  multiplication  of  the  viruses  in  the 
intestinal  tract.  The  immunity  provided  by 
orally  administered,  live,  attenuated  poliovirus 
vaccine  not  only  protects  the  individual  against 
paralysis  but  also  alters  the  susceptibility  of  the 
intestinal  tract  to  multiplication  of  the  polio- 
viruses. Optimal  utilization  of  oral  poliovirus 
vaccine  in  the  United  States  would  involve  2 
phases:  (1)  community-wide  vaccination  during 
the  winter  and  spring  months  of  the  largest  pos- 
sible number  of  persons,  regardless  of  how  many 
doses  of  Salk  vaccine  they  have  had,  with  special 
emphasis  on  preschool  children,  who  are  the  most 
important  disseminators  of  the  polioviruses,  the 
purpose  of  this  phase  being  not  only  to  immu- 
nize those  who  are  not  already  immune,  but  to 
create  enough  resistant  intestinal  tracts  to  break 
the  chain  of  transmission  and  thereby  to  protect 
those  who  failed  to  receive  the  vaccine;  (2)  the 
continuing  vaccination  of  all  children  during 
their  first  year  of  life.  In  oral  poliovirus  vaccine 
we  now  have  a tool  with  winch  we  may  attempt 
to  rid  populations  of  poliomyelitis  and  the  viruses 
which  cause  it. 
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Dr.  Neblett  Opens  Offices  in  Jonesboro 

Dr.  Donald  T.  Neblett  opened  offices  for  the 
practice  of  pediatrics  in  Jonesboro  recently.  Dr. 
Neblett,  born  at  Clarksville,  Tennessee  and  reared 
at  Morristown,  Tennessee,  did  his  pre-nied  work 
at  Carson  Newman  College  and  the  University  of 
Tennessee.  He  graduated  from  the  University  of 
I'ennessee  Medical  School  in  Memphis  in  1958 
and  did  his  internship  at  University  of  Tennessee 
Memorial  and  Research  Hospital  in  Knoxville. 
He  then  ditl  two  years  of  residency  in  pediatrics 
at  the  same  hospital. 

# # * 

New  Taylor  Clinic  Now  Operational 

A new  clinic  has  been  completed  in  Taylor. 
Under  the  direction  of  three  Taylor  businessmen, 
I'aylor’s  first  clinic  is  now  operational.  Dr.  Oren 
E.  Hake,  who  began  practice  there  early  this  sum- 
mer will  be  the  doctor  in  charge.  He  is  Taylor’s 
first  doctor  since  the  death  of  Dr.  W.  H.  Horn. 

'I'he  well  appointed  building  contains  an  emer- 
gency room,  a comjjlete  laboratory,  two  treatment 
rooms,  an  X-ray  room,  large  lounge  or  waiting 
room,  a dark  room,  the  doctor’s  office  and  a busi- 
ness office.  The  building  measures  1,200  scpiare 
feet.  The  three  Taylor  businessmen  responsible 
for  the  construction  of  the  clinic  were  L.  A.  King, 
W.  R.  Stewart  and  Willie  Souter. 

* * * 

Dr.  Bridges  Has  Brought  Needful 
Medical  Service 

After  about  a month  of  practice.  Dr.  Olen 
Bridges’  days  are  growing  longer  as  the  patient 
load  grows  daily.  Dr.  Bridges  has  brought  to  the 
Cave  City  community  a diffeient  type  of  medical 
service  to  that  of  the  past. 

Out  of  need  and  necessity  Dr.  Bridges  has 
eqtnpped  his  office  with  X-ray  equipment,  ultra- 
sonic .sound  equipment,  a diathermic  treatment 
unit,  and  an  electrocardiogram  unit.  These  are 


some  of  the  things  that  have  become  standard 
equipment  with  medical  practice  of  today.  Dr. 
Bridges’  two  aiul  a half  years  practice  with  the 
Rogers  Hosjjital  in  Searcy  has  given  him  varied 
e.xperiences  in  surgery  which  proves  helpful  in  his 
practice  at  Cave  City.  In  the  short  time  he  has 
been  there,  he  has  been  called  to  do  major  surgery 
for  his  patients  as  well  as  assist  other  doctors  in 
surgery. 

# * # 

Tribute  to  a Doctor 

Dr.  foe  F.  Rushton  of  Magnolia  was  recognized 
for  12  years  service  on  the  board  of  directors  of 
the  Arkansas  Baptist  Hospital  in  Little  Rock, 
with  a dinner  held  in  the  hospital  dining  room. 

Dr.  Rushton  was  presented  with  a plaque  “in 
recognition  of  his  diligence  and  devotion  to  the 
Arkansas  Baptist  Hospital.’’ 

# * * 

Dr.  Headstream  in  the  News 

f)ottor  James  \\’.  Headstream  was  a guest 
speaker  at  a one  day  Seminar  in  Urology  spon- 
sored by  Louisiana  State  University  Post-graduate 
School  of  Medicine  in  Shreveport.  Also  Dr.  Head- 
stream  has  been  selected  for  membership  in  the 
Society  for  Pediatric  Urology.  This  Society  re- 
quires original  investigation  as  well  as  a large 
portion  of  practice  to  be  devoted  to  the  care  of 
Urologic  problems  in  children. 

* * * 

Construction  Begins  on  $74,000  Clinic 

Construction  has  begun  on  a new  medical  clinic 
for  Conway.  Jt  is  to  be  located  at  Locust  Avenue 
and  Elm  Street  and  will  be  erected  by  Dr.  John  W. 
Sneed,  Jr.,  and  Dr.  Fred  Gordy,  Jr.  The  building 
is  to  contain  more  than  5,700  square  feet  and  will 
cost  approximately  S74,000. 

The  structure  will  be  of  Williamsburg  archi- 
tecture, Dr.  Gordy  said,  “and  will  resemble  a resi- 
dence more  than  a commercial  building.”  The 
site  is  situated  on  a Conway  residential  street,  but 
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is  in  the  coinmcicial  area.  I'he  Cionark  Builders 
was  awarded  the  eontraet  lor  the  project. 

Dr.  (lordy  said  a pharmacy  will  be  included  in 
the  building  plans  and  it  will  be  operated  by 
Bernard  Smith  and  J.  S.  Rogers,  Jr. 

* * * 

New  Officers  of  the  Arkansas  Academy 
of  General  Practice 

New  otlicers  oi  the  Arkansas  Academy  of  Cien- 
eral  Practice  have  Iteen  installed.  I’hey  are  as 
follows: 

President-elect,  Dr.  Ross  Maynartl  of  Pine  Bhdf. 

Secretary-Treasui  er.  Dr.  'I . D.  Honeycutt  of 
Little  Rock. 

Vice  President,  Dr.  A.  J.  Forestiere  of  Harris- 
burg. 

# # # 

Kenneth  R.  Du/an,  M.D.,  of  El  Dorado,  Ar- 
kansas has  just  completed  a successful  year  as  a 
member  of  the  Advisory  Board  of  the  American 
Association  of  Medical  Assistants. 

# # # 

Dr.  Robins  Gives  Talk  at  Rotary 

Dr.  R.  B.  Robins  spoke  to  the  Rotary  Club  on 

world  medical  problems.  He  has  recently  re- 
turned from  South  America  where  he  attended 
the  annual  assembly  of  the  World  Medical  As- 
sociation, which  met  in  Rio  de  Janeiro,  Brazil. 
Dr.  Robins  was  one  of  the  four  official  representa- 
tives from  the  United  States.  He  said  the  World 
Medical  Association  is  patterned  somewhat  after 
the  United  Nations  and  that  each  country  has  two 
votes  regardless  of  the  size  of  the  nation.  There 
were  rej^resentatives  at  this  meeting  of  56  nations 
of  the  world. 

He  spoke  of  the  need  for  an  universal  language 
as,  he  said,  difficulty  with  language  causes  many 
misunderstandings  among  jreople  of  the  world. 
At  this  world  meeting  there  was  simultaneous 
translation  of  the  proceedings  in  five  languages— 
English,  German,  French,  Spanish,  and  Portu- 
guese. “All  you  had  to  do  was  to  put  on  a head 
set  and  turn  the  button  to  the  language  that  you 
wanted,”  he  said. 

He  traveled  from  New  York  to  Rio  in  a Rolls 
Royce  Intercontinental  Varig  Jet  jtlane  at  600 
miles  an  hour  and  the  5,500  mile  non-stop  flight 
was  made  in  914  hours. 

Dr.  Robins  stated  that  he  found  inflation  in 
Brazil  and  that  one  American  dollar  would  obtain 


SOO  (ru/eiros,  which  is  the  money  unit  in  that 
country.  A few  years  ago  the  rate  of  exchange 
was  30  cruzeiros  for  one  American  Dollar. 

He  slated  that  the  meeting  was  divided  into  a 
scientific  seel  ion  and  a business  .section.  The  chief 
subject  discussed  was  virus  infection  and  the 
tv'orld’s  leading  virologists  participated  in  the 
|)rogram. 

# * # 

Medical  Assistants' 

Educational  Program 

The  Arkansas  State  Aledical  Assistants  So- 
ciety, with  the  help  of  the  Arkansas  Medical 
Society,  has  organized  an  educational  program. 
T he  courses  are  arranged  and  conducted  under 
the  supervision  of  the  University  of  Arkansas, 
Division  of  General  Extension.  The  first  in  a 
series  of  courses.  Medical  Terminology,  was  com- 
pleted in  Texarkana,  Eayetteville,  and  Magnolia 
in  the  spring  of  1961.  Those  completing  the 
course  in  Texarkana  were: 

MEDICAL  A.S.SESTANT  EMPLOYED  BY 

Vireiie  Alvis  Chaney Dv.  Charles  A.  .Smith,  Texarkana 

Sylvia  Jeanette  Cox.  ..  Dr.  Mitchell  Young,  Texarkana 

Ella  Louise  Gibbs Dr.  Willie  J.  Lee,  Stamps 

Sarah  Statiffer  Goesl  Dr.  .Yndrevv  G.  Goesl.  Texarkana 

Nell  M.  Jacob.son Dr.  Marvin  L.  Williams,  Texarkana 

Doris  Catherine  Jarrell LaEayette  County  Hosjtital, 

Lewisv  ille 

Miklred  Louise  John.son  Dr.  Richard  Brtinazzi,  Texarkana 
Beatrice  K.  Jones  . . LaEayette  Cotinty  Hospital,  Lewisville 

Tresa  B.  McAllister Dr.  Charles  V.  Bintliff,  Texarkana 

C:harlotte  Ann  McCain Collom  and  Carney  Cilinic, 

Texarkana 

Ruth  Morehead Dr.  Charles  Smith.  Lexarkana 

Prtulie  Orr...  Sitident  Nurse,  Texarkana  College.  Texarkana 

Mabel  Kirk  O’Steen Dr.  Erank  P.  Cantrell,  Texarkana 

Patdine  Rhoden Smith  Clinic,  Texarkana 

Myriene  Eranklin  Ringgold  ..Dr.  R.  W.  Pickett,  Texarkana 

Joann  Sanders Dr,  Willie  J.  Lee,  Stamps 

Itetdah  Leigh  Scaly Dr.  Eugene  T.  Ellison.  Texarkana 

Dorothy  Mae  Short Dr.  John  S.  Coiffin,  Texarkana 

Bettv  J.  Tipton Dr.  Howard  H.  Harris,  Lewisville 

.Mineola  Owen  Walker Dr.  R,  \\'.  Pickett,  Texarkana 

Patsy  Wade St.  Michael’s  Hospital 

Rtdty  Vitura  Wilhite Dr.  Eugene  T.  Ellison,  Texarkana 

T'hose  complcliiig  the  course  in  Magnolia 
were: 

Instructor:  Dr.  Kenneth  Dtizan,  El  Dorado. 

MEDICAL  ASSISTANT  EMPLOYED  BY 

Helen  Bain Clily  Hospital.  Magnolia 

Jean  Boyette Lbiemployed,  El  Dorado 

Brenda  Burchfield City  Hospital,  Magnolia 

Iris  Cheatham  .^Vil.son  Cilinic,  Magnolia 

Annette  Hamm Drs.  Drewrey  & Gtithrie,  Camden 

Bonnie  Davis City  Hospital,  Magnolia 

Hazel  Ciill Dr.  Kennelh  Duzan,  El  Dorado 

Wilda  Hawkins.  Drs.  Drewrey  ik  Guthrie,  Gamden 
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MEDICAL  ASSISTANT  EMPLOYED  BY 

Dorothy  Sue  Hollis -Dr.  W.  H.  Pruitt,  Camden 

Louise  Iiiscore City  Hospital,  Magnolia 

Kathleen  Kirkpatrick Dr.  John  L.  Ruff,  Magnolia 

Martha  A.  McHenry Dr.  R.  L.  Turnbow,  El  Dorado 

Margaret  Parker Dr.  John  H.  Miller,  Camden 

.Alliene  Peace Dr.  L.  V.  Ozment,  Camden 

(.race  Perdue Dr.  Kenneth  Duzan,  El  Dorado 

Noveleene  Stevens  . City  Hospital,  Magnolia 

(doria  Terrell Dr.  Paul  G.  Henley,  El  Dorado 

Ester  Trull .Warner  Brown  Hospital,  El  Dorado 

Lorena  Welty Dr.  George  VV.  Warren,  Smackover 

Frances  \Vidnier Dr.  George  W.  W’arren.  Smackover 

Marv  Frances  Williams  Dr.  J.  Frank  Clark,  El  Dorado 

I'hose  compleliiig  the  course  in  Fayetteville 
were: 

.MEDICAL  ASSISTANT  EMPLOYED  BY 

Wanda  Sue  .Allen Mock  Clinic,  Prairie  Grove 

Emma  Jean  Bledsoe Veterans  Hospital,  Fayetteville 

V'irginia  L.  Burton Veterans  Hospital,  Fayetteville 

Mary  Elizabeth  Henson Dr.  George  Harrison  Butler. 

Fayetteville 

Maurice  B.  Jones Dr.  Howell  E.  Leming,  Fayetteville 

Daryl  C.  Land .ANL  Medical  Laboratory 

Lorena  Leming Dr.  Howell  E.  Leming,  Fayetteville 

Miklred  M.  McGaugh  . Citv  .Ailministration.  Fayetteville 

Jane  R.  McKimmey Stuilent  at  U of  A,  Fayetteville 

Joan  Morris Dr.  LeMon  Clark,  Fayetteville 

Inez  N.  Powell .ANL  Laboratory 

Deany  Reid Dr.  James  Mashburn,  Fayetteville 

Stella  Sitton Dr.  Donald  Baker.  Fayetteville 

V'eda  M.  Tassey Dr.  Stanley  .Applegate,  Springdale 

Claudia  Thornsberry  . Sisco  Clinic,  Springdale 

.Agatha  Lee  L’tley Student  at  C of  .A,  Fayetteville 

Wilma  ^Vanda  ^\■endt  . Dr.  \V.  .A.  Fowler,  Fayetteville 

1 he  same  course  has  recently  started  under 
the  direction  of  the  University  at  Fort  Smith 
Junior  College  and  the  following  Medical  As- 
sistants have  enrolled: 

Instructor:  Dr.  \Ahlliam  Stanton,  Fort  Smith. 


MEDICAL  .ASSISTANT  EMPLOYED  BY 

Zoe  Ellen  Cobb  Dr.  H.  W.  Savery,  Van  Buren 

Lucille  Daily Dr.  William  Stanton,  Fort  Smith 

Betty  June  Doke Dr.  William  Stanton,  Fort  Smith 

Dorothy  Dalmut Dr.  VVbn.  Merle  Woods,  Huntington 

Janell  Darneal .Arkansas  Medical  Society,  Fort  Smith 

Wanda  C.  Davis Drs.  Kelsey  & Sherman,  Fort  Smith 

Mary  Nell  Euper Drs.  Moulton,  Lane  & McEwen, 

Fort  Smith 

Kathrvn  Fine .Arkansas  Medical  Society,  Fort  Smith 

Mardell  Finsel Dr.  George  AV.  .Allen,  Fort  Smith 

Ernestine  Fontenot ..Paris  Hospital,  Paris 

Winnie  Halliburton Dr.  Harlev  C.  Darnall,  Fort  Smith 

Helen  R.  Hallum Dr.  J.  P.  Shermer,  Fort  Smith 

Roxie  Kunz Drs.  Kelsey  and  Sherman,  Fort  Smith 

Freda  Lux Drs.  Moulton,  Lane  & McEwen,  Fort  Smith 

Johnnie  R.  .Murphy...  Dr.  Robert  J.  Thompson,  Fort  Smith 

(i.  Quaile Paris  Hospital,  Paris 

Leah  Richmond .Arkansas  Medical  Society,  Fort  Smith 

Ruth  Rippy Fort  Smith  Health  Center,  Fort  Smith 

Jesse  Stephens  Drs.  Moulton.  Lane  & McEwen,  Fort  Smith 

Marian  Todd .Arkansas  Medical  Society,  Fort  Smith 

Frances  A'aughan Dr.  Thomas  P.  Foltz,  Fort  Smith 

Melba  West  Dr.  W.  R.  Brooksher,  Fort  Smith 

.Mvrtle  Sniiler Holt-Krock  Clinic,  Fort  Smith 


ft  is  rejjorted  that  a course  wall  soon  be  started 
in  Little  Rock.  The  second  course,  in  Anatomy 
and  Physiology,  was  started  in  Fayetteville  on 
November  6th  under  the  tutelage  of  Dr.  Art 
Moore  of  Fayetteville.  The  course  in  Anatomy 
and  Physiology  was  begun  in  Texarkana  on  No- 
vember 16th  with  Mr.  Willard  Pyle,  science  in- 
structor at  Texarkana  Junior  College,  teaching 
the  course.  It  is  contemplated  that  the  courses 
will  be  continued  to  completion  of  a curriculum 
aj)jjroved  for  recognition  by  the  American  Asso- 
ciation of  Medical  Assistants  and  the  American 
Medical  Association.  While  the  courses  are  sj3on- 
sored  by  the  Medical  Assistants  and  the  Medical 
Society,  anyone  interested  in  jjrejjaring  them- 
selves for  a career  in  this  work  may  enroll. 
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Dr.  John  McCollough  Smith  Is  Speaker 

Dr.  John  McCollough  Smith,  president-elect 
of  the  Pulaski  County  Medical  Society,  was  the 
guest  speaker  at  a meeting  of  the  Optimist  Club 
of  Pulaski  Heights  in  the  Cammack  Village  Hall. 
Dr.  Smith’s  subject  was  “Words  Fail  Me— An  Ad- 
venture in  Semantics.” 

* # # 

Technicians  Have  Convention  in  Texarkana 

X-Ray  technicians  from  four  states  were  in 
Texarkana  for  the  13th  Annual  Convention  of 
the  Arkansas  Society  of  X-Ray  Technicians  at  the 
Holiday  Inn.  The  convention  began  with  a re- 
fresher course  on  the  radiography  of  the  skull 
and  sinuses  with  Reed  Gilliam,  R.T.  of  St.  Francis 
Hospital  at  Tulsa,  Oklahoma  as  the  instructor. 

Dr.  W.  D.  Dawson,  Texarkana  surgeon  was  the 
speaker  at  the  luncheon  at  which  awards  were 
presented.  William  Means  of  Red  River  Arsenal 
was  the  speaker  at  the  banquet.  The  banquet  was 
preceded  by  a social  hour  and  followed  by  a dance. 

Others  on  the  program  were  Dr.  Joe  B.  Norton 
of  Little  Rock,  president  of  the  Arkansas  Radio- 
logical Society,  Dr.  Jack  S.  Krohmer,  M.A.,  Dr. 
Betty  Ann  Lowe  and  Elizabeth  Perkins  of  Texar- 
kana, Mary  Jo  Stuckey,  Anna  Grace  Coley,  Cas- 
sandra Evans  of  Fort  Smith,  Roy  Bragg  of  Tex- 
arkana, Ira  Lee  Cundeff,  R.T.  of  Indianapolis, 
and  Jenny  Simms  of  Little  Rock. 

# # * 

Ouachita  County  Medical  Society 

The  Ouachita  County  Medical  Society  met  in 
dinner  session  at  the  Camden  Hotel.  Dr.  Paul 
Henley  of  El  Dorado,  Arkansas  spoke  on  “Medical 
Discipline.”  Dr.  Henley  served  for  several  years 
on  the  special  committee  of  the  American  Medical 


OC  I ET  I ES 


Association  considering  problems  in  medical  disci- 
pline. 

# # # 

Medical  Assistants  Have  Benefit  Party 

The  Union  County  Medical  Assistants  Society 
had  a benefit  party  at  the  TAC  House.  Proceeds 
from  this  event  were  used  by  the  society  for  its 
Christmas  program  for  underprivileged  school 
children.  The  party  was  open  to  the  general  pub- 
lic with  tickets  sold  by  members  of  the  group. 
Plans  for  the  j^arty  were  handled  by  the  ways  and 
means  committee  of  which  Miss  Bess  Kennedy  was 
chairman. 

# # # 

Contributors  to  the  American  Medical  Education 
Foundation  From  the  State  of  Arkansas 


During  October  1961: 

Cazort-Johiiston  Allergy  Clinic,  Little  Rock. $ 2.').0() 

Dr.  Cieorge  J.  Fotioo.  Hot  Springs 5.00 

Dr.  James  H.  French,  Hot  Springs 50.(K) 

Dr.  Thomas  T.  Frost,  North  Little  Rock 5.00 

Dr.  Anthony  Crasse.  Calico  Rock 100.00 

Dr.  Caldeen  Cnnter.  Siloam  Springs  ... 25.00 

Dr.  James  D.  Htiskins.  Siloam  Springs 25.00 

Dr.  Julius  Heliums,  Dumas 10.00 

Dr.  Morris  Jackson,  Little  Rock  25.00 

Dr.  John  Kirkley,  Jonesboro 25.(K) 

Dr.  F.  M.  Lockwooil,  Fort  Smith 5.00 

Dr.  Jimmie  Lytle.  Batesville 25.00 

Dr.  J.S.  McKinney,  El  Dorado  .. 25.00 

Dr.  1..  H.  McDaniel,  Tyronza 10.00 

Dr.  Robert  Matthews.  Little  Rock 5.00 

Dr.  Sanford  Monroe,  Pine  Bluff 25.00 

Dr.  Billy  J.  Ptickett,  Siloam  Springs 25.00 

Dr.  Arthur  Rosenthal.  North  Little  Rock 5.00 

Dr.  Francis  J.  Scully,  Hot  Springs 5.00 

Dr.  F.  Sisco,  Springdale 5.00 

Dr.  L.  H.  Siegel,  Fayetteville 25.00 

Dr.  Melvin  Shatavsky,  Little  Rock 5.00 


$460.00 
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Sevier-Polk  Medical  Auxiliary  Met 

The  Sevier-Polk  County  Medical  Auxiliary  held 
its  annual  fall  meeting  in  Mena.  Following  a 
luncheon  at  Joe’s  Steak  House,  the  business  meet- 
ing was  held  at  the  home  of  Mrs.  Pierre  Redman, 
President. 

New  officers  were  elected  for  two-year  terms 
and  will  be  installed  at  tbe  spring  meeting  to  be 
held  in  DeOueen.  The  new  president  is  Mrs. 
Charles  Jones  of  DeOueen,  and  Mrs.  Flo  Pullen 
of  DeOueen  was  elected  secretary-treasurer  to 
succeed  Mrs.  John  \\’ood  of  Mena. 

I'hose  attending  were  Mrs.  R.  C.  Dickinson  of 
Horatio  and  Mrs.  Roger  Dickinson  of  De  Queen. 
Those  from  Mena  were  Mrs.  Redman,  Mrs.  AVood 
and  Mrs.  Cah  in  Austin. 


\ ANSWER— What  Is  Your  Diagnosis?  ! 

\ 25  YEAR  OLD  WHITE  MALE  j 

' Enlargement  of  the  hands  and  40  lb.  weight  | 
I gain  over  a four  year  period.  There  was  some  | 
\ visual  difficulty,  muscle  weakness,  and  poly-  | 
I phagia.  Frontal  headaches  were  troublesome,  j 
\ Physical  examination  showed  spade-like  hands  1 
j and  feet,  permanent  costochondral  junctions,  J 

I and  prognathism.  | 

i DIAGNOSIS:  Acromegaly.  | 

I X-RAY  FEATURES:  There  is  thickening  of  the  | 
I diploe  of  the  skull  and  a very  large  sella  turcica  \ 
! with  depression  of  the  floor  and  thinned  pos-  | 
I terior  clinoid  processes.  The  frontal  sinuses  are  { 
1 very  large.  There  are  bony  proliferative  changes  | 
{ about  the  ends  of  the  phalanges  and  slightly  i 
I along  the  medial  aspect  of  the  ends  of  both  i 
I radii  with  overgrowth  of  surrounding  soft  tissues,  | 
I especially  about  the  fingers.  The  changes  are  { 
^ characteristic  of  acromegaly.  \ 


Mrs.  Files  Hostess  to  Auxiliary 

•Mrs.  James  B.  Files  was  hostess  to  members  of 
Mississippi  County  Medical  Auxiliary  in  her 
home  with  Mrs.  Lloyd  Godley  as  co-hostess.  This 
was  the  third  meeting  of  the  season. 

Mrs.  C.  D.  T\'higham  of  Blytheville  Air  Force 
Base  was  hostess  to  the  September  meeting  at 
which  time  Mrs.  Edward  Taylor  resigned  as  pres- 
ident. Her  vacancy  was  filled  by  Mrs.  Cecil  Hol- 
comb. At  a later  meeting  Mrs.  Joann  Taylor  of 
Leachville  was  elected  parliamentarian.  Mrs. 
Merrill  Osborne  was  appointed  mental  health 
chairman,  and  Mrs.  Files,  chairman  of  recruit- 
ments for  medical  careers. 

The  program  was  presented  by  Mrs.  Hershel 
TVilmoth,  State  Medical  Auxiliary  president,  who 
spoke  on  “Socialized  Medicine.” 


BOOK  REVIEWS 


CARDIOVASCULAR  DYXAMICS.  Second  Edition, 
illustrated.  .4)1  extensive  revision,  enlargement  and  re- 
organization of  a book  originally  published  under  the 
title  Cardiac  Diagnosis:  A Physiologic  .4 pproach.  By  Rob- 
ert F.  Rushnter,  M.D.,  Professor  of  Physiology  and  Bio- 
physics, University  of  Washington  Medical  School.  Pub- 
lished by  ir.  B.  Saundos  Coinpany,  Philadelphia  a)id 
London,  1961. 

This  b<K)k  discusses  the  physiology  of  the  circulatory  sys- 
tem and  is  a well  integrated  volume.  The  book  consists 
largely  of  normal  physiology,  but  there  is  also  some  discus- 
sion of  abnormal  physiology.  For  example,  the  book  dis- 
cusses such  things  as  cardiac  output  and  the  factors  affect- 
ing it.  There  is  a review  of  peripheral  vascular  control. 
The  effects  of  posture  on  circulation  are  presented.  There 
is  a chapter  on  cardiac  reserve  and  compensated  heart  dis- 
ease. The  book  is  fairly  well  illustrated  and  there  are  excel- 
lent references.  The  book  does  not  and  cannot  make  any 
pretense  to  being  encyclopedic,  but  is  reasonably  complete 
in  spite  of  its  condensation;  there  are  503  pages.  This  book 
is  recommended  to  medical  students  and  to  graduate  physi- 
cians interested  in  studying  the  fields  of  cardiovascular 
disease.  .\K 

OUTLINE  OF  PATHOLOGY,  by  John  H.  Manhold,  Jr., 
D.M.D.,  M..4.,  F.A.C.D.  Professor  and  director  of  Oral 
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Didl’tio.sis  (uict  /'«//((>/ogy  for  the  College  of  Dentistry, 
Setoti  Hall  College  of  Medicine  and  Dentistry:  Attending 
1‘atliologist , Jersey  City  Medical  Center.  Theodore  h. 
Holden,  D.D.S..  M.S..  Th.D.,  Assistant  Professor  of  Oral 
Diagnosis  and  Pathology . College  of  Dentistry , .Seton  Hall 
College  of  Medicine  and  Dentistry;  Attending  Patholo- 
gist, Jersey  City  Medical  Center.  Published  by  II’.  H. 
Saunders  Conif)any , P>60.  j>l)  IK). 

This  text  book  is  icallv  a Itaiiil  book.  It  is  small  enoiigli 
to  Ik*  carried  in  the  pocket.  It  outlines  as  tboroughly  as  one 
could  in  a small  book,  basic  facts  about  paibology.  Because 
of  the  limited  space,  it  is  ob\  iotisly  extremely  brief.  N'ever- 
tbeless,  because  of  the  small  si«’  of  the  book  it  probably  is 
of  value  to  medical  students  on  rounds  and  possibly  it  is  of 
some  value  to  interns.  It  has  no  merit  to  anyone  at  a grad- 
uate level.  This  is  recommended  only  as  a handbook  for 
metlical  students  and  interns  making  rounds.  AR 

REVIFAV  OF  MEDICAL  MICROBIOLOGY,  by  Ernest 
Jawetz,  Ph.D.,  M.D.,  Professor  of  Microbiology  and  Lec- 
turer ill  Medicine  and  Pediatrics,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco,  Joseph  L.  Mel- 
nick,  Ph.D.,  Professor  of  Virology  and  Epidemiology, 
Baylor  University  College  of  Medicine,  Houston,  Texas, 
and  Edward  A.  Adelberg,  Ph.D.,  Associate  Professor  of 
Bacteriology  and  Chairman,  Department  of  Bacteriology, 
University  of  California,  Berkeley,  Fourth  Edition,  Il- 
lustrated, pp.  376,  published  by  Lange  Medical  Publica- 
tions, Los  Altos,  California,  1660. 

This  is  an  exceptionally  well  written  book  which  is  pub- 
lished in  outline  form.  Progre.ss  iii  microbiology  has  been 
particularly  rapid  in  the  past  1.5  years.  This  textbook  sum- 
marizes much  of  our  basic  knowledge  in  this  field.  There 
is  an  excellent  chapter  on  antimicrobial  therapy.  It  dis- 
cusses host-parasite  relationshi[)  and  briefly  discusses  merst 


of  the  turrenlly  used  antibiotic  drugs.  I bere  are  excellent 
discussions  ol  diffeient  bacteria,  fungi  and  viruses.  Tbe 
book  has  a large  number  of  illustrations  and  charts.  It  is 
written  by  well-knowti  authorities.  This  text  is  heartily 
recommended  as  a handbook  of  microbiology.  AK 

ANSWER  - ELECTROCARDIOGRAM  OF  THE 
MONTH 

I RATE:  194  Rhythm:  Nodal  Tachycardia  | 

J PR:  —sec.  QRS:  .05  sec.  QT:  .24  sec.  | 

I INTERPRETATION:  P waves,  abnormal  direc-  | 

I tion.  Occur  at  the  end  of  QRS.  Abnormal  RS-T  | 
depression.  A-V  nodal  tachycardia.  Ischemia.  | 

I COMMENT: 

* This  patient  had  a history  of  attacks  of  rapid  t 
heart  action  and  prior  to  surgical  operation  was  J 
I found  to  have  another  attack.  No  heart  disease  i 
' was  present  and  no  complications  incident  to  t 
i her  cardiovascular  system  occurred.  The  trac-  | 

! ing  is  rather  characteristic  of  supraventricular  i 
I tachycardia  with  evidence  of  focus  in  the  vicinity  J 
' of  the  A-V  node  with  retrograde  depolarization  I 
! of  the  atria.  The  attack  subsided  upon  perform-  | 

I ance  of  a Valsalva  maneuver.  The  patient  then  j 
' volunteered  that  she  had  learned  that  self-  ! 

: induced  vomiting  previously  had  caused  cessa-  / 

I tion  of  her  attacks,  as  is  frequently  found.  j 


ABSTRACTS 


XcTu  Concepts  in  I^rinniry  Ilypeyparalhyroidism— 
E.  A.  Hanna 

•Amer  Surg— Vol.  27:585  (Aug.)  1961 
The  author  reports  on  51  patients  with  pri- 
mary hyperparathyroitlisni  seen  between  1948 
and  1959  in  all  hospitals  in  Houston,  Tex.  Four 
clinical  types  of  primary  hyperparathyroidism 
were  observed,  the  pure  renal,  the  pure  skeletal, 
the  mixed,  and  the  incidental  tyjves.  Duration 
and  severity  of  the  di.sea.se,  the  patient's  age,  sex, 
activity,  diet,  and  previous  disease  of  the  skeletal 
or  renal  systems  determine  the  clinical  picture. 
Ehe  clinical  findings  are  the  product  of  calcium 
metabolism  in  the  body  with  primary  changes  in 
bone  and  secondary  changes  in  the  kidneys.  This 
concept  is  in  line  with  that  proposed  in  the  most 
recent  investigations.  The  commonly  used  tests 


for  screening  patients  with  possible  primary  hy- 
perparathyroidism are  the  determinations  of 
serum  calcium,  serum  phosjvhorus,  and  serum  al- 
kaline phosphatase  levels.  Determination  of  the 
serum  calcium  level  is  the  most  diagnostic  aid. 
When  the  values  of  total  serum  cahium,  ionic 
serum  calcium  and  diffusible  serum  calcium  are 
compared  in  the  screening  of  patients,  iliffusible 
serum  calcium  is  found  the  most  reliable.  A new 
and  a practical  method  is  suggested  for  estimat- 
ing the  diffusible  serum  calcium  level.  Parathy- 
roid adenomas  may  be  microscopic  in  size  and 
may  be  tlifficult  to  recognize  during  surgical  ex- 
ploration. .\  policy  of  identifying  3 or  more  para- 
thyroid glands  during  the  surgical  procedure  is 
very  hel|)fid,  ami  may  be  the  only  means  of 
detecting  such  microscopic  adenomas. 
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TUBERCULOSIS 


CLASSIFICATION  OF  PULMONARY  TUBERCULOSIS 


A new  edition  of  Diagnostic  Standards  and  Classi- 
fication of  Tuberculosis— the  eleventh— redefines 
the  terms  to  be  used  in  primary  and  reinfection 
disease. 

No  single  system  of  classification  can  give  infor- 
mation which  completely  describes  the  lesions  of 
tuberculosis.  However,  certain  basic  categories 
are  needed  for  records  and  for  statistical  purposes. 
There  are  also  optional  classifications  which  may 
be  used  for  a comparison  of  disease  characteristics 
and  which  may  include  general  status  of  the  pa- 
tient, pathologic  character  of  lesions,  detailed 
location  of  lesions,  ])athogenic  status,  mode  of 
dissemination,  dynamic  status,  duration  of  dis- 
ease, and  previous  treatment. 

I'he  basic  classifications  should  include  the 
following:  extent  of  disease,  status  of  clinical 
activity,  therapeutic  status,  and  exercise  status. 

Extent  of  Dise.ase.  7'he  total  extent  and  loca- 
tion ol  pulmonary  lesions  are  decided  from  exam- 
ination of  chest  roentgenograms. 

Minimal  lesions  include  those  of  slight  to 
moderate  density  without  demonstrable  cavita- 
tion. They  may  involve  a small  part  of  one  or 
both  lungs,  but  the  total  extent  should  not  exceed 
the  volume  of  lung  present  above  the  second 
chondrosternal  junction  and  the  spine  of  the 
lourth  or  the  body  of  the  fifth  thoracic  vertebra 
on  one  side.  The  term  minimal  is  not  to  be 
interpreted  as  minimizing  the  activity  or  hazards 
of  the  disease  in  this  stage. 

Moderately  advanced  lesions  may  be  in  one  or 
both  lungs,  but  the  total  extent  should  not  ex- 
ceed the  following  limits:  disseminated  lesions 

Diagnostic  Standards  and  Classification  of  Tuberculosis, 
1961  edition,  published  by  the  National  Tuberculosis  Asso- 
ciation. 


of  slight  to  moderate  density  extending  through- 
out the  total  volume  of  one  lung  or  the  equivalent 
in  both  lungs;  dense  and  confluent  lesions  limited 
to  one  third  the  volume  of  one  lung;  if  cavitation 
is  pre.sent,  its  total  diameter  must  be  less  than 
4 cm. 

Far  advanced  lesions  are  all  those  more  exten- 
sive than  moderately  advanced. 

Both  original  extent  of  disease  and  change  in 
extent  must  be  noted. 

Status  of  Clinicai.  Activity.  The  activity  of 
pulmonary  tuberculosis  is  based  largely  on  roent- 
genograpfiic  and  bacteriologic  factors  and  their 
duration.  Determination  of  bacteriologic  status 
must  include  the  use  of  sputum  concentrates,  cul- 
tures, and  animal  inoculations,  or  similar  tests  of 
gastric  aspirates  or  lavages.  A positive  bacterio- 
logic finding  means  the  presence  of  tubercle  bacil- 
li by  microscopy  of  sputum  specimens,  preferably 
confirmed  by  culture  or  guinea  pig  inoculation. 
Susceptibility  studies  should  be  made  for  the  ma- 
jor antituberculosis  drugs  whenever  possible. 

Roentgenographic  status  should  be  determined 
by  serial  posteroanterior  films,  where  feasible,  by 
planigrams  and  other  supplementary  films. 

Active  pulmonary  tuberculosis  may  be  so  classi- 
fied on  the  basis  of  one  or  more  of  the  following 
criteria: 

If  the  probability  of  change  is  obvious  on  a 
single  chest  roentgenogram  or  if  change  for 
better  or  worse  is  demonstrable  on  serial  roent- 
genograms at  intervals  of  6 months  or  less. 

If  tubercle  bacilli  can  be  demonstrated  in  the 
sputum,  gastric  aspirates  or  tracheal  aspirates. 

If  such  complications  as  tuberculous  empy- 
ema, bronchial  or  pleural  fistula,  or  active  endo- 
bronchial tuberculosis  are  present,  the  associ- 
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METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 

e.  D.  SEAR  LE  & co. 

CHICAGO  so,  ILLINOIS 
Research  in  the  Service  of  Medicine 


in  treating  constipation  of  pregnancy 

METAMUCIL* 

corrects  constipation  without  irritation 

“Pregnancy  and  menstruation'  are  contraindications  to 
the  use  of  the  stronger  cathartics,  since  the  hyperemia 
may  lead  to  abortion  or  excessive  menstrual  flow.” 

Metamucil,  with  its  soft,  mucilloid  bulk,  mixes  with  the 
intestinal  contents  and  exerts  gentle  pressure  on  the 
intestinal  musculature  to  stimulate  normal  peristalsis. 

In  pregnant  patients,  this  natural  stimulus  strength- 
ens the  response  of  the  musculature,  reinforces  the 
defecatory  reflex  in  the  rectum  and,  in  all  but  rare  in- 
stances, resort  to  colonic  irritants  becomes  unnecessary. 

Together  with  proper  dietary  management  and  atten- 
tion to  regularity,  mild  encouragement  to  regular  evacu- 
ation which  nearly  all  pregnant  patients  require  is  pos- 
sible with  nonhabit-forming  Metamucil. 

Metamucil  is  available  as  Metamucil  powder  in  con- 
tainers of  4,  8 and  16  ounces,  and  as  lemon-flavored 
Instant  Mix  Metamucil  in  cartons  of  16  and  30  single- 
dose packets. 

1.  Sollmann,  T.:  A Manual  of  Pharmacology  and  Its  Applications  to  Therapeutics 
and  Toxicology,  ed.  8,  Philadelphia,  W.  B.  Saunders  Company,  1957,  p.  206. 


Features 


atecl  pulmonary  tuberculosis  must  be  classified 

as  active  even  if  other  criteria  are  not  apparent. 

Duration  of  activity  should  be  designated  if 
known.  The  terms  “imjjroved,”  “unimproved,” 
or  “worse”  may  be  ailded  to  “active”  after  an  in- 
terval of  observation. 

(haescent  is  a newly  reinstated  term  to  be  ap- 
plied to  a class  intermediate  between  active  and 
inactive,  ft  tlenotes  negative  bacteriologic  find- 
ings (a  negative  bacteriologic  linding  means  that 
adetjuate  examinations  have  been  made  to  ex- 
clude the  presence  of  tubercle  bacilli)  on  monthly 
examinations  for  at  least  six  months  and  stable 
or  slowly  imjnoving  lesions  visible  by  roentgeno- 
graphy, ahhottgh  cavitation  may  be  present.  The 
"open-negative”  is  in  this  category. 

Inactive  denotes  constant  and  definite  healing. 
Bacteriology  must  have  been  negative  on  monthly 
examinations  for  at  least  six  months  by  all  meth- 
ods used.  Serial  roentgenograms  must  show  sta- 
bility anti  no  evidence  of  cavitation  for  at  least 
six  months. 

d'uberculosis  may  be  temporary  classified  as 
activity  undeteymined  if  adequate  bacteriologic 
and  roentgenographic  examinations  have  not 
been  cttmpleted,  or  if  observation  has  been  too 
Itrief. 

'Fherapeutic  Status.  Chemotherapy  and  surg- 
ical collapse  or  excision,  when  used,  shoidd  be 
addetl  to  the  terms  applietl  to  clinical  status. 

Exercise  St.vtus.  The  amount  of  exercise  pre- 


scribed should  be  designated  as:  I.  Bed  rest 
(varies  from  strict  immobilization  to  bathroom 
privileges).  II.  Semi-ambulatory  (rest  and  exer- 
cise combinetl).  III.  Ambulatory  (a  greater 
amount  of  exercise).  IV'.  Ordinary  living  condi- 
tions (the  amount  of  exercise  equals  full  activities 
of  home  life  and  work). 

PR  I MARY  r USER  C ULOSIS 

The  basic  features  of  primary  tuberculosis 
should  include  data  on  tuberculin  tests,  bacterio- 
logic data,  roentgenographic  findings,  symptoms, 
and  extrapuimtmary  tuberculosis. 

CuASSiFiCATiON.  Primary  tuberculosis  may  be 
classified  as  to  extent  of  lung  lesions  and  status 
of  activity.  T'he  extent  is  classified  the  same  as  for 
reinfection  tidjerculosis.  Activity  is  classified  as 
follows: 

Active— A positive  tuberculin  reaction  plus  one 
or  more  of  the  following:  tubercle  bacilli  in  the 
bronchial  secretions  or  gastric  contents;  roent- 
genographic evidence  of  activity  in  a parenchy- 
mal, pleural,  or  lymph  node  lesion.  Tuberculin 
reactors  less  than  36  months  of  age  or  those  of  any 
age  who  hate  converted  from  nonreactors  to  re- 
actors within  the  previous  years  are  often  treated 
as  active  primary  tubercidosis  even  in  the  absence 
of  other  evidence  of  activity,  but  should  not  be 
reported  as  active  primary  tuberculosis. 

Inactive— Absence  of  criteria  of  activity. 

U ndetermined—Eio  classification  with  respect 
to  activity  can  be  made  due  to  lack  of  data. 
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Efficacy  of  propionyl  erythromycin  and  its  lauryl  sulfate  salt  in 
803  patients  with  common  bacterial  respiratory  infections. 


Tonsillitis* 

92.3% 

235  patients 


Acute  Streptococcus  Pharyngitis* 

88.3%  j 

317  patients  J 


Bronchitis*  (Bacterial  Complications) 

95.3% 

85  patients 


Pneumonia* 

88.6% 

166  patients 


•References  available  on  request. 


Ilosone 

works 

to 

speed 

recovery 


The  usual  dosage  for  infants  and  children  under  twenty-five  pounds  is  5 mg.  per 
pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 

For  adults  and  children  over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours. 
In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Available  as:  Pulvules® — 125  and  250  mg.  f;  Oral  Suspension — 125  mg.  f per  5-cc. 
teaspoonful;  and  Drops — 5 mg.  f per  drop. 

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's  literature.  Ell  Lilly  and 
Company,  Indianapolis  6,  Indiana. 

Ilosone®  (erythromycin  estolate,  Lilly)  (propionyl  erythromycin  ester  lauryl  sulfate) 
tBase  equivalent 


when  urinary 
tract 

infections 
present 
a therapeutic 
challenge... 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent. . .often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.h2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the. 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci. CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes.^  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.^-® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,- 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  W''hile  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References : (1)  Malone,  K J.,  Jr. : MiL  Med.  125  :836.  1960.  (2)  Martin,  W.  J.  ; Nichols,  D.  R.,  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  CUn. 
34:187.  1959.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook.  E.  W.; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull,  Johns  Hopkins  Hosp.  108:48,  1961.  (5)  Jolliff,  C.  R. : 

Engelhard,  W.  E. ; Ohlsen,  J.  R.  ; Heidrick,  P.  J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 
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THE  SHORT-ESOPHAGUS  TYPE  OF  ESOPHAGEAL 

HIATAL  HERNIA 


Herbert  W.  Schmidt,  M.D. 

Mayo  Clinic  and  Mayo  Foundation* 
Rochester,  Minnesota 


JLhe  term  “short-esophagus  type  ol  esopha- 
geal hiatal  hernia"  tlescribes  a pathologico- 
anatomic  state  in  which  tlie  esophagus  is  notice- 
ably shortenetl  anti  the  inlracliaphragmatic  por- 
tion ot  the  eso{)hagus  anti  tisually  a small  or  large 
portion  ot  the  stt)mach  are  observetl  to  have  en- 
tered the  thorax  through  the  esophageal  hiatus  ot 
the  diaphragm.  It  is,  therelore,  a syntlrome  con- 
sisting ot  two  elements:  (I)  an  observable  retluc- 
tion  in  length  t)t  the  esttjrhagtis  anti  (2)  a tlisplace- 
ment  ot  abdominal  structure  intt)  the  thorax  via 
the  esophageal  hiatus.  Both  elements  are,  ot 
cotirse,  known  tt)  tlevelt)p  anti  persist  intlepentl- 
ently. 

Instances  ot  short  e.st)phagus  with  anti  possiltly 
without  hiatal  hernia  have  been  describetl  as 
congenital  mallttrmatittns.  Such  phenomena  are 
rarely  encounteretl.  Unless  observetl  in  the  very 
early  days  ot  postnatal  lite,  the  congenital  basis 
ot  the  syntlrome  is  tlitticidt  to  prove.  Nowatlays, 
tlemonstrable  retluction  in  length  ot  the  esopha- 
gtis  with  hiatal  hernia  occurring  in  ytttuhs  and 
atlults  is  generally  assumetl  to  be  an  actpiired 
abnt)rmality. 

•The  Mayo  Foundation.  Rochesicv.  Minnesota,  is  a jtart  of  the 
(»iaduatc  School  of  the  l'ni\ersit\  of  Minnesota. 


(iause  anti  ellect  are  olten  tt)ntusetl  wlien  con- 
sitlering  the  pathogenesis  ot  this  syntlrome.  in 
practice  the  two  components,  short  esophagus  and 
est)phageal  hiatal  hernia,  are  observetl  as  accom- 
plishetl  tacts.  Really  cont  incing  ttbservations  on 
the  transition  to  this  state  Iroin  that  t)l  the  esopha- 
gtis  ot  stantlartl  length  anti  the  stomach  in  its  pre- 
stnnably  normal  sidxliaphragmatic  positittn  are 
seldt)m,  it  ever,  recttrtletl.  At  least  .some  ol  the 
steps  in  the  transitittn  remain  largely  matters  ot 
interence;  when  generali/.ing,  the  reasttning  is  logi- 
cal anti  otten  compelling,  but  when  contronted 
with  the  syntlrome  in  one  patient,  it  is  t)tten  tlitti- 
etdt  to  say  which  ot  the  two  elements  tleveloped 
tirst.  It  is  almost  tertain  that  they  tlitl  not  arise 
contemporaneously. 

The  shoiT-esttphagus  type  ot  esophageal  hiatal 
hernia  usually  develops  as  a result  ot  chrttnic 
esophagitis  ot  the  lower  portion  ot  the  esopha- 
gus. rite  most  common  cause  ol  chronic  esojdi- 
agitis  is  the  situation  created  by  the  sliiling  type 
ol  esophageal  hiatal  hernia,  rims,  when  such 
a hernia  is  jtresent,  displacement  ot  the  esophago- 
gastric junction  into  the  thorax  causes  incompe- 
tency ol  the  cardia,  tvhich  allows  regurgitation  ot 
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aciil  gastric  or  alkaline  iluodenal  contents. 
These  secretions  are  capable  of  causing 
a chemical  burn  in  the  lorver  part  of  the  esopha- 
gus. If  this  is  allowed  to  exist  long  enough,  id- 
ceration  on  the  esophageal  side  ol  the  esopha- 
gogastric junction  may  occur,  as  well  as  prolifera- 
tion of  fibrous  cotmective  tissue  in  the  muscidar 
coats  of  the  esophagus.  This  proliferation  is  cap- 
able ol  (1)  shortening  the  e.sophagus  and  (2)  pro- 
ducing a stricture  at  the  esophagogastric  junction. 
1 he  end  resnlt  is  thus  a triad  of  complications: 
(1)  ulceration  and  (2)  stricture  on  the  esophageal 
side  of  the  esophagogastric  junction  and  (3)  short- 
ening of  the  esophagus.  Only  a few  people  (less 
than  10  per  cent)  who  have  the  sliding  type  of 
esophageal  hiatal  hernia  experience  these  com- 
jjlications. 

Prolonged  or  recurrent  vomiting  is  also  capable 
of  producing  these  complications.  'When  the 
complications  occur  as  a result  of  vomiting,  how- 
ever, the  stricture  that  forms  usually  is  long  and 
involves  the  lower  half  of  the  esophagus.  .Such  a 
stricture  is  usually  very  dense  and  difficult  to 
dilate. 

Operative  prt)cedures  that  destroy  the  mechan- 
ism of  the  gastric  cardia  may  cause  regurgitation 
of  acid  gastric  and  alkaline  duodenal  contents 
and  produce  esophagitis  severe  enough  to  bring 
about  these  same  complications.  The  WTndel 
type  of  cardioplasty  and  the  Orondahl  type  of 
esophagogastrostomy  are  two  such  operations, 
which  formerly  were  done  to  relieve  obstruction 
due  to  cardiospasm.  These  operations  relieved 
the  obstruction  temporarily  but  were  followed 
in  a high  percentage  of  ctrses  by  idceration  at 
the  esophagogastric  juiution.  Esophagogastrec- 
tomy  also  destroys  the  sphincteric  mechanism  at 
the  esophagogastric  junction  and  is  responsible 
for  free  regurgitation  of  gastric  contents  into  the 
lower  part  of  the  esojthagus.  These  procedures 
should  not  be  performed  for  cardiospasm. 

Regurgitant  esojjhagitis  may  occur  in  new’born 
infants.  Here  again,  incompetency  of  the  cardia 
and  the  factors  related  to  it  seem  to  be  the  most 
common  cause.  Some  children  are  born  with  a 
short  esophagus.  These  conditions,  however,  are 
relatively  rare. 

Regurgitation  of  gastric  or  duodenal  contents 
occurs  chiefly  at  night,  during  recumbency,  or 
when  excessive  pressure  is  applied  to  the  anterior 
abtlominal  wall.  Obesity  causes  increased  intra- 


abdominal pressure  and  thus  aggravates  the  symp- 
toms due  to  an  incompetent  cardia.  Patients 
who  have  cardiospasm  have  retention  of  secre- 
tion, which  produces  esophagitis,  and  at  times 
the  esophagitis  is  severe  enough  to  cause  the  com- 
plications previously  mentioned.  Scleroderma  is 
a condition  that  at  times  involves  the  esophageal 
wall  in  such  a manner  as  to  shorten  the  esopha- 
gus and  produce  a short -esophagus  type  of 
esophageal  hiatal  hernia. 

Symptoms 

T he  symptoms  of  the  short-esophagus  type  of 
esophageal  hiatal  hernia  are  usually  those  of  an 
incompetent  cardia,  namely  (1)  retrosternal  burn- 
ing that  is  aggravated  by  lying  down  or  by  apply- 
ing pressure  to  the  anterior  abdominal  wall,  (2) 
regurgitation  of  acid  gastric  juice  into  the  mouth 
during  recumbency  and  (3)  dysphagia,  particu- 
larly for  solid  foods,  il  a stricture  is  present.  If 
the  stricture  is  dense  and  is  greatly  contracted, 
there  will  be  marked  difficulty  in  swallowing, 
even  of  liquids. 

Hemorrhage  occurs  relatively  frequently  be- 
cause regurgitant  idceration  in  the  lower  part  of 
the  esophagus  is  commonly  associated  with  the 
hernia.  At  times  the  hemorrhage  may  be  very 
severe,  requiring  multiple  transfusions.  Rarely, 
it  may  prove  to  be  fatal  because  of  erosion  into 
the  smaller  arteries  of  the  distal  part  of  the 
e.so|)hagus. 

Most  people  with  e.sophageal  hiatal  hernia  are 
aerophagic;  thus  they  have  epigastric  pain  which 
may  extenil  to  the  left  upper  portion  of  the  ab- 
domen. This  distress  is  usually  relieved  by 
belching. 

Certain  ]jatients  have  both  duodenal  ulcer  and 
the  short-esophagus  type  of  esophageal  hiatal 
hernia.  These  patients  have  typical  symptoms 
of  idcer  as  well  as  symptoms  of  an  incompetent 
cardia. 

Diagnosis 

The  history  is  extremely  important,  since  from 
it  one  usually  can  suspect  the  diagnosis.  A short- 
esophagus  ty|)e  of  esojjhageal  hiatal  hernia  may 
be  suspected  in  an  obese  person  past  the  age  of 
40  w’ho  states  that  he  has  a retrosternal  burning 
pain  that  is  aggravated  by  recumbency,  by  stoop- 
ing or  by  wearing  tight  garments.  This  same  per- 
son may  say  that  he  has  noticed  sticking  of  solid 
foods  in  the  lower  part  of  the  esophagus. 
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R()i:nt(;knc)1,ck;ic  Di.vgnosis.  — llsiially,  the 
roentgenologic  ])ictnie  is  ly|)ital,  there  being  a 
stricture  at  the  esophagogastric  junction  with  a 
small  amount  ol  stomach  present  within  the 
thoracic  cage.  I'he  stiictnre  is  nsnally  short  un- 
less it  is  secondary  to  comiting.  in  cvhich  event 
it  may  involve  the  lower  halt  ot  the  esophagus. 
■ Vt  times,  hotvecer,  the  diagnosis  is  very  ditticnlt 
to  make.  ;is  the  obserc  er  cannot  be  certain  wheth- 
er he  is  dealing  with  a noiinal  esophageal  ampidla 
or  an  actual  herniation  ot  the  stomach  into  the 
thoracic  cage.  Dining  roentgenologic  study  ot 
the  eso}diagus  and  stomach,  one  shcmld  always 
determine  whether  or  not  there  is  cctmpetency  at 
the  carclia.  This  can  be  done  by  placing  the  pa- 
tient in  the  'rrendelenbnrg  position  and  creating 
pressure  on  the  anterior  abdominal  wall. 

EsoRH.\t;c),sc()PV.— It  is  sometimes  ditticnlt  to 
establish  at  the  time  ot  esojthagoscopic  examina- 
tion tvhether  or  ncit  the  esophagus  is  shortened. 
The  esophagogastric  junction  in  the  human  being 
is  not  always  well  demarcated.  Esophageal  mu- 
cous membrane  nsnally  is  a lighter  red  than  gastric 
mncons  membrane,  ^\dlen  one  introduces  the 
esophagoscope  into  the  stomach  in  a normal  per- 
son, it  is  necessary  to  overcome  a certain  amount 
ot  resistance  at  the  cardia.  One  must  direct  the 
instrument  to  the  lett  and  anteriorly  betore  en- 
tering the  stomach.  It  an  esophageal  hiatal 
hernia  is  present,  it  is  very  easy  to  enter  the  stom- 
ach and  no  resistance  is  telt  when  the  esopha- 
gogastric junction  is  passed.  Usually,  gastric 
rugae  are  encountered  on  the  gastric  side  ot  the 
esophagogastric  junction,  but  at  times  there  may 
be  mucosal  folds  in  the  lower  part  of  the  esopha- 
gus that  locrk  very  much  like  gastric  rugae.  In  a 
doubtful  situation  such  as  this,  it  is  advisable  to 
take  a small  biopsy  specimen  above  the  level  of 
the  diaphragm  to  determine  whether  this  is  gas- 
tric or  esophageal  mncons  membrane. 

If  there  is  a short  esophagus  with  herniation 
o£  the  stomach  as  well  as  ulcer  and  stricture  for- 
mation at  the  esophagogastric  junction,  the  diag- 
nosis is  usually  easily  made.  Typically,  one  en- 
counters ulceration  that  runs  in  the  longitudinal 
direction  of  the  esophagus.  The  ulceration  is 
usually  found  to  be  most  intense  on  the  posterior 
wall  of  the  esophagus.  It  may  have  a deej)  red 
base  or  it  may  be  covered  with  a white  exudate. 
These  ulcers  are  apt  to  bleed  very  easily.  It  is 
advisable  always  to  take  a biopsy  specimen  from 


such  a lesion  to  make  sure  that  it  is  benign,  lor 
at  times  a carcinoma  occurring  at  the  esopha- 
gogastric junction  is  ca[)able  ot  shortening  the 
esophagus  and  producing  a small  diaphragmatic 
hernia. 

Treatment 

I'he  most  important  aspect  ot  treatment  is  the 
pre\ention  ot  recurrent  esophagitis.  A patient 
with  a sliding  type  ot  esophageal  hiatal  hernia 
who  shows  signs  ol  esophagitis  should  have  early 
repair  ot  the  hernia.  Problems  ot  vomiting  should 
be  cared  lor  earh.  Patients  who  are  guilty  of 
lunctional  vomiting  should  be  warned  about  the 
hazard  of  developing  esophagitis  and  its  compli- 
cations. \Mmiting  due  to  pregnancy  or  postopera- 
ti\e  states  should  be  relieved  as  rapidly  as  possi- 
ble. 11  vomiting  occurs  secondary  to  an  obstruct- 
ing duodenal  nicer,  surgical  relief  of  the  obstruct- 
tion  should  be  given  at  an  early  date.  In  general, 
one  shoidtl  try  to  avoid  doing  an  esophagogas- 
trectomy  for  benign  lesions  of  the  lower  part  of 
the  esophagus  such  as  cardiospasm. 

Most  patients  with  the  short-esophagus  type  of 
esophageal  hiatal  hernia  can  be  managed  non- 
surgically.  They  are  usually  placed  on  an  ulcer 
regimen  with  the  use  of  antacids  and  are  in- 
structed in  ways  to  prevent  regurgitation  ot  acid 
gastric  juice  into  the  lower  part  ot  the  esophagus. 
They  are  told  to  sleep  with  the  head  of  the  bed 
elevated  at  least  4 to  6 inches  by  blocks  of  wood 
placed  under  the  legs  of  the  head  of  the  bed. 
Every  attempt  should  be  made  to  reduce  intra- 
abdominal pressure,  by  weight  reduction  if  they 
are  obese,  and  by  the  avoidance  of  tight  garments. 
It  a stricture  of  the  esophagus  is  present,  it  can 
be  dilated  by  passing  esophageal  dilating  sounds. 
Most  ]jatients  get  along  so  well  on  this  program 
of  treatment  that  nothing  further  is  necessary. 

II  nonsnrgical  treatment  is  tried  and  is  ineffec- 
tual in  controlling  severe  symptoms  such  as  retro- 
sternal pain  or  hemorrhage,  it  may  be  necessary 
to  consider  some  form  of  surgical  treatment.  In 
the  past,  subtotal  gastrectomy  with  removal  of 
75  to  80  per  cent  of  the  stomach  has  been  fairly 
successful  in  controlling  most  of  the  symptoms 
in  the  majority  of  patients.  One  objection  to  this 
operation  is  that  the  ulcer  and  the  stricture  are 
left  behind  and  there  may  be  further  danger  of 
hemorrhage.  There  is  also  the  continued  neces- 
sity of  dilating  the  esophagus.  Esophagogastrec- 
tomy  has  been  done,  but  many  patients  have  had 
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recurrence  oi  esoj)hageal  ulcers  because  a sufti- 
cient  portion  ol  the  acid-secreting  part  of  the 
stomach  was  not  removed.  If  this  procedure  is 
done,  all  the  acid-secreting  part  of  the  stomach 
should  be  remoced  and  the  esophagus  should  be 
anastomosed  wdth  the  gastric  antrum.  Recurrent 
esophagitis  may  also  be  minimized  by  doing,  in 
addition  to  this,  an  extramucosal  pyloromyotomy 
to  facilitate  drainage  from  the  remaining  portions 
ol  the  esojjhagus  and  stomach. 

.Another  surgical  method  of  attacking  this  prob- 
lem in  patients  who  are  having  severe  symptoms 
is  that  described  by  Allison,  namely  Roux  \ 
esophagojej  unostomy. 


ABSTRACTS 

Preliminary  Studies  with  2,6-Di)nethoxyphenyl 
Penicillin  in  Children  and  Newborn  Infants 

— P.  A.  Day,  \\'.  Osborn,  H.  L.  A\'einberger,  W. 
Mesibov,  H.  Robidou,  and  P.  F.  ^\'ehrle 
.Amer  J Dis  Child— Vol.  102:785  (Dec.)  1961 
2,6-Dimethoxyphenyl  penicillin  is  rajiidly  ab- 
sorbed and  excreted  following  parenteral  injec- 
tion. Peak  levels  appeared  in  30  minutes,  and 
therapeutic  levels  persisted  lor  3 to  4 hours  lol- 
lowing  25  and  50  mg  kg.  doses.  Excretion  ol  the 
drug  was  delayed  in  the  newborn.  Excellent 
therajreutic  resjjonse  was  obtainetl  in  13  clinical 
infections  due  to  l)oth  jienicillin  Ck  sensitive  and 
resistant  organisms.  Decreased  staphylococcal 
colonization  rates  were  observed  in  the  nursery 
following  injections  of  250  mg.  on  the  first  and 
third  day  ol  life.  No  local  or  systemic  evidence  of 
toxicity  was  observed. 

Adolescent  Acne  a))d  Dietary  Iodine—].  M.  Hitch 
and  B.  G.  Greenberg 

.Arch  Derm— Vol.  84.898  (Dec.)  1961 
■Approximately  1,200  adolescents  were  exam- 
ined lor  “seborrhea  comjdex’’  and  usual  signs  of 
acne.  4 he  lindings  were  related  to  iodine  intake 
in  lood,  water,  and  salt.  No  correlation  between 
high  or  low  iodine  intake  and  the  incidence  or 
severity  of  the  disease  was  demonstrated  by  cus- 
tomary tabidations.  The  same  material,  subjected 
to  analysis  by  nudtiple  regression  technique, 
showed  that  cysts  and  scars  may  be  increased  by 
high  dietary  iodine. 


Incidence  of  Abnormal  Electrocardiographic 
Findings  in  Office  Patients  Suffering  froin 
Anginal  Syndrome— H.  Roesler 

Ciontrary  to  many  electrocardiographic  findings 
in  patients  with  classical  angina  pectoris  is  high. 
A study  of  the  records  of  366  office  patients  re- 
vealed an  incidence  of  86.3%  abnormal  tracings. 
The  findings  in  81.4%  were  compatible  wtih 
ischemic  heart  disease.  Of  these,  13.4%  showed 
T-wave  alterations,  19.2%  the  so-called  ischemic 
pattern,  26%  the  so-called  anoxia  pattern,  and 
22.8%  evidence  of  major  infarctions  in  the  past. 

Dosage  of  Penicillin  for  Acute  Gonorrhea  of 
Males— h.  D.  Sabbath  and  J.  J.  Kivlahan 
Amer  J Med  Sci— Vol.  242:663  (Dec.)  1961 
.Acute  gonorrheal  urethritis  in  507  patients 
was  treated  with  aqueous  procaine  penicillin 
(APP)  (404  cases),  or  procaine  penicillin  in  oil 
with  aluminum  monostearate  (PAM)  (103 
cases).  Failure  rates  ranged  from  40%  (with 
PAM  to  1%  (APP,  retreating  initial  failures). 
Dosage  regimens  expected  to  give  highest  blood 
levels  got  best  residts,  and  this  was  more  import- 
ant than  duration  of  treatment,  total  dosage,  or 
previous  infection.  The  related  roles  of  chang- 
ing organism  sensitivty,  variability  of  drug  blood 
levels,  jtroblems  of  agent  identification  and  drug 
destruction  were  discussed.  Penicillin  alone,  in 
adetjuate  dosage,  was  felt  to  be  excellent  therapy, 
even  for  “resistant  cases.” 

Zollinger-Ellison  Syndrome—].  F.  Potter  and  S.  M. 
Sabesin 

The  syndrome  of  (1)  intractable  peptic  ulcer- 
ation, (2)  marked  gastric  hypersecretion,  (3)  non- 
insulin protlucing  islet  cell  tumors  of  the  pan- 
creas was  observed  in  2 jiatients.  One  patient 
also  had  acromegaly,  giant  gastric  rugal  hyper- 
trophy, and  hypoproteinemia.  Histologically 
adenomas  of  the  pituitary,  parathyroid,  adrenal, 
and  thyroid  were  seen.  The  other  patient,  with 
a 21 -year  history  of  peptic  ulcer  disease,  has  en- 
joyed a complete  remission  since  surgery  in  No- 
vember 1959,  at  which  time  a 540  gm.  tumor  was 
excised.  44ie  pathogenesis  of  this  disease,  the 
aspects  of  surgical  therapy,  and  the  histological 
features  of  islet  cell  tumors  are  discussed. 
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RACTICALLV  ALL  OF  THE  tlisCases  kllOWH  lO 

medical  science  have  been  encountered  during 
the  course  ot  pregnancy.  There  is  no  reason  to 
expect  titis  to  be  otherwise,  since  pregnancy  does 
not  produce  an  increased  immunity  to  any  dis- 
ease or  does  it  (excejH  possibly  in  a lew  instances) 
predispose  to  the  development  ol  comlitions  un- 
related to  jjregnancy. 

There  are  a number  ot  important  medical  com- 
plications ot  pregnancy  which  occur  tretpientl) 
enough  so  that  all  ol  us  who  do  obstetrics  should 
be  familiar  with  their  proper  management  even 
though  we  may  divide  the  total  responsibility  ol 
the  patient  with  some  other  physician.  1 am  go- 
ing to  limit  my  discussion  to  the  principles  ol 
management  of  the  most  significant  medical  dis- 
eases which  we  encounter.  I also  want  to  share 
with  you  some  recent  advances  in  the  manage- 
ment of  these  diseases  and  mention  some  errors 
which  are  commonly  made  and  how  they  might 
best  be  avoided. 

Diabetes  and  Pregnancy;  In  the  last  decade 
this  subject  has  been  discussed  at  practically  every 
medical  meeting  and  jrerhaps  rightly  so.  Certainly 
pregnancy  has  a jjrolound  effect  on  the  course  of 
diabetes  and  ^ice  versa.  If  you  will  recall,  dia- 
betics who  become  pregnant  are  subject  to  a num- 
ber of  special  jrroblems,  the  most  imjtortant  of 

*The  Department  of  Obstetrics  and  Gynecology.  The  University 
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which  is  usually  an  increased  dilficulty  in  ade- 
quately controlling  the  sugar  metabolism.  There 
may  be  either  a marked  increase  in  insulin  re- 
(juirement  or  such  a lluctuation  in  the  daily  in- 
sulin demand  that  there  is  an  ever  present  chance 
the  patient  may  develop  acidosis  or  repeated  in- 
sulin reactions.  Vomiting,  diarrhea  and  inlec- 
tion, all  ol  which  may  develop  in  relation  to  preg- 
nancy, lurther  compound  the  dilficulties  in 
achieving  optimum  control  of  the  diabetes. 

We  also  know  that  the  fetus  is  liable  to  signifi- 
cant dangers  which  are  not  as  commonly  seen 
in  the  non-diabetic.  There  is  an  increased  inci- 
dence of  toxemia  of  jjregnancy  and  hydramnios. 
F'etal  death  may  occur  unexpectedly  in  utero 
without  a clearly  defined  cause.  Congenital  mal- 
formations are  more  frequent  and  there  are  an 
increased  number  of  spontaneous  abortions  and 
premature  births.  Excessively  large  babies  are 
often  seen  and  many  ol  these  inlants  have  beeti 
lost  due  to  ill  advised  attempts  at  vaginal  delivery. 

Certain  princijdes  ol  management  ol  the  jneg- 
nant  diabetic  have  been  proven  elfective  and  are 
witlely  accepted  and  1 tvould  like  to  summarize 
these  for  you: 

1.  The  diabetic  jiatient  should  be  seen  more 
frequently  than  usual  during  the  course  of  her 
pregnancy.  Ideally,  this  should  be  every  week 
and  certainly  more  often  if  indicated.  This  makes 
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it  possible  to  iletect  at  a lavoral)le  time  such  com- 
plications as  edema,  h)  pertension,  hyclramnios, 
eye  ground  changes  and  signiticant  Huctuations 
in  the  daily  insulin  retpiirement.  Many  obstetri- 
cians prefer  to  see  these  patients  jointly  with  an 
Internist  who  has  had  experience  with  pregnant 
diabetics  and  is  interested  in  helping  with  this 
special  problem.  Meticulous  control  ol  maternal 
diabetes  is  probably  the  most  important  factor 
which  contributes  to  a successtul  outcome  lor 
both  mother  and  inlant. 

2.  Earh  hospitalization  is  delinitely  indicated 
il  any  conpjlications  develoj)  and  many  recom- 
mend that  patients  should  be  loutinely  admitted 
to  the  hospital  lor  observations  and  re-evaluation 
at  approximately  30  weeks  ol  pregnancy.  Ehis  is 
particularly  true  il  dillic  iilty  has  been  experienced 
in  controlling  the  diabetes  or  il  there  have  been 
episodes  of  acidosis. 

3.  1 he  pregnancy  should  be  terminated  at  aj)- 
proximately  36  tveeks  because  the  fetus  may  be 
jeopardized  il  toxemia  or  acidosis  suddenly  devel- 
ops or  if  hyclramnios  is  present.  Ibiexplained 
intrauterine  fetal  death  also  occurs  during  the 
last  several  weeks  which  lends  stippori  to  this 
opinion.  Clareftil  judgment  must  be  exercised, 
however,  and  too  early  interruption  ol  the  preg- 
nancy may  inciease  the  risk  ol  prematurity  and 
fetal  death. 

-1.  Delivery  should  be  accomplished  by  a meth- 
od which  is  least  traumatic  lor  the  mother  and 
baby.  If  the  jjatient  is  not  easily  inducible  or 
there  is  some  obstetric  complication  which  would 
make  vaginal  delivery  hazardous  under  ordinary 
circumstances,  then  cesarean  section  should  be 
performed. 

5.  The  baby  )niist  liaae  special  care.  Imme- 
diately alter  birth  the  infant’s  stomach  should 
be  aspirated  and  a clear  airway  established.  Even 
if  the  birth  weight  of  the  child  is  considered  nor- 
mal it  should  be  treated  as  a premature  in  every 
instance  and  shotdd  be  kept  in  an  incubator  with 
aclecjuately  htnnidified  air  and  all  stipportive 
measures  freely  used.  Ciiven^  and  others  have 
pointed  out  that  many  of  these  infants  may  devel- 
op cardiac  failure  and  digitalization  may  be  in- 
dicated in  a netvborn  that  shows  evidence  of  res- 
jjiratory  distress.  H\ pciglycemia  may  be  a hazard 
to  the  new  born  and  a cord  blood  sugar  performed 
three  hours  after  delicery  may  be  helpful.  If  the 


value  is  less  than  the  normal  30-lU  mgm.  per  100 
cc.  lound  in  the  new  born,  glucose  should  be  given. 

These  arc  the  general  principles  of  management 
of  the  jnegnant  diabetic.  It  must  be  re-empha- 
sized that  these  individuals  reejuire  considerably 
more  than  average  attention  if  a successful  out- 
come ol  the  pregnancy  is  to  be  achieved  and  the 
jtatient  and  the  doctor  must  both  thoroughly 
understand  this. 

There  are  two  special  problems  which  I would 
like  to  mention  at  this  time.  Eirst,  in  the  past 
lew  years,  the  oral  hypoglycemic  agents  have  been 
used  in  the  control  of  the  pregnant  diabetic. 
Since  these  chemicals  can  cross  the  placenta  into 
the  fettis  there  is  theoretically  a chance  of  pro- 
chuing  significant  hypoglycemia  in  the  fetus 
which  could  resttlt  in  abnormalities  of  growth 
and  decelopment.  There  is,  however,  no  real 
ecidcnce  at  the  present  time  that  any  damage  to 
the  letus  has  occurred  when  these  drtigs  have  been 
used  and  in  my  limited  experience  these  agents 
have  been  sale  and  are  occasionally  useful  ad- 
juncts in  controlling  the  blood  sugar  levels. 

Secondly,  Clhlorothiazidc  is  w'idely  used  in  the 
treatment  ol  pregnant  patients  with  edema. 
\\’hen  this  agent  is  tised  in  the  pregnant  diabetic 
the  resulting  increased  excretion  of  sodium,  po- 
tassium and  chlorides  may  accelerate  the  devel- 
opment ol  ketoacidosis.-  1 believe  this  type  of 
drug  shoidd  be  tised  very  cautiotisly  if  at  all  in 
the  ])regnant  diabetic  until  more  is  known  about 
this  special  situation. 

Heart  Disease  and  Pregnanca  ; In  recent  years 
the  number  of  pregnant  women  wdth  severely 
damaged  hearts  has  become  significantly  less. 
This  is  probably  clue  to  the  lact  that  rheumatic 
fecer  is  being  treated  more  successfully  in  the 
young  person  and  less  residual  heart  damage  re- 
sults. Congenital  malformations  of  the  heart 
which  can  now  be  surgically  correc  ted  were  in  the 
past  olten  fatal.  W’e  will  be  seeing  more  patients 
in  the  latter  grou])  in  the  coming  years  and  it  is 
important  that  w'e  continue  to  understand  the 
cardiova.scular  stresses  w'hich  occur  as  a result  of 
gestation  and  how  to  assist  the  patient  with  a 
compromised  heart  safely  through  the  course  of 
pregnancy. 

There  are  tw'ct  major  stresses  to  which  the  heart 
is  subjected  during  pregnancy.  The  first  is  an  in- 
crease in  blood  volume  of  approximately  45  per 
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(ml.  1 liis  is  s;ii(l  lo  ic;i(  li  a inaxinuim  at  the 
.Htith  week  and  to  deeliiie  rapidly  alter  delivery. 

The  seiond  is  an  iinrease  in  cardiac  output  or 
work,  whi(  h is  greatest  at  approximately  weeks 
and  sii|)po.sedly  dec  lines  somewhat  j)rior  to 
delivers . 

When  a patient  with  heart  disease  is  first  seen 
;t  (omplete  esaluation  ol  the  Innctional  capacity 
ol  the  heait  should  be  made.  It  is  often  advisable 
to  shaie  this  resjjonsihilit)  with  a physician  who 
is  skilled  in  cardiac  disorders.  In  very  few  in- 
stances is  the  interruption  of  pregnancy  indicated 
;ind  this  is  usually  limited  to  the  Class  IV  cardittc 
who  is  in  distress  even  at  complete  rest. 

\\  hen  the  decision  to  tillow  the  patient  to  con- 
tinue with  the  pregnancy  has  been  made  the  fol- 
lowing general  principles  should  guide  the  physi- 
cian.®' ^ 

1.  The  patient  should  have  at  least  nine  hours 
rest  at  night  and  one  hour  rest  each  afternoon 
along  with  a reduction  in  physical  exercise  such 
as  climbing  stairs. 

2.  Anemia  must  be  corrected  and  a normal 
hemoglobin  maintained. 

3.  Respiratory  and  urinary  tract  diseases  which 
are  so  commonly  seen  during  pregnancy  must  be 
treated  early  and  aggressively. 

4.  The  total  weight  gain  must  be  limited  to  15 
jjounds  and  any  obesity  corrected.  A high  vitamin 
intake  is  recommended. 

5.  Toxemia,  even  in  the  mildest  degree,  must 
be  treated  immediatelv. 

b.  good  emotional  climate  with  a minimal 
amount  of  tension  producing  situations  is  most 
important. 

7.  Frctpient  office  visits  are  indicated. 

When  the  patient  nears  term  it  is  advisable  to 
hospitalize  her  and  await  the  onset  of  labor.  If 
this  is  impossible,  bed  rest  at  home  is  mandatory. 
Labor  should  be  allowed  to  occur  spontaneously 
and  induction  with  oxytocics  is  contraindicated 
unless  some  obstetric  reason  is  present.  Wdth  the 
onset  of  labor  the  following  obstetric  rules  should 
be  observed: 

1.  Allow  the  patient  to  labor  with  the  head 
of  the  bed  well  elevated  and  check  vital  signs  fre- 
cpiently.  Fhc  lung  fields  should  be  listened  to 
repeatedly. 

2.  Lise  ade(|uate,  but  not  excessive,  sedation. 
Drugs  such  as  scopolamine,  which  might  cause  the 


patient  to  betome  excessively  lestless  should  be 
omitted. 

3.  .\ti;unnatic  elimination  ol  the  settjnd  stage 
ol  labor  is  in  order  so  that  excessive  expulsive  el- 
lorts  on  the  pait  of  the  patient  may  be  avoided. 

4.  Local  or  regional  anesthesia  should  be  used 
if  ])ossible. 

5.  \o  (jxytocics  are  given  following  delivery  of 
the  placenta  unless  there  is  dangerous  bleeding. 

b.  4 he  patient's  legs  should  be  elevated  as 
short  a time  as  jxxssible. 

7.  At  least  several  days  postpartum  bed  rest  is 
advised  and  hospitalization  should  be  continued 
for  at  least  one  week. 

8.  Postpartum  sterilization  should  not  be  con- 
sidered for  a iTiinimum  of  eight  weeks. 

If  the  above  general  principles  are  followed 
the  great  majority  of  patients  with  cardiac  dis- 
ease will  tolerate  pregnancy  without  complica- 
tions. Cesarean  section  should  not  be  elected  as 
a method  of  delivery  except  when  there  is  a 
definite  obstetric  indication,  since  it  is  fully  as 
much  of  a stress  to  the  cardiac  as  normal  labor. 

1 he  most  common  errors  in  the  management 
of  the  pregnant  cardiac  have  been  summarized  by 
Douglass.®  4 hey  are: 

1.  Failure  to  diagnose  and  jiroperly  evaluate 
the  cardiac  status. 

2.  Failure  to  impress  the  patient  with  the  ser- 
iousness of  the  situation  and  obtain  her  full  co- 
operation. 

3.  Failure  to  hospitalize  the  patient  at  the 
earliest  sign  of  decompensation  and  to  continue 
hos])italization  until  well  alter  delivery. 

4.  Failure  to  admit  all  cardiacs  to  the  hospital 
several  weeks  prior  to  delivery. 

5.  The  use  of  inhalation  anesthesia  instead  of 
regional  or  local. 

b.  Too  early  ambulation  and  too  short  hos- 
jjitalizaticzn. 

Tuberci  i.osis  and  Prfgnancs  : because  of  per- 
sistent efforts  at  early  case  finding  and  with  the 
recent  improvements  in  therapy  of  tuberculosis, 
the  physician  is  seeing  fewer  cases  of  far  advanced 
disease  and  more  patients  with  arrested  or  mini- 
mally active  early  lesions.  There  is  also  the  newer 
problem  of  the  management  of  pregnancy  in  j)a- 
tients  under  long  term  chemotherapy  or  in  those 
tvho  have  had  surgical  therapy  such  as  segmental 
pulmonary  resection. 
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For  some  time  it  has  been  well  accepted  that 
there  is  no  specitic  ellect  ot  ttiberctilosis  on  preg- 
nancy. Only  a lew  cases  ot  inlection  ot  the  tetus 
with  the  tnbercle  bacillus  i)i  utero  have  been 
docnmentetl.  However,  the  risk  ol  the  mother 
with  positive  sputum  intecting  the  newborn  still 
exists  it  contact  is  treely  allowed  and  the  gen- 
eral rule  ot  isolation  ot  the  intant  trom  the 
mother  atter  birth  still  holds  true.  Many  investi- 
gators have  also  shown  repeatedly  that  pregnancy 
has  no  etlect  on  the  course  ot  pulmonary  tuber- 
culosis. As  a result,  it  is  apparent  that  any  patient 
who  has  active  disease  and  is  pregnant  should 
have  the  ttiberctilosis  treated  exactly  as  it  would 
be  normally  anti  the  pregnancy  ignored  as  tar  as 
treatment  goes.  I here  is  no  evidence  that  inter- 
ruption ot  pregnancy  is  ever  indicated.  Certainly 
pregnancy  should  not  be  undertaken  knowingly 
it  active  disease  is  present  but  interruption  ot  a 
pregnancy  will  not  nuxlity  the  course  ot  ttibercti- 
losis  as  tar  as  can  be  determined. 

In  patients  who  are  under  therapy  with  the 
various  chemotherapeutic  and  antibiotic  agents, 
(here  is  no  known  ill  etlect  on  the  tetus  it  the 
doses  that  are  commonly  recommended  are  tised. 
.Streptomycin  in  large  doses  should  jjrobably  be 
avoided  because  ot  the  theoretical  ]X)ssibility  ot 
tlamage  to  the  letal  atiditory  apparatus.  I hose 
individuals  who  have  hatl  stirgical  procedtires  tor 
pulmonary  tuberculosis  should  be  evaluated  trom 
the  standpoint  ot  pulmonary  reserve  and  treated 
accordingly  throughout  the  pregnancy. 

The  basic  rules  tvhich  should  be  observed  in 
the  conduct  ot  delivery  ot  a patient  with  tuber- 
culosis are: 

1.  Analgesic  agents  used  in  labor  shotild  jjro- 
dtice  minimal  depression  ot  the  cough  retlex  and 
respiration. 

2.  Regional  or  local  anesthesia  is  employed 
and  general  anesthesia  should  not  be  used. 

■S.  Prolonged  labor  shotild  be  avoided  and  the 
second  stage  eliminated  as  atratnnatically  as  pos- 
sible. Cesarean  section  is  not  indicated  except 
lor  obstetric  rea.sons  or  to  avoid  a long  exhausting 
labor. 

In  the  tubercular  whose  disease  becomes  ar- 
rested, an  interval  ol  Iroin  two  to  tive  years  is 
usually  recommended  betore  pregnancy  is  tinder- 
taken,  althotigh  Rosenbach  and  Gangemi*'  have 
tound  no  reason  to  discourage  pregnancy  in  any 
ot  their  jjatients  with  clinically  and  roentgeno- 


graphically  inactive  disease.  In  this  group,  it  addi- 
tional children  are  desired,  the  pregnancies  should 
be  spaced  properly  so  the  mother  will  not  become 
excessively  btirdened  with  the  physical  care  of 
yoting  children  and  approximately  two  to  three 
years  seems  to  be  a reasonable  interval. 

'Fhvroii)  Disease  and  Pregnancy:  Most  pa- 
tients with  severe  or  untreated  hypothyroidism 
do  not  become  pregnant.  Because  ot  this  there 
are  only  three  main  thyroid  problems  commonly 
seen  tltiring  pregnancy.  1 hey  are  the  discovery 
ot  a solitary  thyroid  nodule,  the  development  of 
thyrotoxicosis  dtiring  pregnancy  or  the  occurrence 
ot  pregnancy  in  a person  who  is  under  medical 
treatment  tor  hvperthyroidism. 

File  first  ot  these  conditions,  the  solitary  thy- 
roid nodtile,  is  managed  much  as  it  is  in  the  non- 
pregnant state.  .Since  there  is  a reasonable  possi- 
bility ol  malignancy  in  these  nodtiles,  surgical 
removal  is  tistially  recommended. 

Uncontrolled  thyrotoxicosis  is  known  to  pro- 
dtice  adverse  maternal  and  fetal  effects  such  as  an 
increased  incidence  ot  toxemia  and  an  increased 
fetal  loss  Irom  abortion  and  prematurity.  When 
the  thyrotoxicosis  is  controlled,  the  risk  to  the 
mother  and  fetus  is  apparently  no  greater  than 
in  a normal  pregnancy.  I’here  is  general  dis- 
agreement as  to  whether  pregnancy  exacerbates 
thyrotoxicosis  and  no  definite  evidence  is  avail- 
able  to  settle  this  cpiestion.  The  physician  may 
experience  diltictiky  in  diagnosing  thyrotoxicosis 
during  pregnancy  because  ot  the  normal  increase 
in  the  size  ot  the  gland  and  the  fact  that  thyroid 
function  tests  change  with  jxegnancy.  The  basal 
metabolic  rate  is  known  to  be  normal  in  the  first 
half  ot  pregnancy  followed  by  a progressive  eleva- 
tion ot  1,5-25  jier  cent  at  term.  This  is  thought  to 
be  mostly  due  to  the  increased  oxygen  consump- 
tion ot  the  titerus  and  its  contents.  The  protein 
bound  iodine  is  usually  considered  to  be  elevated 
from  abotit  six  weeks  ot  gestation  to  several  days 
j)ost])artum.  Fhc  normal  level  of  4-8  megm.  per 
cent  rises  to  6.2-1 1.2  mgm.  per  cent  although  val- 
ues as  high  as  13-14  megm.  per  cent  have  been 
recorded.  There  are  no  published  studies  of  I131 
tiptake  during  pregnancy  since  it  is  known  that 
the  fetal  thyroid  may  concentrate  this  substance 
beginning  at  about  the  13th  week,  and  this  could 
produce  complete  fetal  thyroid  ablation. 

The  therapy  of  thyrotoxicosis  during  pregnancy 
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may  he  both  medical  and  surgical  and  the  use  ol 
radioactive  iodine  is  lorlndden  lor  the  reasons 
just  mentioned.  Medical  therapy  is  complicated 
hy  the  fact  that  the  thiourea  derivatives  ustially 
u.secl  ])ass  through  the  placenta  and  fetal  goiter 
and  cretinism  may  result.  This  is  not  always  the 
case,  particularly  if  it  is  not  necessary  to  continue 
treatment  throughout  the  entire  pregnancy. 

The  surgical  therapy  of  thyrotoxicosis  is  prob- 
ably most  advantageous  because,  if  successful,  it 
produces  a prompt,  complete,  and  usually  perma- 
nent remission.  I'hyrcjidectomy  may  be  per- 
formed at  almost  atiytime  during  pregnancy  but 
the  middle  trimester  is  thought  to  be  the  most 
propitious.  It  is  most  important  to  determine  thy- 
roid function  by  PRI  or  RMR  soon  after  surgery 
and  if  there  is  any  evidence  of  hypothyroidism, 
supplementary  thyroid  medication  should  be 
given.  Failure  to  do  this  probably  accounts  for 
the  abortions  which  occasionally  follow  thyroid 
surgery  during  pregnancy. 

AcUTK  iNFECTIOtlS  DISEASES  AND  PREGNANCY: 

I.  Rubella.  For  some  years,  german  measles 
has  been  known  to  produce  abortion  or  fetal 
anomalies  such  as  cataract,  deafness  and  congeni- 
tal heart  disease  when  it  occurs  during  the  early 
part  of  pregnancy.  RelP  has  recently  collected 
data  on  the  outcome  of  712  pregnancies  in  wom- 
en who  had  Rubella  during  the  first  16  weeks. 
Fhere  were  421  defects  noted,  and  some  children 
had  more  than  one  defect.  Cataract  was  noted  in 
69  per  cent,  deafness  in  37  per  cent,  and  congenital 
heart  disease  in  30  per  cent.  Many  of  these  de- 
fects were  not  noted  at  birth  but  were  discovered 
between  the  ages  of  two  and  six  years.  Flic  high- 
est incidence  of  malformations  occurred  when 
Rubella  was  contracted  between  the  fifth  and 
eighth  week  of  jiregnancy. 

Fhis  is  certainly  a significant  study  and  Bell 
recommends  that  abortion  be  performed  in  all 
cases  of  proven  maternal  Rubella  occurring  in 
the  first  twelve  weeks  of  pregnancy.  Rubella 
late  in  pregnancy  apparently  has  no  effect  on 
the  fetus.  A recently  published  prospective  study 
performed  by  Lock  et  al.®  confirms  these  find- 
ings and  is  in  general  agreement  with  the  above 
recommendations. 

II.  Infectious  or  Viral  Hepatitis.  There  has 
been  a significant  increase  in  the  number  of  cases 
of  proven  viral  hepatitis  in  the  past  several  years. 


Uiuloubtedly  a number  of  “sub-clinical  " or  non- 
icteric  cases  have  escaped  our  notice.  Pregnant 
women  who  tontract  viral  hejiatitis  may  die  just 
as  anyone  who  suffers  from  this  disease.  There 
does  not  .seem  to  be  any  predilection  for  the  dis- 
ease in  pregnancy  and  if  the  state  of  nutrition  of 
the  {latient  is  gootl  at  the  onset  of  the  disease,  the 
chance  of  survival  is  excellent  providing  the  usual 
methods  of  treatment  are  employed.  Roth"’  has 
pointed  out  that  the  virus  responsible  for  hepa- 
titis cro,sses  the  placenta.  Although  there  is  no 
evidence  that  fetal  deformity  has  been  producetl, 
every  child  born  of  a mother  suffering  from  hep- 
atitis should  be  watched  carefully  for  the  disease 
for  at  least  four  to  six  months.  Many  suggest  the 
newborn  be  given  gamma  globulin  prophylac- 
tically. 

During  tlelivery,  hemorrhage  is  the  most  out- 
standing danger  since  there  may  be  a prothrom- 
bin deficiency  or  other  blood  clotting  defect. 
Vitamin  K oxide  should  be  given  ami  all  drugs 
avoided  which  are  metabolizetl  in  the  liver  or  are 
hepatoxic.  Spinal  anesthesia  is  contraindicated 
as  it  is  in  anyone  with  a lowered  prothrombin 
activity.  Whole  blood  transfusions  should  be 
given  only  if  absolutely  necessary  in  order  to 
avoid  the  possibility  of  producing  a superimposed 
infection  with  the  virus  which  produces  serum 
hepatitis. 

With  meticulous  medical  and  obstetric  care 
most  all  patients  with  hepatitis  will  survive  preg- 
nancy without  difficulty  and  not  suffer  any  perm- 
anent disability  other  than  that  usually  seen  in 
the  non-]>regnant  person. 

Iff.  Chickeupox  and  Pregnancy.  Varicella  has 
traditionally  been  a relatively  mild  childhood 
disease  in  the  experience  of  most  physicians. 
When  chickeupox  occurs  in  the  adult  this  is  an- 
other matter.  'Fhe  lungs  may  be  involved  by  a 
diffuse  interstitial  jmeumonitis  which  is  often 
fatal.  Other  organs  such  as  the  brain,  liver,  pleura, 
kidneys  and  gastrointestinal  mucous  membranes 
may  be  severely  affected  by  the  disea.se. 

There  does  not  appear  to  be  any  particular 
tendency  to  disseminated  chickeupox  during  preg- 
nancy. However,  iluring  the  ])ast  several  years 
four  maternal  deaths  due  to  varicella  have  occur- 
red in  Texas  and  have  come  to  my  attention.''’ 
Probably  death  coidil  have  been  prevented  in  sev- 
eral instances  if  the  potential  seriousness  of  the 
condition  had  been  realized.  When  any  pregnant 
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woman  develops  varicella  it  is  wise  to  follow  the 
patient  very  closely  and  at  the  first  sign  of  any 
pnlmonary  involvement  the  patient  should  be 
hospitalized  immediately.  Treatment  should  then 
be  directed  tow'ard  the  maintenance  of  an  ade- 
(jLiate  pulmonary  exchange  and  no  attempt  made 
to  interfere  with  the  pregnancy.  There  is  no  spe- 
cific drug  therapy  available  which  will  cure  vari- 
cella but  with  early  hospitalization  and  intensive 
care  the  patient  has  a good  chance  of  survival. 
In  the  four  cases  which  I have  mentioned  the 
infants  were  lost.  Occasionally  an  infant  born  of 
a mother  with  chickenpcjx  will  show  evidence  of 
the  disease  but  none  was  found  in  our  four. 
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ABSTRACTS 


Malloyy-Weiss  Syiuhoitu'—H.  D.  Zeifer 

.Ann  Surg-Vol.  154:957  (Dec.)  1961 
Persistent  vomiting  Irom  any  cause  followed 
by  gastrointestinal  hemorrhage  due  to  cardio- 
esophageal  lacerations  comprise  the  Mallory- 
W'eiss  syndrome.  The  atithor  reviewed  10  surgical 
cases  and  delineated  3 grotips  on  the  basis  of  the 
location  of  the  ulcer:  (1)  distal  esophagus,  (2) 
proximal  stomach,  (3)  cardioesophageal.  Groups 
1 and  2 were  the  most  common  surgical  situa- 
tions. (iroup  3 wa  sthe  least  common  in  this  surgi- 
cal series  and  resembled  the  chcssical  Mallory- 
Weiss  ulcer  as  seen  in  the  autopsied  cases.  It  is 
believetl  that  the  debilitated  chronoically  ill  ])a- 
tient  vomits  weakly  and  produces  a cardioesopha- 
geal ulcer  while  the  more  vigorous  patient  lacer- 
ates either  his  esophagus  or  proximal  stomach. 

Rectosigmoidal  Rupture  Caused  by  Effort  — T. 
Minkari  and  C.  Turan 

•Ann  Surg— Vol.  154:967  (Dec.)  1961 
This  case  of  rupture  of  the  rectum,  brought 
about  by  violent  effort  with  extravasation  of 
ajjproximately  2 meters  of  terminal  ileum  through 
the  rectum,  is  being  reported  because  of  a rarity 
of  the  situation  as  reported  in  the  domestic  and 
world  literature.  At  laparotomy,  the  afferent  and 
efferent  limbs  of  the  small  intestine  were  tran- 
sected by  the  intraperitoneal  route.  The  rent  in 
the  mesentery  was  closed,  and  the  gangrenous  in- 


volved bowel  was  withdrawn  by  the  perineal 
route,  route.  The  patient  made  a complete  re- 
covery. Thirty-two  cases  of  rectal  rupture  have 
been  rejiorted  incidental  to  effort.  In  8 of  these 
cases,  reposition  was  attempted.  Four  of  them 
were  accomplished  successfully,  but  only  one  sur- 
vived. In  22  cases  a laparotomy  was  performed, 
and  only  4 of  these  survived.  In  the  case  reported, 
3 meters  and  25  centimeters  of  small  intestine  was 
resected  anteriorly.  Continuity  of  the  bowel  was 
achieved  by  an  ileotransversostomy.  The  rent  in 
the  rectal  wall  was  closed  transabdominally.  Only 
5 to  32  cases  reported  have  survived. 

Hypoveutilation  and  Heart  Disease— V . AI.  S.  Gil- 
1am  and  D.  Alymin 

Lancet-Vol.  2:853  (Oct.  14)  1961 
A case  of  heart  disease  in  an  obese  man  is  de- 
scribed. The  patient  presented  with  a large  heart 
and  clinical  tricuspid  incompetence.  Cardiac 
catheter  abnormalities  were  pulmonary  artery 
hypertension  and  systemic  arterial  desaturation  at 
rest.  The  administration  of  100%  oxygen  re- 
stored both  to  normal.  Lung  function  tests 
showed  hypoventilation  (raised  pCO^)  but  no 
parenchymal  disease  (normal  spirometry,  diffus- 
ing capacity).  The  case  demonstrates  a link  be- 
tween hypoventilation  and  heart  disease  through 
hypoxic  pulmonary  hypertension,  before  organic 
pulmonary  vascular  disease  has  developed. 
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Ralph  A.  Downs,  M.D.,  Fort  Smith,  Arkansas 


In  genkrai.  there  are  three  types  ot  renal 
lesions,  which  are  capaltle  of  producing  renal 
hypertension: 

1.  Parenchymal  diseases  such  as  glomerulone- 
phritis and  bilateral  chronic  pyelonephritis; 

2.  Perirenal  hematomas  (Page  kidney);^ 

3.  Occlusive  renal  artery  disease. 

This  paper  will  confine  its  discussion  to  the  latter. 

The  association  of  hypertension  with  renal 
disease  was  first  suggested  by  Bright  in  1827. 
Cioldblatt’s  clinical  experiment  in  1934,-  in  which 
hypertension  was  produced  in  animals  by 
the  partial  compression  of  the  main  renal  artery, 
stimulated  considerable  clinical  interest 
in  “unilateral  renal  disease”  as  a source  of  hyper- 
tension. Overall,  in  the  past  the  removal  of  the 
unilateral  atrophied  kidney  in  an  attempt  to  re- 
lie\e  hypertension  has  not  been  encouraging.  A 
study  by  Smith^  of  575  such  hypertensive  jtatients 
who  had  been  nephrectomized  revealed  that  only 
26%  remained  normaltensive  for  one  year.  It 
was  thought  by  Smith®  that  approximately  2% 
of  all  hypertensive  jjatients  coidd  expect  relief  by 
surgical  removal  of  the  diseased  kidney. 

In  the  past  decade  significant  advances  have 
been  made  in  this  Held  primarily  due  to  the 
knowledge  that  has  been  obtained  from  the  use 
of  aortography.  This  test  has  made  it  possible 
to  determine:  I)  the  presence  or  absence  of  renal 
vascular  lesions,  2)  the  type  of  renal  vascular 
lesions,  and  3)  the  locations  of  such  lesions.  ^Vith 
this  information  it  is  possible  to  apply  the  proper 
surgical  treatment,  and  consequently  the  percent- 
age of  patients  benefited  by  surgery  w’ill  be  vastly 
increased. 

Since  the  development  of  aortography,  it  has 
been  suggested  by  Poutasse^  that  the  term  “uni- 
lateral renal  disease,”  which  is  used  in  conjunc- 


tion witli  hypertension,  should  be  abandoned; 
and  in  its  place  the  term  “occlusive  disease  of  the 
renal  artery  or  its  major  branches"  should  be  used. 
It  has  been  pointed  out  by  Poutasse^  that  one 
out  of  four  cases  of  occlusive  renal  artery  disease 
is  bilateral.  It  is  well  established  now  that  kid- 
neys that  appear  perfectly  normal  on  intravenous 
or  retrograde  pyelography  may  have  definite  ar- 
terial diseases,  capable  of  protlucing  hyperten- 
sion. In  such  cases  a definite  diagnosis  cannot 
be  made  without  the  help  of  aortography.  By  the 
same  token,  in  some  cases  w’here  there  is  ;i  small, 
atrophied  kidney  on  one  side  and  a normal- 
appearing kidney  oti  the  other  side,  the  latter 
may  contain  obstructive  renal  artery  disease  that 
might  be  producing  the  hypertension.  In  such 
cases,  the  removal  of  the  atrophied  kidney  would 
not  change  the  course  of  the  patient’s  hyper- 
tension. 

Aortography  is  a relatively  sale  procedure.  Re- 
ports of  serious  complications  iti  the  past  have 
discouraged  many  physicians  from  using  this  pro- 
cedure when  it  was  definitely  indicated.  The 
(omplications  that  have  been  rejiorted  in  the  past 
are  thought  to  be  due  to  one  or  a combination  of 
the  following  factors: 

1)  Insertion  of  the  needle  too  high  above  the 
renal  arteries,  so  that  the  dye  is  injected  di- 
rectly into  the  celiac  axis  or  the  superior 
mesenteric  artery; 

2)  The  use  of  toxic  dye; 

3)  rhe  use  of  excessive  volume  of  dye; 

1)  Idle  use  of  general  anesthesia  in  an  inappro- 
priate surrounding,  such  as  the  x-ray  depart- 
ment, where  proper  resuscitory  etpiipment  is 
ncjt  at  hand. 

The  technique,  which  has  been  used  at  the 
(Cleveland  Clinic  in  over  600  ca.ses  without  com- 


Volume  58,  Number  9-FEBRUARY,  1962 


367 


Renal  Hypertension 


plication"’  and  by  the  author  with  good  results,  is 
as  follows: 

I)  Local  anesthesia  is  used.  The  skin  anti  mus- 
culature of  the  back  in  an  area  at  the  tip  of 
the  twelfth  rib  is  anesthetized.  A 6 inch,  18 
gauge  S]unal  neetlle  is  introduced  at  this  point 
and  directed  toward  the  vertebral  body  of  the 
lirst  lumbar  vertebra.  At  this  level  the  aorta 
is  jjuncturetl.  An  attempt  is  made  to  introtluce 
the  needle  into  the  aorta  at  the  level  of  the 
renal  arteries  or  just  below  (fig.  1). 


Figure  1 


2)  Alter  tlie  needle  is  inserted,  10  cc.  of  1%  Pro- 
caine is  introduced  into  the  aorta  to  relieve 
sasospasm. 

.8)  10  cc.  of  the  dilute  Hypaque  solutoin  (25%) 
is  introduced,  and  a preliminary  x-ray  is  taken 
to  determine  if  the  neetlle  is  in  the  proper  lo- 
cation and  if  both  renal  arteries  are  filled  with 
dye.  The  needle  is  left  in  place  while  this 
x-ray  is  developetl.  If  all  is  well,  then  10  cc. 
ol  50%  Hypatpie  is  injected,  and  the  last  x-ray 
is  taken. 


4)  Hypotensive  medication  may  be  administered 
by  the  anesthesiologist  just  before  the  aorto- 
gram  is  done  if  the  hypertension  is  excessive. 

I'he  indications  for  aortography  are  as  follows: 

1)  Difference  in  the  size  of  the  kidney  shadows 
as  revealed  by  intravenous  urography; 

2)  I'he  evidence  of  relative  dimension  of  function 
in  one  kidney,  as  may  be  revealed  by  intra- 
venous pyelography  or  by  a split  function  test; 

3)  Hypertension  in  patients  less  than  thirty-five 
years  of  age; 

4)  Abrupt  development  of  hypertension  in  any 
age  group; 

5)  Hypertension  that  follows  an  episode  of  flank 
pain,  suggesting  a renal  vascular  accident. 

In  conjunction  with  aortography,  split  function 
renal  tests  with  bilateral  ureteral  catheterization 
are  helpfid  in  confirming  the  diagnosis  of  renal 
hypertension.  Kidneys  that  have  restricted  arter- 
ies show  impairment  of  renal  function,  reduction 
of  the  volume  of  urinary  output,  and  low  electro- 
lytic content.  The  Howard  test  is  widely  used  to 
demonstrate  this.  Similar  tests  with  the  use  of 
PSP  or  indigo  carmine  are  also  useful. 

1 he  pathology  of  the  obstructive  lesions  tound 
in  renal  arteries  has  been  reported  as  follows: 
I)  athero,sclerosis,  2)  thrombosis,  3)  muscular  hy- 
poplasia, 4)  stenosis  with  scarring,  5)  idiopathic 
stenosis,  6)  ilis,secting  aneurysms.  Atherosclerotic 
platpies  are  the  most  common  causes  ol  obstruc- 
tion in  the  renal  artery.  Vascidar  hyperplasia 
and  idiopathic  stenosis  are  usually  found  in  young 
individuals.  These  lesions  are  found  ether  in  the 
main  renal  artery  or  its  branches. 

Figure  2 reveals  an  aortogram  of  the  right  kid- 
ney, which  demonstrates  a normal  renal  artery 
and  its  branches.  Usually  the  renal  artery  has 
live  major  branches,  which  fan  out  to  supply  the 
renal  parenchyma.  Obstructive  lesions  can  be 
demonstrated  either  in  the  main  renal  artery  or 
its  branches.  If  the  branches  are  obstructed,  often 
an  avascular  or  atrophied  area  of  renal  paren- 
chyma can  be  seen  on  the  aortogram. 

The  surgical  procedures  that  have  been  used 
for  the  treatment  of  obstructive  renal  artery  dis- 
ease are  as  follows:  1)  excision  of  the  obstruc- 
tive lesion  and  end-to-end  anastamosis  of  the 
renal  artery,  2)  excision  of  the  renal  artery  from 
the  aorta  and  re-anastamosis  of  the  renal  artery 
to  the  aorta,  3)  the  use  of  the  splenic  artery  to 
shunt  the  obstructive  lesion  when  the  lesion  is  on 
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Figure  2 


the  lelt  side  (splenorenal  arterial  anastamosis), 
4)  endarterectomies  (the  removal  ol  atherosclero- 
tic plaques  in  the  artery  or  its  branches),  5)  plastic 
arterial  graits  are  used  to  replace  the  diseased 
segment  ol  renal  artery;  when  the  lesion  is  bi- 
lateral, mokls  of  the  aorta  and  its  renal  branches 
are  implanted  into  the  aorta  alter  the  diseased 
portion  ol  the  aorta  ami  renal  arteries  have  been 
excised,  6)  in  the  event  of  branch  lesions  usually 
the  avascular  portion  of  the  kidney  is  excised  by 
heminephrectomy,  7)  when  the  kitlney  is  not  sal- 
vageable, of  course,  a nephrectomy  is  the  only 
procedure  of  choice. 

The  residts  of  surgical  treatment  in  renal  ar- 
tery disease  have  been  encouraging.  In  a recent 


arlide  by  I’outasse^  approximately  H()%  ol  se- 
lected patients  o|K'rated  on  at  the  Cdeveland 
Cdinic  Irom  195,5  to  1959  were  re[rorted  as  liaving 
good  results  and  Iiaving  normal  blood  pressure 
postoperalively. 

CONCLUSION 

1.  .-Vccurate  diagnosis  of  renal  hypertension  has 
been  made  possible  by  the  use  of  aortography. 
Many  cases  thought  to  be  essential  hyperten- 
sion in  the  |)ast  will  be  proven  to  have  occlu- 
sive renal  artery  disea.se.  Since  the  aortogram 
pinpoints  the  lesion  as  to  type  and  location, 
proper  surgical  procedures  can  be  applied; 
conse(|uently,  the  over-all  surgical  results  will 
be  vastly  improved  in  the  future. 

2.  The  techni(|ue  of  aortography  has  been 
tvorked  out  so  that  it  is  a relatively  safe  pro- 
cedure and  should  be  done  when  indicated. 

3.  Kidneys  that  look  perfectly  normal  on  intra- 
venous or  retrograde  jryelography  may  contain 
definite  obstructive  arterial  disease  that  can 
be  demonstrated  oidy  by  the  aortogram. 

4.  Small  unilateral  atrophied  kidneys  may  not 
be  the  offender  in  renal  hypertension,  since 
the  normal-appearing  mate  on  the  opposite 
side  may  contain  obstructive  arterial  disease 
producing  the  hy|rertension. 

5.  Renal  artery  surgery  is  highly  technical  and 
clone  mostly  in  the  large  medical  centers,  how- 
ever, it  is  extremely  important  for  all  who 
treat  hypertension  to  be  cognizant  of  the  ]x)s- 
sibilities  of  renal  hypertension  and  to  have  no 
hesitancy  in  recommending  adeejuate  eval- 
uation. 
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Frederick  B.  Berry,  M.D. 


H EAR!  BLOCK,  OR  ATRIAL-VENTRICLI.AR  dissocia- 
tion, is  seen  somewhat  more  Irequently  both  be- 
cause of  its  appearance  as  a secjuel  to  the  repair 
of  ventricidar  septal  defects  which  are  now  being 
repaired  in  large  numbers  and  because  of  its  ap- 
pearance as  a complication  of  coronary  heart 
disease,  which  is  also  on  the  increase  because  of 
the  larger  population  and  the  higher  average  age 
ol  the  population.  In  about  ^ of  the  patients 
with  heart-block  coronary  heart  disease  is  the 
etological  factor.  This  may  be  associated  with 
actual  past  or  fresh  infarction  or  with  hyperten- 
sion. Congenital  heart-block  accounts  for  but 
a very  small  percentage  of  the  patients  and  surgi- 
cal heart-block  is  the  kind  most  commonly  .seen 
on  surgical  .services.  The  average  survival  time 
of  patients  with  coronary  heart  tlisease  compli- 
cated by  heart-block  is  about  thirty  months  (1). 

I'he  symptoms  of  heart  block  Aary  witlely  from 
the  experience  of  many  patients  with  congeni- 
tal heart-block  who  have  no  interference  in  their 
li\es  whatsoever  to  patients  who  are  absolutely 
bed  ridden  because  of  frequent  syncopal  attacks 
when  they  attempt  to  do  so  much  as  sit  up.  Syn- 
copal attacks  have  long  been  recognized  as  the 
classic  manifestation  of  heart-block.  The  syn- 


copal attacks  often  are  infrequent  but  in  some 
people  they  can  be  so  numerous  as  to  be  totally 
disabling.  These  attacks  are  related  to  periods  of 
cerebral  ischemia  brought  on  by  asystole  of 
brief  duration.  In  the  erect  position  a brief 
asystole  results  in  the  head  being  virtually  emp- 
tied of  blood.  ,\n  attack  may  terminate  in  sud- 
den death.  Congestive  failure  is  related  to  the 
slow  ventricular  rate,  which  despite  an  increased 
stroke  volume,  often  results  in  greatly  reduced 
total  cardiac  output.  This  may  be  greatly  ag- 
gravated by  valvular  lesions  (2).  In  these  patients 
the  usual  cardiac  reagents  are  often  of  little  or 
of  limited  effectiveness. 

Both  the  steroids  and  isoproterenol  have  been 
successfully  used,  but  despite  these  tw’o,  the  medi- 
cal treatment  of  severe  grades  of  heart-block  is 
unsatisfactory.  Therefore,  a great  deal  of  inter- 
est has  been  focused  upon  the  development  of 
artificial  pacemakers  to  be  used  for  a relatively 
long  period  of  time.  Although  external  electrodes 
can  be  planted  on  each  side  of  the  chest,  a cur- 
rent passed  between  them,  and  the  heartbeat  very 
satisfactorily  regulated  thereby,  this  method  is 
much  too  unpleasant  and  clumsey  for  prolonged 
use.  Lillebei  (3)  reported  the  use  of  a Teflon 
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(oatctl  wire  lim  ied  tlirec  tly  into  the  eartliae  miis- 
( le  anti  brought  out  ihrougli  the  skin  with  a sec- 
ond iudiftereut  electrode  planted  subcutaneous- 
ly, the  two  wires  then  being  connected  to  a 
transistorized  jraceinaker.  It  was  soon  lound  that 
inonolilanient  wire  tjuickly  broke  tine  to  the  con- 
stant beating  ol  the  heart  but  with  the  use  of 
braided  wire  the  electrode  could  be  made  to  last 
much  longer,  actually  lor  a period  of  several 
months.  However,  eventually  the  wire  breaks  or 
infection  brought  in  through  the  wire  to  its  point 
of  implantation  destroys  the  pacemaking  activity 
of  the  mechanical  unit.  Glenn  and  Abrams^'  ^ 
have  devised  totally  internal  units  in  which  the 
myocardial  and  the  indifferent  electrode  are 
passed  to  an  induction  coil  or  a tuned  circuit 
which  is  buried  beneath  the  skin  and  the  pace- 
maker is  led  to  a second  induction  coil  lying  just 
over  the  internal  one.  In  this  fashion  the  percu- 
taneous route  for  infection  is  closed.  However, 
no  long  term  followup  was  reported  on  their  pa- 
tients and  whether  the  method  as  presently  car- 
ried out  is  suitable  for  long  term  usage  is  as  yet 
undetermined.  Medtronic,  Inc.  lists  in  its  cata- 
log a small  transistorized  pacemaker  covered  with 
Teflon  which  is  designed  to  be  buried  subcutan- 
eously. It  runs  on  long-life  batteries  w’hich  need 
be  changed  but  once  or  twice  a year.  \Vith  all  of 
the  long  term  units,  horvever,  wire  breakage  from 
fatigue  continues  to  be  a major  problem  after 
the  unit  has  been  in  operation  for  some  months. 

Furman®  has  reported  an  intracavitary  elec- 
trode consisting  of  a wire  imbedded  in  a non- 
conducting plastic  with  an  electrode  tip.  This 
wire  is  alxmt  the  length  and  size  of  a small  cardiac 
catheter  and  is  passed  through  a peripheral  vein 
into  the  right  ventricle  in  much  the  same  fash- 


ion as  a (atheter  is  pas.sed  in  cardiac  catheteriza- 
tion. I'liis  unit  has  been  rather  successful  for 
use  in  periods  from  b months  to  a year,  is  very 
easy  to  (any  out  in  very  sick  and  debilitated  peo- 
ple as  only  a small  skin  incision  is  needed,  the 
catheter  being  passed  under  flm^roscopic  control. 
It,  however,  retjuires  stjine  degree  of  supervision 
in  that  the  patients  are  kept  (jn  long  term  anti- 
coagulants. 

Despite  the  limitations  of  the  various  units 
now  available,  the  mechanical  pacemakers  are 
an  enormous  benefit  to  patients  crippled  by  heart- 
block.  In  some  patients  only  intermittent  artifi- 
cial pacemaking  is  necessary.  Others  need  the 
pacemaker  continuously.  AVhatever  the  defects 
of  the  system,  even  the  artificial  pacemakers 
available  today,  afford  the  patients  the  only  real 
help  that  is  available  to  them.  In  some  patients 
truly  long  term  control  of  cardiac  rate  ranging 
for  periods  of  over  a year,  will  be  achieved. 
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J.1IE  REc;<)GMTK)N;,  PRE\’ENTioN  rikI  trcatmeiil 
()1  toxicity  clue  to  the  various  digitalis  prejtara- 
tioiis  constitute  some  ol  the  major  clinical  prob- 
lems ol  the  present  time.  Severe  toxicity  is  stated 
to  be  more  common  than  in  the  past  rvith  more 
patients  receiving  the  drug  in  larger  doses  that 
are  more  rapidly  administered.  Unusual  individ- 
ual variations  in  tolerance  to  digitalis  account  lor 
a small  but  important  per  cent  of  the  tcatal.  It  is 
the  jnirpose  of  this  report  to  review  recent  publi- 
cations on  this  subject  and  to  focus  attention  on 
cardiac  arrhythmias  seen  in  patients  with  digi- 
talis toxicity  in  the  absence  of  extracardiac  symp- 
toms. d'he  relationship  of  this  problem  to  the 
use  of  oral  diuretics  over  long  periods  of  time 
will  be  discussed.  It  has  been  suggested  that  dif- 
ferences do  exist  between  toxic  potentialities  of 
different  digitalis  preparations  but  thus  far  this 
rem a i n s con  t ro^’ersi a 1 . 

Predisposing  Conditions 

Diuretics 

It  has  long  been  known  that  digitalis  toxicity 
may  develop  when  hypokalemia  follows  mercurial 
diuresis.-  The  untoward  effects  of  chlorothiazide 
and  its  analogues  are  less  well  known.  Chlorothia- 


zide is  a potent,  orally  effective,  nonmercurial 
diuretic  agent.  It  is  a substituted  benzothiadi- 
zine  compound  with  a free  sulfonamide  group 
which  was  synthesized  in  1957  by  Novello  and 
Sprague.  One  important  effect  is  increased  ex- 
cretion of  potassium  with  hypokalemia.  This 
may  occur  in  the  absence  of  marked  diuresis  or 
excessive  dosages  of  the  drug.  Hypokalemia  in 
turn  may  potentiate  the  toxic  effects  of  digitalis 
on  the  heart.  In  advanced  states  of  disease  with 
impaired  glomerular  filtration  and  decreased  so- 
dium loatl  to  the  renal  tubules,  despite  maximal 
tubular  interference  by  a potent  drug,  almost  all 
of  the  sodium  presented  may  be  reabsorbed  and 
significant  diuresis  not  occur.  Some  patients  are 
more  responsive  to  the  kaliuretic  effect  of  chloro- 
thiazide than  are  others.  If  sodium  is  retained,  as 
noted  above,  or  not  readily  available  for  excre- 
tion, as  in  rigid  dietary  restriction,  potassium  or 
other  cations  may  be  depleted.  Low  potassium 
levels  may  appear  unexpectedly  in  some  individ- 
uals even  in  the  absence  of  a marked  diuresis  or 
large  doses  of  the  diuretic,  suggesting  a selective 
increase  in  excretion. 

Those  patients  receiving  digitalis  and  who  re- 
quire dosages  of  chlorothiazide  greater  than  one 
gram  daily,  should  be  carefully  followed  for  evi- 
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(Iciuc  <)l  digitalis  toxicity.  'I'lici ajK'utic  dosages 
o!  ehlorothia/ide  not  ac conipaiiied  by  an  edec  tivc 
response  should  not  be  maintained  because  ol 
continued  electrolyte  excretion.  Dosages  over  two 
grains  daih  usual ly  have  no  greater  diuretic  el- 
lect.  Paracentesis,  nasogastric  suction  and  com- 
plications ol  vomiting  and  diarrhea,  should  be 
taken  into  account  il  diuretics  must  be  given. 

Advanced  Age  and  Cardiac  Disease 

I hese  conditions  are  reported  to  increase  sus- 
ceptibility to  digitalis.  In  the  presence  ol  severe 
myocardial  involvement  the  therapeutic/ toxic 
ratio  ol  the  drug  may  diminish  to  the  point  that 
digitalis  can  no  longer  be  used  ellectively.  The 
irritable  myocardium  has  an  increased  suscepti- 
bility to  the  toxic  ellects  ol  digitalis  as  seen  in 
rheumatic  as  tvell  as  other  lorms  ol  myocarditis, 
(iood  thera|)eutic  results  can  be  obtained,  how- 
ever. with  cautious  use  ol  the  drug.  Frequent  elec- 
trocardiograms are  necessary  since,  es])ecially  in 
the  aged,  cardiac  arrhythmias  may  be  the  only 
manilestation  ol  toxicity. 

Errors  of  Administration 

Single  dose  digitali/ation  and  the  use  ol  in- 
creasing dosage  rates,  rather  than  gi\ing  the  larg- 
est dose  lirst  and  then  decreasing,  may  cause  digi- 
talis toxicity.  Plating  on  “maintenance  dosage” 
without  adequate  follow  up  is  a fretjuent  cause 
of  difficulty.  Digitalis  retpiircments  of  individ- 
uals vary  and  tho.se  patients  placed  on  a fixed 
daily  dose  may  slowly  become  toxic  or,  il  the  tlos- 
age  is  inadetjuate,  slowly  escape  from  an  effec- 
tively digitalized  state.  Careful  evaluation  is 
usually  necessary  to  determine  which  of  these 
two  states  exist. 

Myocardial  Infarction 

.After  experimental  coronary  artery  ligation 
in  dogs,  Bellet  and  Associates  found  23%  less 
digitalis  was  required  to  jjroduce  death. ^ The 
applicability  of  this  data  to  humans  has  been 
(piestioned  by  Boyer,  who  administered  digitalis 
to  50  consecutive  patients  with  acute  myocardial 
infarction  and  concluded  that  fear  of  using  digi- 
talis in  acute  infarction  is  not  justified.'’  Others 
report  increased  sensitivity  to  the  drug  and  Fried- 
berg''  is  of  the  opinion  that  digitalis  should  not 
be  given  in  acute  myocardial  infarction  unless 
gross  cardiac  failure  necessitates  its  use.  In  these 
circumstances  digitalization  should  be  slow  and 


cautious,  avoiding  the  use  of  parenteral  jnejiara- 
tiotis  il  possible. 

Cor  Pulmonale 

Baum  reported  a high  incidence  ol  digitalis 
toxicity  in  cor  pulmonale.'  It  has  been  noted  that 
attempts  to  slow  sinus  tachycardia  .secondary  to 
the  pulmonary  disease  may  result  in  use  ol  ex- 
cessive dosage.  I'his  is  probably  similar  to  the 
triad  of  tachycardia,  digitalis  toxicity  and 
mercurial-fast  edema  seen  in  patients  with  multi- 
ple  pulmonary  emboli. 

Renal  and  Thyroid  Disease 

No  increase  in  toxicity  is  noted  except  in  renal 
shutdown,  oi  as  the  result  of  renal  potassium 
wasting.  Hypothyroidism  and  liver  disease  have 
been  associated  with  increased  sensitivity  but 
evidence  for  this  is  meager. 

Wolff-Parkinson-White  Syndrome 

I'his  condition  may  also  jnedispose  to  digitalis 
toxicity.  In  patients  with  atrial  librillation  ac- 
companied by  anomalous  excitation,  the  ventricu- 
lar rate  can  not  be  controlled  with  digitalis,  and 
the  tendency  is  to  give  increasing  amoimts  ol  digi- 
talis. I'his  condition  should  be  kejit  in  mind  in 
patients  with  atrial  fibrillation  with  abnormally 
prolonged  ()RS  complexes.'*-  " 

Extracardiac  Manifestations  of  Toxicity 

1.  (bistro- intestinal  symjjtoms  are  most  Ire- 
ipient;  these  include  anorexia,  nausea,  vomiting 
or,  occasionally,  diarrhea.  .Symptoms  appearing 
within  one  or  two  hours  after  an  oral  dose  are 
usuallv  due  to  local  gastro-intestinal  irritation 
and  need  not  be  confused  with  true  toxicity. 

2.  Vhsual  disturbances,  such  as  “snow”  or  yel- 
low vision,  are  not  often  primary  symptoms,  but 
their  presence  may  be  elicited  on  (|uestioning. 

3.  Neurologic  symptoms  are  occasionally  ob- 
served, especially  headache  or  neuralgias  of  the 
face  and  upper  extremities. 

4.  variety  of  vague  symptoms  may  be  mani- 
fest, especially  in  the  aged  or  debilitated.  I'hese 
include  general  weakness,  lassitude,  iirsomnia, 
and  irritability. 

5.  True  idiosyncrasy  to  the  drug  is  very  rare: 
thrombocytopenic  purpura  has  been  described.'* 

Premature  Beats 

Premature  beats  represent  the  commonest  digi- 
talis-induced cardiac  disturbance.'’  These  are 
characteristically  ventricular  in  form  and  much 
less  frequently  atrial  or  nodal.  Premature  ven- 
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tiiciilai  contractions  may  l)e  of  constant  or  vari- 
able configuration:  the  latter  are  due  usually  to 
diffuse  ectopic  foci.  Bigeminal  rhythm,  or  occa- 
sionally trigeminal,  is  a characteristic  of  prema- 
ture ventricular  contractions  caused  by  digitalis. 
1 hey  may  be  a warning  of  imminent  ventricular 
tachycardia  and  possibly  of  ventricular  fibrilla- 
tion. Jt  is  important  to  remember  that  premature 
beats  may  occur  in  congestive  failure  without  digi- 
talis and  disajjjx'ar  upon  administration  of  the 
thug.  Usually  it  can  be  establishetl  whether  they 
are  due  to  digitalis  by  careful  determination  of 
the  dose  receivetl  and  other  evidence  of  toxicity. 
If  uncertain,  there  is  usually  minimal  risk  in  dis- 
continuing the  drug  long  enough  to  determine 
the  causative  factor. 


is  responsible  for  a relatively  small  percentage  of 
ventricular  tachycartlia  associated  with  acute  or 
old  infarction.  Ciases  of  bidirectional,  alternating 
ventricular  tachycardia  are  almost  always  caused 
by  digitalis  toxicity.  Underlying  myocardial  dam- 
age may  be  an  important  predisposing  factor. 
In  \’entricular  tachycardia,  if  digitalis  has  been 
atlministered,  it  should  be  immediately  discontin- 
ued because  of  the  danger  of  ventricular  fibrilla- 
tion. In  prolonged  ventricular  tachycardia  in 
which  other  measures  ha\e  failed,  it  may  be  neces- 
sary to  resort  to  the  use  ol  digitalis.  Such  instances 
are  very  rare. 

Atrioventricular  Block 

\\’ith  severe  overdigitalization  complete  heart 
block  may  occur  as  indicated  by  a slow,  regular 


Rate:  Atrial— 43/min.,  ventricular-approx.  180/min.  QRS-prolonged— varies. 
Interpretation:  Abnormal.  Bidirectional  ventricular  tachycardia.  This  represents 
definite  evidence  of  digitalis  toxicity. 


Ventricular  Tachycardia 

\entritular  tathycardia  is  not  uncommonly  in- 
duced by  digitalis  intoxication  and  is  considered 
to  be  an  extension  ol  the  mechanism  responsible 
for  jrremature  ventricular  contractions.  Digitalis 


rhythm.  First  degree  av  block  is  the  most  com- 
mon form  of  heart  block  noted.  In  first  degree 
block  not  due  to  digitalis  there  is  apparently  no 
contraindication  if  the  drug  is  required  for  con- 
gestive failure.  These  patients  should  be  watched 
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( loscly  loi  (Icvclopmc'iu  ol  complete  heart  bloc  k. 
Ill  patients  with  complete  heart  block  ;mcl  slow 
\eiitricnlai  late  it  is  unlikely  that  digitalis  will 
help. 

.\ti  io\  entric  nlar  dissoc  iation  is  an  occ  asional 
manilestation  ol  digitalis  toxicity.  This  arrhyth- 
mia has  been  delitied  as  one  in  which  the  ven- 
tricles respond  to  one  pacemaker  and  the  atria 
to  a dillerent  pacemaker.  It  is  prelerable  to  re- 


late being  l()0  to  200  per  minute.  Iksnally  there 
is  a two  to  one  or  variable  ventricnlai  response  as 
in  atrial  llntter.  However,  the  atrial  rate  is 
itsitally  lastet  in  llntter  (over  200)  and  the  j)  wave 
is  nsiially  inverted  in  leads  I I and  III.  Potassium 
will  usually  abolish  the  arrhythmia  il  clue  to  digi- 
talis but  will  not  allect  atrial  flutter,  riiis  is  an 
important  arrhythmia  because  it  indicates  seri- 
ous digitalis  intoxication  and  is  often  mistaken 


Rate:  Atrial  — 260;  ventricular  — 1 30;  rhythm  — Atrial  tachycardia  with  2:1  block. 
Interpretation:  Abnormal.  P waves  abnormal  in  direction,  P-P  interval  .23,  R-R 
interval  46.  Non-specific  RS-T,  T changes.  Paroxysmal  atrial  tachycardia  with  2:1  block. 

Comment:  Commonly  interpreted  as  atrial  flutter  or  supraventricular  arrhythmia 
requiring  more  digitalis  when  the  tracing  actually  represents  severe  digitalis  toxicity. 


strict  the  term  atriovenlricular  dissociation  to 
cases  in  which  the  av  node  controls  ventricular 
contractions  at  a rate  which  is  slightly  more  rapid 
than  that  of  the  sinus  [lacemaker  controlling  the 
atria. 

Paroxysmal  Tachycardia  With  Block 

The  irequency  of  this  arrhythmia  is  difficult  to 
estimate  because  different  reports  have  not  en- 
tirely agreed  on  the  incidence.  It  is  characterized 
by  ectopic  atrial  tachycardia  with  the  usual  atrial 


lor  atrial  arrhythmias  which  reijuire  more  digi- 
talis. (iontintied  atlministration  or  increase  in  the 
dosage  ol  the  dtug  could  cause  death. 

Effects  of  Digitalis  in  Atrial  Fibrillation 

In  theiapeutic  doses  digitalis  slows  sentricular 
rate  to  the  normal  range  but  with  toxic  dosage 
slowing  may  become  marked  as  a result  of  high 
degree  of  atriox  entric  ular  block.  Increased  ven- 
triculat  late  in  atrial  librillation  ma\  be  noted 
following  administration  ol  a mercurial  diuretic, 
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suggesting  that  potassium  depletion  precipitated 
the  disturbance.  The  rate  may  rise  to  160  to  200 
per  minute  and  digitalis  is  likely  to  be  increased 
when  it  should  be  stopped.  Atrial  fibrillation  per 
se  is  an  uncommon  manifestation  of  digitalis 
toxicity  in  patients  with  previous  sinus  rhythm 
and  atrial  flutter  is  even  more  uncommon. 

Bundle  Branch  Block 

Bundle  branch  block  and  intraventricular  con- 
duction disturbances  are  reported  to  be  rarely  if 
ever  due  to  digitalis. ’- 

Digitalis  and  Electrolytes 

Potassium 

Administration  of  potassium  has  been  noted 
to  protect  the  heart  against  digitalis  induced 
arrhythmias.  This  effect  of  potassium  apparently 
does  not  interfere  w'ith  the  therapeutic  action  of 
digitalis.  Investigators  studying  the  isolated  per- 
fused heart  reported  that  while  potassium  pre- 
vents toxic  effects,  it  will  not  block  the  increase 
in  contractility  resulting  from  the  addition  of 
ouabain. i-’  It  is  important  to  know  whether  or 
not  potassium  alters  both  the  lethal  and  the  toxic 
thresholds  to  digitalis.  If  this  w'as  not  true,  the  use 
of  potassium  would  merely  abolish  the  warning 
signs  of  an  impending  lethal  overdose  of  digitalis. 
Experiments  in  dogs  indicate  that  40%  more  digi- 
talis is  required  for  lethal  action  in  animals  re- 
ceiving potassium  than  in  those  not  receiving  po- 
tassium.’^ Ventricular  ectopic  beats,  regardless 
of  the  cause,  can  frequently  be  eliminated  by  the 
administration  of  potassium.  Studies  of  the  action 
of  digitalis  in  the  presence  of  potassium  deficit 
suggest  a physiologic  as  well  as  pharmacologic 
relation. 

Depletion  of  body  potassium  stores  will  sensi- 
tize the  myocardium  to  the  toxic  action  of  digi- 
talis. It  seems  apparent  that  the  post-diuretic 
syndrome  of  digitalis  toxicity  represents  a state 
of  increased  myocardial  sensitivity  to  the  toxic 
properties  of  digitalis  due  to  potassium  loss.  This 
is  verified  by  the  observation  that  toxic  symptoms 
occur  only  when  significant  losses  of  potassium 
accomjjany  the  diuresis  and  do  not  occur  when 
potassium  losses  are  replaced.  The  tendency 
to  potassium  loss  is  also  enhanced  by  prolonged 
and  rigid  restriction  of  salt  intake.  When 
sodium  is  in  short  supply  the  renal  tubular 
cells  secrete  potassium  and  hydrogen  ions  in  ex- 
change for  sodium  ions  in  the  tubular  urine. 


After  long  continued  diuretic  therapy  such  loss 
of  potassium  may  lead  to  hypochloremic  and 
hypokalemic  alkalosis.  Potassium  losses  are  fur- 
ther enhanced  by  the  administration  of  ammon- 
ium chloride  given  to  potentiate  mercurial 
diuretics.  In  the  majority  of  patients  the  loss  of 
potassium  is  from  the  great  mass  of  intracellular 
potassium  and  cannot  be  detected  by  determining 
the  serum  level,  which  is  often  normal  or  elevated 
despite  bodily  depletion.  Toxic  doses  of  digitalis 
interfere  with  the  disposition  of  potassium  within 
the  body. 

Administration  of  potassium  to  patients  with 
advanced  heart  failure  exhibiting  digitalis  intoxi- 
cation may  cause  serious  hyperkalemia.  The  ex- 
planation of  this  has  been  said  to  be  due  to  release 
of  potassium  by  the  liver’  ’ and  interference  with 
its  uptake  by  skeletal  muscle  when  under  the  in- 
fluence of  digitalis.  Thus  treatment  with  potas- 
sium while  essential  may  carry  special  hazards  in 
this  group. 

Calcium 

Calcium  and  digitalis  have  been  found  to  have 
similar  actions  regarding  both  the  contractility 
and  excitability  of  heart  muscle.  It  has  been  con- 
cluded, however,  that  in  the  intact  animal  a 
calcium-digitalis  synergism  on  cardiac  excitability 
cannot  be  demonstrated.  Also  unanswered  is  the 
question  of  whether  or  not  calcium-digitalis 
synergism  exists  in  the  jiresence  of  heart  failure. 
In  recent  experiments  with  dogs  it  was  found  that 
sustained  reduction  of  serum  calcium  with  a 
chelating  agent  doubled  the  dose  of  acetyl  stro- 
phanthidin required  to  produce  ventricular  ar- 
rhythmias.’” Another  effect  of  rapidly  lowering 
serum  calcium  is  hypotension  with  reduction  of 
the  cardiac  output  which  if  uncorrected  will  pro- 
duce shock  followed  by  death. 

Magnesium 

Magnesium  exerts  an  anti-arrhythmic  effect  on 
the  myocardium  and  can  abolish  transiently  digi- 
talis induced  arrhythmias.  When  the  body  is 
chronically  depleted  of  magnesium  by  dietary  de- 
ficiency of  this  ion,  the  heart  becomes  sensitized 
to  the  toxic  action  of  digitalis.” 

Treatment 

Discontinuing  Administration  of  Digitalis 

It  will  usually  be  necessary  to  immediately 
stop  giving  the  drug  once  digitalis  toxicity  has 
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been  diagnosed.  In  one  series  repoi  led,  toxic  symp- 
toms due  to  digitoxin  disappeared  at  an  average 
time  ol  9 days  alter  the  drug  was  discontinued.*'* 
riie  average  time  lor  disappearance  ol  symptoms 
in  patients  receiving  digitoxin  was  two  or  three 
days.  Both  groups  ol  jKitients  receivetl  oral  ]}o- 
tassium  therapy.  Symptoms  ol  toxicity  with 
digitoxin  may  persist  up  to  seven  days  but  il  noted 
alter  this,  cause  other  titan  digitalis  toxicity 
shoukl  be  looked  lor. 

Potassium 

If  no  evidence  of  hyperkalemia  is  present  po- 
tassium can  be  given  orally  as  chloride  or  citrate 
with  an  acceptable  dosage  schedule  being  4 grams 
initially,  followed  by  2 grams  hourly  for  two 
hours  (total  of  8 grams).  This  medication  can 
also  be  given  intravenously:  the  standard  prepara- 
tion contains  KCl,  3 grams  (13MEq.  jter  gm.) 
in  20  cc.  of  water.  This  solution  can  be  diluted 
to  500  cc.  with  5%  glucose/water  and  be  adminis- 
tered at  a maximum  rate  of  5 cc.  per  minute 
(Approx.  25  MEq.  hour)  until  a total  of  6.0 
grams  ha^e  been  given.  These  dosages  shoidd 
not  be  exceeded  in  the  first  six  hours  unless  se- 
vere potassium  depletion  is  known  to  be  present.^’’ 

A dangerous  aspect  of  potassium  therapy  is  un- 
due reliance  on  the  safety  of  its  oral  route  of  ad- 
ministration. Impaired  urinary  excretion  of  a 
single  oral  loading  dose  of  KCi.  in  patients  with 
congestive  heart  failure  has  been  reported.-"  Oral 
administration  of  KCi.  has  been  followed  by 
latal  potassium  intoxication.  Some  patients  with 
measured  daily  urinary  output  exceeding  1,300 
cc.  developed  severe  electrocardiographic  mani- 
lestations  of  potassium  toxicity  with  markedly 
elevated  serum  potassium  levels  after  four  to  five 
days  of  potassium  therapy.-*  Intravenously  ad- 
ministered potassium  when  given  should,  in  the 
opinion  of  many,  be  administered  under  contin- 
uous electrocardiographic  control. 

Procaine  Amide  and  Quinidine 

The  use  of  these  drugs  in  the  treatment  of 
cardiac  arrhythmias  tine  to  digitalis  is  tliscussed 
in  standard  textbooks  and  in  an  excellent  review 
by  Cohen.  Since  his  review  more  information  re- 
garding the  mode  of  action  of  the  drugs  has  been 
obtained.  Both  have  been  found  to  influence  po- 
ta.ssium  flux  across  the  myocardial  cell  membrane 
resulting  in  a net  increase  in  myocardial  potas- 
sium content. 


Potassium,  procaine  amide,  and  ()uinidine  arc 
myocardial  depressants,  and  all  may  produce 
serious  and  long  lasting  toxic  effects.  If  severe 
hyperkalemia,  procaine  amide  or  quinidine  pois- 
oning develops  during  the  treatment  of  digitalis 
toxicity  the  use  of  intravenous  molar  sodium  lac- 
tate has  been  re]iorted  to  be  of  value  in  counter- 
acting myocardial  depression. -- 

Chela TING  Agents 

A chelate  can  be  defined  as  a chemical  com- 
pound formed  between  a metallic  ion  and  a mole- 
cule having  two  neighboring  groups  capable  of 
simultaneously  combining  with  a metal  to  form 
a ring  structure.  Some  of  these  compounds  such 
as  trisodium  ethy  lened  iamine  tetraacetate 
(Na.^EDTA)  have  a preferential  affinity  in  the 
binding  of  calcium.  Since  it  is  known  that  cal- 
cium plays  a prominent  role  in  perpetuating 
cardiac  arrhythmias  and  mimics  digitalis  in  many 
ways,  it  was  thought  that  if  ioni/.ed  calcium  could 
be  decreased,  digitalis  effect  might  afso  be  dimin- 
ished. In  one  series  reported  Na.,EDTA  was 
effective  in  treating  arrhythmias  in  most  digitalis 
intoxicated  patients,  but  was  unreliable  in  the 
treatment  of  airhythmias  due  to  other  causes. 
Complications  have  included  tetany  in  one  pa- 
tient, who  died  of  irreversible  ventricular  fibril- 
lation when  intravenous  calcium  was  given.-*’ 
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ABSTRACTS 


“Lipoclirotne”  Hepatosis  without  Jaundices  Var- 
iant of  Dubin-folinson  Syndrome— E.  R.  Burka, 
I.  B.  Brick,  and  H.  R.  W'olfe 
Amer  J Med  Sci— Vol.  242:746  (Dec.)  1961 
case  is  reported  in  which  hepatic  pigmenta- 
tion, pathognomonic  ol  the  Dubin-Johnson  syn- 
drome, was  lonnd,  but  the  patient  never  had 
clinical  or  biochemical  evidence  ot  hyperbili- 
rubinemia. The  (tnly  clinical  evidence  of  liver 
disease  in  this  case  was  a moderate  hepatomegaly, 
and  the  only  abnormal  liver  function  test  was 
retention  of  bromsulfalein  dye.  There  was  no 
family  history  of  chronic  jaundice.  Cholecystog- 
raphy was  normal.  In  the  previous  cases  of  the 
Dubin-Johnson  syndrome  chronic  or  recurring 
jaundice  has  always  been  present  in  the  patients, 
however,  there  have  been  reportetl  cases  of  con- 
jugated hyperbilirubinemia  wdthout  pigmenta- 
tion in  the  liver.  It  is  suggested  that  this  case,  as 
well  as  those  previously  described  with  conju- 
gated hyperbilirubinemia  without  hepatic  pig- 
mentation, represents  a variant  of  the  hepatic 
excretory  abnormalities  characteristic  of  the 
Dubin-}ohn.son  syndrome.  Apparently,  the  syn- 
drome exists  as  a spectrum  of  excretory  abnor- 


malities, either  separately  determined  but  closely 
linked,  or  it  exists  in  many  partial  and  incom- 
plete forms. 

Clinical  Course  in  250  Gastric  Ulcer  Patients— 
D.  A.  DeLaurentis  and  G.  P.  Rosemond 
Arch  Surg— Vol.  83:674  (Nov.)  1961 
in  order  to  make  an  intelligent  decision  in  the 
management  of  future  patients,  a 10-year  review 
of  250  consecutive  patients  with  gastric  ulcer  was 
undertaken.  Twelve  patients  proved  to  have  a 
“malignantulcer.”  During  this  same  period,  there 
were  301  proven  gastric  malignancies.  Conse- 
quently, a clinically  benign  gastric  ulcer  which 
proved  to  be  malignant,  accounted  for  a small 
fragment  (4%)  of  gastric  cancer.  A 2-  to  12-year 
follow-up  study  on  72  non-operated  patients  re- 
vealed that  22  were  asymptomatic.  Thirty-six 
patients  were  symptomatic  and  approximately 
half  of  these  required  subsecpient  surgery.  Seven 
died  of  unrelated  causes,  4 died  of  unknown 
causes.  2 died  of  massive  ulcer  hemorrhage,  and  1 
tiled  of  probable  gastric  cancer.  Resection  should 
be  carried  out  in  the  majority  of  gastric  ulcers, 
even  if  its  malignant  potential  is  ignored. 
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ELECTROCARDIOGRAM  OF  THE  MONTH 


WHAT  IS  YOUR  INTERPRETATION? 

AGE:  47  SEX:  F BUILD:  SLENDER  BLOOD  PRESSURE:  170/110 
MEDICATION:  None 

HISTORY:  Shortness  of  breath  on  exertion. 

Answer  on  Page  353 
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Can  we  measure  the 
patient’s  comfort? 

The  physician  can  measure  the  basal  metabolic  rate  by  means  of  oxygen  consump- 
tion. But  he  has  no  instrument— no  objective  test— for  measuring  comfort. 

For  this,  he  must  depend  upon  his  own  powers  of  observation  and  the  patient’s 
own  description  of  how  he  feels. 

Because  these  are,  admittedly,  subjective  criteria,  the  validity  of  results  hinges 
entirely  on  the  experience  and  objectivity  of  the  investigators  involved. 

Such  well-qualified  clinicians  have  reported  that  a new  corticosteroid  developed 
in  the  research  laboratories  of  Upjohn  actually  raises  the  level  of  relief  obtainable 
with  this  type  of  therapy. 

This  difference  cannot  be  “proved.”  It  must  be  seen.  And  the  only  practical  way 
: for  you  to  do  this  is  to  evaluate  this  new  drug  critically  in  your  own  practice.  Please 
[ do,  at  your  first  opportunity.  We  are  confident  that  you  will  be  glad  you  did. 


The  new  corticosteroid 
from 

Upjohn  research 


Each  tablet  contains  Alphadrol  (fluprednisolone)  0.75  mg.  or  1.5  mg. 
Supplied  in  bottles  of  25  and  100. 


The  anti-inflammatory  activity  of  Alphadrol  is  comparable  to  the  best  effects 
obtained  in  current  practice.  Results  obtained  with  Alphadrol  have  been  such  as  to 
warrant  classifying  it  among  the  most  efficient  steroids  now  available. 

More  than  twice  as  potent  as  prednisolone,  Alphadrol  exhibits  no  new  or  bizarre 
side  effects.  Salt  retention,  edema  or  hypertension,  potassium  loss,  anorexia,  muscle 
weakness  or  muscle  wasting,  excessive  appetite,  abdominal  cramping,  or  increased 
abdominal  girth  have  not  been  a problem. 


Indications  and  effects 

The  benefits  of  Alphadrol  (anti-inflammatory,  antiallergic,  anti- 
rheumatic,  antileukemic,  antihemolytic)  are  indicated  in  acute  rheu- 
I matic  carditis,  rheumatoid  arthritis,  asthma,  hay  fever  and  allergic 
disorders,  dermatoses,  blood  dyscrasias,  and  ocular  inflammatory 
disease  involving  the  posterior  segment. 

Precautions  and  contraindications 

Patients  on  Alphadrol  will  usually  experience  dramatic  relief  without 
developing  such  possible  steroid  side  effects  as  gastrointestinal  in- 


tolerance, weight  gain  or  weight  loss,  edema,  hypertension,  acne  or 
emotional  imbalance. 

As  in  all  corticotherapy,  however,  there  are  certain  precautions 
to  be  observed.  The  presence  of  diabetes,  osteoporosis,  chronic  psy- 
chotic reactions,  predisposition  to  thrombophlebitis,  hypertension, 
congestive  heart  failure,  renal  insufficiency,  or  active  tuberculosis 
necessitates  careful  control  in  the  use  of  steroids.  Like  all  corti- 
costeroids, Alphadrol  is  contraindicated  in  patients  with  arrested 
tuberculosis,  peptic  ulcer,  acute  psychoses,  Cushing’s  syndrome, 
herpes  simplex  keratitis,  vaccinia,  or  varicella. 


^Copyright  1962,  The  Upiohn  Company 
T.ademark,  Reg.  U.S.  Pat.  Off. 
February,  1962 


The  Upjohn  Company 
Kalamazoo,  Michigan 
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PUBLIC  HEALTH 


AT  A GLANCE 


REPORT  OF  FIRST  FOUR  YEARS  OF  OPERATION  OF  THE 
ARKANSAS  CHILD  DEVELOPMENT  CENTER 


1 he  Arkansas  Cliilcl  Development  Center,  an 
evaluation  center  lor  children  suspected  ol  be- 
ing mentally  retarded,  has  been  in  operation 
since  the  summer  ol  1957.  The  Center  is  set  ujj 
to  provide  medical,  psychological,  and  social 
diagnostic  evaluations  and  parent  counseling, 
play  therapy,  and  lollow-up  contacts  as  indicated 
lor  these  children.  I'he  Center  is  administered  by 
the  Maternal  and  Chikl  Health  Division  ol  the 
State  Board  ol  Health  and  is  supported  entirely 
by  a Special  Project  Crant  Irom  the  Children's 
Bureau.  No  charges  are  made  lor  services  at  the 
Center.  Medical  treatment  is  not  provided  by 
the  Center.  When  medical  treatment  seems  indi- 
cated the  child  is  relerred  to  his  physician.  The 
Center  has  been  working  with  private  physicians 
on  medications,  particidarly  those  uselul  lor  be 
havior  control.  Because  ol  the  importance  ol 
early  diagnosis  and  early  developmental  evalua- 
tions to  parents  and  j^rolessional  personnel  work- 
ing with  such  children,  priority  is  given  to  the 
preschool  and  young  school  age  children  up  to 
7 years  ol  age.  Older  children  are  seen  when  possi- 
ble, particularly  il  these  children  are  ]>resenting 
special  jjroblems  and  psychological  testing  is  im- 
portant to  prolessional  personnel  and  agencies 
working  with  them. 

Routinely,  the  child  and  his  j:)arents  are  seen 
by  the  psychologist,  medical  social  worker,  and 
pediatrician.  At  the  time  the  child  and  his  lamily 
are  seen,  rejrorts  are  available  Irom  the  agencies 
and  prolessional  personnel  who  have  been  eat- 
ing lot  the  child.  Followittg  these  contacts,  there 


is  a stall  ttteetitig  to  discuss  the  case  atid  plan 
coutiseling  and  lollow-up.  The  interpretive  in- 
terview is  ustially  given  to  the  parents  oti  the  day 
ol  evaluatioti.  11  more  itilortttation  is  tieeded,  a 
preliminary  report  is  given  atid  platis  matle  to 
arrange  lor  other  studies  atid  contacts.  Olten 
diagnostic  procedures  such  as  EEG's  X-rays,  or 
laboratory  tests  are  indicated.  These  can  be  ob- 
tained through  the  center.  When  medications 
seem  indicated  the  petliatrician  at  the  center  will 
reler  this  to  the  child's  jthysician  ami  will  be  avail- 
able lor  consultation.  The  Center  sees  many  chil- 
dreti  served  by  Crippled  Children's  Division, 
Child  Wellare,  the  Hearing  and  Speech  Center, 
the  Arkansas  School  lor  the  Blind,  and  the  .\r- 
kansas  School  lor  the  Deal,  and  special  education 
classes.  Eretjuently,  prior  to  the  report  to  the 
parents,  contacts  are  made  with  these  agencies  or 
with  the  child's  physician.  In  all  cases,  close 
liaison  is  mtiintained  with  other  tigencies  and 
jthysicians  caring  lor  the  children,  ^\'ith  parental 
pernii.ssion,  writteti  reports  are  sent  to  them;  and 
Iretjuently  direct  conttict  is  also  matle  by  one  o£ 
the  Cetiter  stall.  Local  public  health  nurses  are 
(juite  active  in  working  with  many  ol  the  chil- 
dren seen  at  the  Center  and  in  assisting  in  lollow- 
up.  In  servitig  the  mentally  retartled,  public 
health  nurses  made  1.073  home  visits  in  19(')(). 

When  imlicatetl  and  when  leasible,  parent 
counseling  atid  play  therapy  are  procitled  at  the 
Center.  Coitnseling  at  the  Center  has  the  lollow- 
ing  objectives:  (I)  Assistance  ol  the  p;irents  in 
understtmding  and  accepting  the  condition  ol  the 
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child,  and  (2)  Counseling  the  family  regarding 
the  specific  methods  of  training  and  education  at 
home,  ways  of  managing  behavior  problems,  and 
ways  of  jtreparing  the  child  for  adjustment  out- 
side the  home.  (3)  .\iding  parents  in  selection  of 
the  proper  training  or  education  to  be  sought  for 
the  child  and  counseling  in  regard  to  long  range 
goals.  (4)  Assisting  the  family  in  so  arranging 
and  adjusting  the  home  and  family  activities  that 
the  child  can  be  cared  for  with  maximum  benefit 
to  the  child  and  to  the  rest  of  the  family.  (5)  As- 
sistance to  the  parents  in  maintaining  optimum 
general  health.  It  is  recogni/ed  that  this  can  be 
done  only  by  working  closely  with  the  family  and 


with  the  physician,  nurses,  teachers,  and  other 
workers  who  are  seeing  the  child  and  his  family. 

I'he  chart  shows  the  soitrce  of  referral  for  the 
four  12  month  periods  since  the  beginning  of 
operation  at  the  Center,  and  the  total  number  of 
children  seen.  “Welfare  Department”  referrals 
inchtde  referrals  from  Crippled  Children’s  Divi- 
sion and  from  Child  Welfare  Division.  Other 
agencies  include  the  School  for  the  Blind,  School 
for  the  Deaf,  Hearing  and  Speech  Center,  train- 
able  classes,  the  Day  Care  Center,  special  educa- 
tion classes,  and  the  Medical  Center.  Often  more 
than  one  agency  is  involved  in  the  referral,  as 
well  as  the  care  of  the  child. 


ARKANSAS  CHILD  DEVELOPMENT  CENTER 
Children  Evaluated  and  Source  of  Referral 


Time  Period 


Health 

Depts.  Physicians 


Welfare  Other 
Dept.  Agency 


Parents  School 


Total 

Children 

Eval. 


May  1,  1957 


to 

May  1,  1958 

21 

11 

26 

17 

34 

16 

125 

May  1,  1958 
to 

May  1,  1959 

43 

23 

48 

29 

58 

28 

229 

May  1,  1959 
to 

May  1,  1960 

47 

59 

81 

39 

37 

18 

281 

May  1,  1960 
to 

74 

49 

126 

5 

51 

33 

338 

May  1,  1961 


Total  children  seen  May  1,  1957  to  May  1,  1961:  973 
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The  American  Medical  Association  House  of  Dele- 
gates at  its  meeting  in  Denver  on  November  23,  1961 
adopted  the  following  resolution  honoring  the  mem- 
ory of  Dr.  Fount  Richardson  of  Fayetteville,  Arkansas. 

Whereas,  God  in  His  infinite  Wisdom,  did  on  No- 
vember 23,  1961,  call  to  his  eternal  reward,  our 
esteemed  colleague,  friend  and  fellow  Delegate, 
Fount  Richardson;  and 

Whereas,  Mere  words  are  inadequate  to  portray 
the  manner  in  which  he  devoted  his  life  to  the  care 
of  his  patients  and  the  relief  of  their  pain  and  suffer- 
ing; and 

Whereas,  He  rendered  outstanding  service  and 
leadership  to  the  activities  of  Organized  Medicine, 
having  served  in  many  capacities  including  the  fol- 
lowing: President  and  Secretary,  Washington  County 
Medical  Society;  Councilor,  Editor  and  President, 
Arkansas  Medical  Society;  Secretary,  Editor  and 
President,  Arkansas  Chapter,  American  Academy 
of  General  Practice;  Director,  Chairman  of  Board 
and  President,  American  Academy  General  Practice; 
Director,  Chairman  of  Board,  Southern  Medical  Asso- 
ciation, and  at  the  time  of  his  death  was  President- 
Elect,  Southern  Medical  Association  and  a member  of 
this  House  of  Delegates;  and 

Whereas,  his  untimely  death  at  the  age  of  61  years 
creates  a deep  sense  of  personal  loss  to  his  associates, 
to  this  House  of  Delegates,  and  to  the  Community  and 
his  Alma  Mater,  which  he  had  so  faithfully  served,  and 
more  especially  to  his  family;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  pause  in  silent  tribute  to  the 
memory  of  Fount  Richardson;  and  be  it  further 

Resolved,  That  a message  of  sympathy  be  trans- 
mitted to  his  wife  and  son  prior  to  the  funeral  to  be 
held  this  P.M.;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  pub- 
lished in  the  minutes  of  the  House  of  Delegates  of  the 
American  Medical  Association,  and  copies  thereof  be 
transmitted  to  the  family  of  Dr.  Richardson. 


ABSTRACTS 

hfl('(  I of  I'liKizides  on  (iarhohydriilr  Mrliibolisni 
in  Pnlu'nl.s  with  Hypertension— P.  Shapiro, 
I . (..  P>('iu“(lck,  and  ).  L.  Small 

\eu-  F.iigl  j Med-\h)l.  2h5:l()28  (\ov.  23)  1%I 

(ilucosc  tolerance  and  the  lesponse  to  intra- 
\enons  tolbutamide  were  determined  in  a group 
ol  elderly  hypertensive  subjects  without  clinical 
diabetes  mellitus,  belore  and  dm  ing  the  adminis- 
tration ol  thia/ide  drugs  in  therapeutic  doses. 
It  was  demonstrated  that  subjects  with  potential 
diabetes,  as  determined  by  lamily  history  and 
previous  glmose  tolerance  tests,  usually  developed 
a furthei  impairment  of  carbohydrate  metabolism 
and,  in  some,  clinical  diabetes  mellitus  was  pre- 
cipitated. Signilicant  changes  were  not  noted  in 
nondiabeiic  controls.  I'he  el  let  I may  be  related 
to  a peripheral  disturbance  in  metabolism  ol  glu- 
cose. ,\nalysis  ol  the  clinical  characteristics  of 
“thia/ide  diabetes"  in  5 patients  is  included  in 
this  report. 

Hyperhihrnbnieinia  Fo  Now  i n g Adtninistrntion 
of  Gnllhladder  l)ye—R.  |.  bolt,  R.  S.  Dillon, 
and  H.  \[.  Pollard 

Xew  Engl  ) .\led— VVjl.  265:1043  (Xo\.  23)  1961 

Elevation  ol  total  serum  bilirubin  levels  in  pa- 
tients undergoing  routine  check-up  examinations 
was  unexpectedly  encountered.  All  patients  with 
tmexplained  elevation  of  total  serum  bilirubin 
levels  had  been  given  gallbladder  dye  the  eve- 
ning helore  blood  was  drawn  for  biliridiin  deter- 
minations. 1 he  bilirubin  levels  returned  to  nor- 
mal 21  to  18  hours  alter  the  dye  had  been  admin- 
istered. Xo  elevation  of  the  I minute  direct  frac- 
tion was  noted.  Reports  by  other  authors  have 
shown  a similar  retention  of  HSP  following  the 
administration  of  gallbladder  tlye.  I’he  dye  usetl 
was  bunamiodyl  sodium.  Similar  studies  emplov- 
ing  iojjanoic  acid  (I'elepatjue)  did  not  show  total 
bilirubin  oi  BSP  retention.  It  is  suggested  that 
that  Itunamiodyl  sodium  may  either  block  the 
cellular  uptake  or  the  esterification  of  bilirnbin 
and  BSP.  If  unexplained  elevation  of  bilirubin 
is  fotiml  it  should  be  noted  whether  gallbladder 
x-ray  had  been  carried  out  in  the  ]nevious  48 
hours. 
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THE  RED  CROSS  BLOOD  PROGRAM 

Sam  T.  Gibson,  M.D. 


I'his  is  a brief  description  <d  the  Red  Cross 
Blood  Program— its  size,  scope  and  achievements. 

Each  year,  some  two  and  one  half  million  units 
ol  blood  are  obtained  from  volunteer  donors  at 
one  of  the  Red  Cross  blood  collecting  sites.  This 
annual  rate  of  collections  makes  our's  the  larg- 
est single  blood  program  in  the  world.  To  suc- 
cessfully accomplish  this,  the  participation  and 
supjjort  of  many  thousands  of  people  are  retjuired 
—donors,  prf)fessional  staff  members  and  trained 
\ olunteers. 

People  who  donate  blood  to  the  Red  Cross 
come  from  all  walks  of  life  and  from  all  parts  of 
the  country.  However,  they  all  have  one  thing  in 
common.  I'hey  believe  in  sharing  some  responsi- 
bility to  see  that  an  adequate  supply  of  blood  is 
available  in  their  community  and  in  this  being  a 
\()luntary  activity. 

Even  before  the  opening  of  the  new  Arkansas 
Red  Cross  Blooil  Center  in  Little  Rock  later  this 
yeai,  certain  of  our  citizens  have  participated  in 
one  way  or  the  other  in  surrounding  programs. 
W'ashington  County  is  a part  of  the  Springfield 
Regional  Blood  Program  and  supports  mobile 
unit  visits  from  the  Springfield  Center.  In  addi- 
tion, almost  two  thousand  (1,962)  units  of  Red 
(boss  blood  w'ere  provided  to  eighteen  Arkansas 
hosjjitals  and  blood  fractions  of  serum  ablumin, 
gamma  globulin,  fibrinogen  were  made  available 
to  physicians  anti  the  state  health  dejjartment  (see 
Eablc  I lot  quantitie.s). 


TABLE  I 

1959-1960  Quantity  of  Red  Cross  Blood  and  Blood 
Products  Distributed  Within  State  of  Arkansas 


Whole  Blood 
Serum  Albumin 
Gamma  Globulin 
Fibrinogen 
Packed  Red  Cells 


1,968 

58  (100  ml.)  units 
3,600  ml. 

9 (2  gm.) 

2 (250  ml.) 


The  network  of  fifty-five  Retl  Cross  programs 
makes  possible  the  production  and  distribution 
of  these  blood  fractions,  since  unusable  whole 
blood  is  pooled  from  all  regions  and  sufficient 
tjuantities  ttbtained  to  be  jtrocessed  into  these 
valuable  jtroducts  in  a practical  and  economical 
manner. 

In  fact,  the  Red  Cross  Blood  Program  now 
sujjplies  a third  of  all  the  gamma  globulin,  over 
half  of  all  the  serum  albumin,  and  nine-tenths  of 
all  of  the  fibrinogen  used  in  this  country.  Last 
year,  a new  product  was  added  to  the  derivatives 
family  — vaccinia  immune  globulin.  The  Red 
Cross  is  now  the  sole  supplier  in  North  America 
of  this  special  preparation  obtained  Irom  blood 
prox  ided  by  the  Armed  Eorces  from  recently  vac- 
(inated  servicemen. 

In  addition  to  its  large  scale  collection  pro- 
gram, the  Blood  Program  carries  on  an  active 
Research  Program.  Several  areas  are  under  in- 
vestigation, including  methods  of  extending  the 
jjreservation  of  whole  blood,  the  identification 
and  .separation  of  new  blood  fractions  and  the  lo- 
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(ill ion  anti  prcscrvai ion  ol  blooils  ol  rare  types. 
To  aeeoniplish  tlie  al)ove,  a national  laboratory 
has  been  established  in  Washington,  D.Ci.  with 
braneh  laboratories  in  Ia)s  Angeles  and  New  York. 

However,  the  primary  objec  tive  ol  the  program 
(ontinues  to  be  directed  toward  meeting  whole 
blood  needs  oi  the  participating  hospitals.  It  has 
been  estimated  that  every  minute  ol  every  day, 
over  10  bottles  ol  blood  are  used  in  this  country 
to  treat  the  ill  and  injured.  The  Red  Cross  is 
( iirrently  providing  over  -40%  ol  this  blood.  Most 
ol  this  is  obtained  at  temjjorary  collection  sites. 
Technical  equij)ment  and  supjjlies,  and  a unit  ol 
trained  stall  travel  about  the  region  on  a sched- 
ided  basis,  and  with  the  cooperation  and  assist- 
ance ol  local  Red  Ciross  volunteers,  turn  church 
basements,  .school  auditoriums  and  ollice  build- 
ings into  smoothly  lunctioning  mobile  unit  oper- 
ations. 


To  e.vtend  the  ser\ices  ol  the  program.  Red 
(iross  also  |)ai  t it  ipates  in  a let  iprocity  |jrogi  am 
not  only  between  Red  Ciross  centers,  but  with  non- 
Red  Cross  blood  banks.  Last  year,  -ll,db()  patients 
leceivcd  reciproc  ity  service,  involving  1 03,7  H) 
bottles  ol  blood.  Most  ol  this  activity  was  bandied 
by  the  translei  ol  paper  credits.  We  believe  reci- 
procity is  a \ ital  .service  ol  the  Blood  Program. 

I'his  is  a stimulating,  demanding,  dynamic 
program  that  oilers  many  challenges  lor  the  lu- 
ture.  We  have  only  begun  to  learn  about  the 
1 t actions  ol  blood  and  their  uses,  and  the  surgical 
miracles  that  adecjuate  sources  ol  blood  make 
jjossible.  One  thing  we  have  learned— the  people 
ol  this  country  respond  to  the  challenge  — and 
give  not  only  their  money  and  their  services,  but 
their  blood.  I'he  Blood  Program  is  a real  example 
ol  community  ellort  and  shared  responsibility. 


FOUNT  RICHARDSON:  AN  APPRECIATION 


W.  R.  Brooksher,  M.D. 


In  the  course  ol  a liletime  man  meets  vexations, 
trials,  sorrow's,  joy  and  a general  bewilderment. 
The  great  majority  plod  with  varying  degrees 
ol  determination  through  these  perplexities  w’ith 
little  gained  or  shared.  There  is  the  occasional 
and  unusual  man  who  meets  the  challenges  ol 
the  world  with  hope  in  his  soul,  courage  in  his 
heart  and  a vigor  to  conquer  the  obstacles  which 
hinder  his  attainment  ol  the  lull  lile,  the  better- 
ment ol  the  world  about  him  and  the  achievement 
ol  his  ultimate  tlestiny  as  a truly  great  man. 

Such  an  individual  was  the  unreconstructetl 
Rebel— Pount  Richardson.  To  him  the  ilawn  ol 
a new  day  brought  the  opportunity  ol  bringing 
into  reality  the  dreams  which  tyqjilied  his  .search 
tor  almost  Utojjian  accomplishments.  Each  day 
gave  him  anew  the  delight  ol  daring  the  hues  to 


thwart  his  consistent  and  purposelul  aim  to  make 
that  day  the  best  ol  many  happy  ones,  to  do  good 
lor  those  about  him  and  to  lurther  prepare  him- 
sell  lor  what  tomona^w'  w'ould  bring. 

I'he  medical  prolession  was  his  second  great 
love.  To  him  it  was  more  than  a science,  more 
than  the  art  ol  practice:  it  was  the  noble  calling 
and  never  did  he  lose  sight  ol  his  mission  to  cure, 
relieve  and  comlort  the  ailing.  His  devotion  to 
organi/ed  medicine  was  recogni/ed  by  his  col- 
leagues in  his  selection  to  many  honored  oil  ic  es 
ol  trust  and  responsibility. 

Fount  is  gone  to  a bettei  world,  we  are  told, 
but  in  departing  he  lelt  lor  us  a world  which  is 
inlinitely  better  lor  his  presence,  guidance,  Iriencl- 
ly  counsel  and  abundant  good  nature. 

It  was  our  great  pleasure  and  honored  privilege 
to  call  him  Fiiencl. 
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Medical  Care  Under  Kerr-Mills  Program 
Starts  in  Hot  Springs 

A number  ot  Hot  Springs  persons  are  already 
receiving  treatment  under  provisions  ol  the  Kerr- 
Mills  medical  treatment  program  to  the  aged,  Dr. 
Cecil  Parkerson,  President  ol  the  Garland  County 
Medical  Society  has  announced. 

The  jirogram  became  ellective  September  15, 
19()1,  lollowing  passage  by  Congre.ss  ol  a bill  au- 
thored by  U.  S.  Senator  Kerr  ol  Oklahoma  and 
,\rkansas’  Senator  W’ilbur  Mills.  The  bill  was 
backed  by  the  American  Medical  Association, 
which  had  opposed  jjassage  ol  the  King-.\nderson 
measure. 

“It  was  our  leeling  that  the  Kerr-Mills  bill 
woidd  help  people  in  the  low  income  bracket 
receive  medical  care  and  to  whom  any  illness 
wotdd  be  a financial  burden,  but  who  are  not  on 
public  welfare  rolls,"  Dr.  Parkerson  said.  The 
Arkansas  Medical  Society  has  promoted  its  imple- 
mentation in  Arkansas. 

On  the  other  hand,  passage  of  the  King- 
Anderson  bill  would  have  ]Hit  everybody  over  65 
years  of  age  who  draws  social  security  on  free 
government  medical  care,”  he  said. 

“That  bill  wotdd  have  given  the  financially 
independent  person  a free  medical  ride  at  the  tax- 
payers’ expense  as  well  as  the  indigent  and  those 
in  the  lower  income  group.  To  us  it  was  very 
foolish  and  unnecessary  and  wotdd  mean  a jump 
in  the  social  security  tax  of  at  least  10  percent.” 

The  Kerr-Mills  Program  helps  aged  jjersons 
pay  lor  office  calls  to  the  doctor  and  helps  him 
with  hospitalization  and  with  nursing  home  care. 

Dr.  Parkerson  estimated  that  between  30,000 
and  50,000  persons  in  Arkansas  are  eligible  for 
help  under  provision  of  the  bill  which  will  be 
administered  on  a state  rather  than  at  the  fed- 
eral level.  Approximately  six  million  dollars  had 


been  appropriated  lor  the  state  program,  it  was 
said. 

Applicants  will  be  screened  through  county 
welfare  offices.  T he  Garland  Gounty  Welfare 
department  declined  to  reveal  the  number  of  ap- 
jrlicants  or  the  number  ncaw  receiving  treatment 
under  the  program  but  admitted  that  some  had 
applied  and  some  were  being  treated. 

Dr.  Parkerscjii  is  strongly  urging  that  those 
eligible  to  receite  the  treatment  ccmtact  the  wel- 
fare oil  ice.  “I'his  program  is  not  a complete 
‘pay-off’,”  he  said,  “but  will  help  with  the  pay- 
ment of  medical  bills.” 

\Vho  are  the  eligible?  Dr.  Parkerson  explained 
that  a single  person  must  not  have  an  income 
exceeding  .11,200  annually  or  a cou]jle  more  than 
11,500  annualh.  They  must  not  own  a home  the 
value  of  which  is  more  than  17,500.  A single  per- 
son must  not  have  available  cash  exceeding  $300; 
a coujrle  $600.  A single  person  or  a couple  also 
must  not  have  personal  property  valued  in  excess 
of  12,500.  All  must  be  65  years  of  age  or  older. 

The  state  pays  90  percent  of  the  cost  of  hos- 
pitalization and  the  same  percentage  for  nursing 
care.  Any  changes  in  the  jnogram,  the  physician 
said,  depend,  of  course,  on  the  amount  appro- 
priated by  the  state  legislature  for  that  purpose. 

# # * 

The  University  of  Arkansas 
Poison  Control  Center 

The  University  of  Arkansas  Medical  Genter,  in 
cooperation  with  the  Arkansas  State  Medical  So- 
ciety, the  Arkansas  Academy  of  Pediatrics  and  the 
Arkansas  State  Board  of  Health,  has  a Poison 
Gontrol  Genter  to  serve  the  physicians  of  the 
state  with  information  regarding  the  diagnosis 
and  management  of  poisonings.  The  Center  is 
operated  under  the  auspices  of  the  Department 
of  Pediatrics  and  is  set  up  so  that  any  physician 
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(an  telephone  the  I’oison  (ionlrol  denier  at  any 
time  ol  the  day  oi  night  and  within  minutes  ob- 
tain inlormtition  on  the  (omposition  ot  a given 
poison  and  recommendations  regtirding  manage- 
ment. il  desired  or  recjuesled.  Only  medical  per- 
sonnel, hos])ital  representatives  or  closely  allied 
sciences  (e.g.,  dentists,  veterinarians)  will  be  given 
inlormation  over  the  telephone.  Lay  persons  are 
given  emergency  instructions  oidy  and  then  re- 
Icrred  to  their  family  physician  or  to  the  nearest 
available  physician,  as  determined  by  a distribu- 
ti(vn  map. 

Emergency  outpatient  services  are  available  on 
a 24  hour  a day  basis  lor  indigent  cases  and  where 
requested  by  private  physicians  and  lor  emergency 
services  where  private  jdiysician  is  delayed  or 
unavailable. 

The  Ehiiversity  of  Arkansas  Medical  Center 
encourages  the  use  of  the  facilities  of  the  Poi.son 
Control  Center  by  the  private  physicians  of  the 
state. 

* * * 

THE  MONTH  IN  WASHINGTON 

\\'ashington,  D.C.— I'he  Kennedy  Administra- 
tion and  other  main  supporters  of  medical  care 
of  the  aged  under  social  security  are  preparing 
to  make  an  all-out  effort  to  push  the  legislation 
through  Congress  in  the  1962  session. 

Their  campaign  poses  a serious  challenge  to 
the  medical  profession  and  its  allies  in  the  fight 
against  such  comjjulsory  government  health 
schemes. 

It  is  too  early  to  evaluate  the  effect  on  the 
legislation  of  changes  in  House  Democratic  lead- 
ership and  House  Ways  and  Means  Committee 
membership.  The  White  House  has  been  exert- 
ing pressure  in  an  effort  to  have  a congressman 
supporting  its  view's  named  as  a replacement  for 
Rep.  Frank  Ikard  (D.  Tex.),  who  resigned.  Ikard 
opposed  proposals  to  jrut  health  care  under  so- 
cial .security. 

Administration  officials  from  President  Ken- 
nedy down  publicly  gave  the  Administration 
medical  care  legislation,  the  King-Anderson  bill, 
top  |)riority  for  the  1962  session.  During  the  in- 
terim after  the  adjournment  of  the  1961  session, 
the  Administration  held  a political  roadshow  in 
key  cities  in  an  effort  to  build  up  public  support 
for  the  King-Anderson  bill  and  other  Administra- 
tion proposals  that  did  not  fare  so  well  in  Ccni- 
gress.  At  a number  of  the  so-called  White  House 


Regional  Conlereiu es,  physi(ians  lorcefullv  ex- 
pressed tlie  medical  profession's  opposition  to 
putting  health  care  under  social  security. 

The  AFL-CIO  geared  for  a renewed  fight  lor 
the  Administration  legislation.  A new  natirjnal 
organization  of  the  elderly  has  been  formed  with 
the  main  purpose  of  lobbying  for  the  King- 
Anderson  bill.  It  is  the  National  Council  of  Sen- 
ior Citizens  for  Health  Care  Through  Social  Se- 
curity. Former  Rep.  Aime  J.  Forand  (D.,  R.I.), 
w'ho  sponsored  such  legislation  when  he  was  in 
Congress,  was  the  leading  figure  in  (nganizing 
the  group  and  is  national  chairman. 

On  the  other  side  of  the  fight,  there  also  is  a 
new  organization— The  American  Medical  Politi- 
cal Action  Committee.  It  is  a non-profit,  vol- 
untary, non-partisan,  unincorporated  committee 
setup  last  May  with  the  approval  of  the  A.M.A. 
Board  of  Trustees.  AMPAC  — which  functions 
independently  of  medical  organizatitjns  and  so- 
cieties whether  at  the  national,  state  or  local 
level— w'as  organized  to  meet  “an  unmet  need— 
the  need  of  providing  the  medical  profession 
with  an  opportunity  to  assume  a more  active  and 
effective  role  in  public  affairs.”  The  A.M.A. 
Board  of  Trustees  House  of  Delegates  at  Denver, 
in  November  urged  that  all  physicians,  their 
wives  and  interested  friends  join  AMPAC  and 
similar  political  action  committees  in  their  states 
and  communities. 

Dr.  Leonard  \\\  Larson,  A.M.A.  president, 
w'arned  the  House  of  Delegates  that  physicians 
“are  engaged  in  a historic  struggle  to  preserve  our 
country's  unique  system  of  medical  care  and  our 
stature  as  a profession."  He  said  both  are  “seri- 
ously threatened”  by  such  legislative  j^roposals 
as  the  King-Anderson  bill. 

Dr.  Larson  said  that  the  A.M..\.  could  expect 
“even  more  bitter  attacks”  than  those  so  far  from 
Administration  and  AFL-CIO  spokesmen.  He  ap- 
pealed to  physicians  to  siq^port  medicine’s  friends 
in  Congress  w'ith  money  and  personal  campaign 
assistance.  He  noted  that  AMPAC  provides  “a 
national  mechanism  through  which  physicians 
and  their  families  can  channel  funds  for  strategic 
jdacement  w'here  the  money  will  do  the  most 
good.” 

A leading  congressional  opponent  of  health 
care  under  social  security  also  warned  of  the  seri- 
ousness of  the  fight  ahead.  Sen.  Wallace  F.  Ben- 
nett (R.,  Fltah),  a membei  of  the  Senate  Finance 
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Committee  which  liandles  such  legislation,  told 
students  at  Harvard  University  Medical  School 
that  there  undoubtedly  would  be  “a  determined 
drive  to  rush  H.R.  4222  (the  King-Anderson  bill) 
through  the  Congress"  in  1962. 

“The  propagandists  who  are  behind  the  deter- 
mined drive  for  a system  of  socialized  medicine 
ha\e  latched  on  to  an  emotional  appeal  in  trying 
to  push  this  legislation  through  the  Congress,” 
Bennett  said.  “They  have  tried  to  create  a pub- 
lic image  that  the  A.M..\.  and  any  individual 
who  opposes  this  plan  is  motivated  by  selfish  in- 
terests. 

“As  one  who  is  vigorously  opposed  to  compul- 
sory Federal  medical  care,  1 resent  the  tactics  used 
by  those  who  advocate  this  system  of  socializetl 
medicine.  There  is  an  answer  to  this  problem  of 
meeting  the  medical  needs  of  our  aged,  and  f 
frankly  believe  that  it  is  being  honestly  met  by 
our  present  voluntary  health  insurance  jjrograms 
and  by  the  cooperative  fetleral-state  aid  to  our 
needy  aged  who  are  incapable  of  paying  their  own 
medical  expenses. 

“1  am  opjKTsed  to  H.R.  4222  or  other  bills 
Avhich  would  open  the  Hood  gates  to  a system  of 
compulsory  medical  care,  directed  first  to  our 
aged,  but  which,  once  instituted,  would  surely  by 
political  pressure  be  exjjanded  to  all  of  our  popu- 
lation. The  battle  over  this  legislation  in  this 
next  Congre.ss  is  bound  to  be  hectic  and  monu- 
mental. It  is  a battle  we  can't  afford  to  lose.” 

* * * 

Medical  Care  Distribution  Is  Problem 

I he  hand-in-haml  progress  of  medical  research, 
medical  etlucation  and  medical  care  has  created 
a glow  ol  unparalleletl  health  in  .America,  but  it 
has  also  created  a problem. 

Dr.  .A.  McCiehee  Flarvey,  head  of  the  dejiart- 
ment  of  medicine  at  Johns  Hopkins  University, 
discussed  the  problem  in  an  interview  in  Little 
Rock.  He  was  the  featureil  speaker  at  the  dedi- 
cation of  the  Barton  Institute  for  Medical  Re- 
search, a $2.2  million  lacility  that  is  the  newest 
addition  to  the  growing  University  Medical  Uen- 
ter  complex. 

The  jjroblem:  Distribution  ol  Medical  Uare. 

Research  has  advanced  medicine  tremendous- 
ly. There  is  now  so  much  knowledge  available 
that  “it  is  virtually  impossible  for  an  individual 
to  know  more  than  just  a small  field,”  Dr.  Har- 


vey explained.  W here  does  this  leave  the  general 
practitioner,  or  “family  physician,”  as  Dr.  Harvey 
prefers  to  call  him?  “He’s  just  as  important  as 
ever,”  Dr.  Harvey  said,  but  his  role  has  changed 
from  the  old  days  when  he  treated  every  ailment 
and  took  care  of  all  the  surgical  procedures  his 
patients  required.  Today,  he  is  emerging  as,  in 
the  words  ol  Dr.  Harvey,  “a  friend  of  the  family 
to  get  you  off  in  the  right  direction.” 

“The  family  physicians  knows  you,  knows  your 
personality— he's  going  to  have  to  plug  you  into 
the  right  hole  on  the  switchboard  of  medical 
knowledge”.  This  means  referral  to  the  specialist 
who  can  treat  the  particular  ailment  you  have. 
Dr.  Harvey  said  the  family  doctor  will  serve  as 
the  “final  link  in  the  chain”  to  draw  on  pools 
of  medical  knowledge  for  answers  to  patients' 
jjroblems. 

Dr.  Harvey  saitl  he  didn't  mean  the  family 
physician  won't  continue  to  treat  patients,  but 
he  repeated  that  research  has  pro\’ided  so  much 
knowledge  about  each  narrow  area  of  medicine 
that  the  family  physician  for  that  one  case  in 
his  lifetime,  he  might  see  of  a particidar  rare 
condition,  can  find  a specialist  in  that  field  who 
sees  many. 

The  dedication  of  the  Barton  Institute  lor 
.Medical  Research  was  held  in  the  University 
.Medical  Center  .Auditorium.  Dr.  David  W.  Mul- 
lins, FJniversity  of  .Arkansas  president.  Governor 
Faubus,  Reps.  Oren  Harris  and  Dale  .Alford, 
Storm  \\'haley.  University  of  .Arkansas  vice  presi- 
ilent  of  health  sciences  and  others  were  on  the 
jifogram. 

# # * 

Report  on  Actions  of  the  House  of  Delegates 
American  Medical  Association 
Fifteenth  Clinical  Meeting 
Denver,  Colorado 

DEXVTR— Social  Security  health  care,  relations 
with  the  .American  College  of  Surgeons,  organiza- 
tion of  the  .American  Medical  Political  .Action 
Committee,  medical  discipline  and  polio  vaccine 
were  among  the  major  subjects  acted  upon  by 
the  House  of  Delegates  at  the  .American  Medi- 
cal .Association's  Fifteenth  Clinical  Meeting  held 
\ov.  26-30  in  Denver. 

Sounding  the  keynote  for  the  Association’s 
campaign  to  oppose  enactment  of  the  King- 
.Anderson  type  of  legislation  in  1962,  Dr.  Leonard 
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Larson  ol  Kisniai(k,  AMA  president, 

told  the  opening  session  ol  the  House  that  pro- 
|)osals  to  ineorpoiale  health  taie  henelits  into 
the  Social  Sectnity  system  “wonld  eerttiinly  rep- 
lesent  the  lirst  inajoi,  iiiesersihle  step  lowtird  the 
complete  socialization  ol  medietil  etire.  ” 

I he  House  ol  Delegtites  gave  entluisiaslic  ap- 
|)ro\al  to  Di.  I, arson’s  address  ;mcl  took  several 
actions  realliiining  strong  stipport  lor  the  Kerr- 
Mills  piogram  to  aid  the  needy  and  netir-needy 
aged,  and  urging  :i  eoncerted,  determined  light 
agiiinst  Socitil  Sectnity  health  care  proposals  in 
Longress. 

riie  House  ach  ised  all  state  and  county  medi- 
cal societies  to  recognize  the  impending  threat 
and  to  prepare  now  ior  any  eventtiality  by  con- 
tintiing  to  oppose  any  scheme  which  tries  to  im- 
pose a substandard  system  ot  meclic;il  care  on  thc^ 
American  people. 

American  College  of  Surgeons 

1 he  House  agreed  with  the  intent  oi  five  reso- 
Ititions  which  expressed  strong  dissatisfaction 
over  recent  statements  by  a spokesman  for  the 
American  Lollege  of  Stngeons,  and  it  also  ap- 
jzroved  a Board  of  Trustees  report  informing  the 
Hotise  that  arrangements  have  been  made  tor  a 
meeting  witli  the  ACS  Board  of  Regents  to  dis- 
cuss that  organization's  recent  statements  and 
policy  positions.  The  re|x)rt  ex]nessed  hope  that 
the  meeting  “will  lead  to  a unification  of  effort 
in  behalf  of  American  medicine.” 

The  House  instructed  the  Board  of  Trtistees 
to  take  the  live  resolutions  to  the  meeting  and 
to  report  to  the  delegates  as  soon  as  possible  on 
the  residts  of  the  meeting. 

American  Medical  Political  Action  Committee 

The  House  heartily  ap[)rovecl  the  purposes  and 
goals  of  the  recently-organized  .American  Medical 
Political  .Action  Committee  and  urged  all  physi- 
cians, their  wives  and  interested  friends  to  join 
AMP.AC  and  other  political  action  committees 
in  their  states  and  communities. 

The  purposes  of  AMP.AC,  which  is  an  organi- 
zation separate  and  distinct  from  the  American 
Medical  .Association  as  required  by  federal  law, 
are: 

1.  To  promote  anti  strive  for  the  improvement 
of  government  by  encouraging  and  stimidating 
physicians  and  others  to  take  a more  active  and 
effective  part  in  governmental  affairs. 


2.  To  emourage  physit  ians  and  others  to  un- 
derstand the  natuie  and  actions  of  their  govern- 
ment as  to  important  political  issues  and  ;is  to  the 
records  and  positions  ol  political  parties,  ollite- 
holders  and  caiulidates  for  elective  oil  ice. 

‘1.  To  assist  physicians  anti  others  in  organizing 
themselves  lor  more  effective  political  action  and 
lot  tarrying  out  their  civic  respotisibilities. 

-1.  To  do  any  and  all  things  necessary  or  desir- 
able for  the  attainment  of  the  pitrposes  stated 
abo\  e. 

Medical  Discipline 

I'he  House  received  from  the  Ca)uncil  on  Con- 
stitution and  Bylaws  a propttsed  amenthtient 
which  wt)ultl  have  made  it  possible  to  implement 
a recommendation  by  the  Medical  Disciplinary 
Cf)inmittee  that  was  approved  by  the  House  at 
the  June,  1 96 1,  meeting.  This  reettmmendation 
was  to  change  the  bylaws  so  as  to  conler  original 
jurisdiction  on  the  Association  to  susjiend  and 
or  revoke  the  .A.M.A  membership  of  a physician 
foitntl  guilty  of  violating  the  Principles  of  Medi- 
cal Ethics  or  the  ethical  policies  of  the  .Associa- 
tion, regardless  of  whether  or  not  action  has  been 
taken  against  him  at  the  local  level.  However, 
alter  consitlerable  discussion  on  the  floor  of  the 
House,  the  |)roposetl  amendment  was  lelerred 
back  to  the  Council  on  Constitution  and  Bylaws. 

In  another  action  on  medical  discipline  the 
House  approved  the  ex])anded  activities  ol  the 
(ttdicial  Council,  w’hich  has  taken  o\er  permanent 
responsibility  in  that  area,  and  said  that  the 
Coitncil  [rrogram  shoidd  benelit  all  physicians, 
the  public  and  the  jnolession. 

Polio  Vaccine 

The  House  adopted  a resolution  which  urged 
that  medical  societies  at  the  local,  county,  district 
or  state  levels  throughout  the  Llnited  States 
shoukl  encoitrage,  stimulate  and  participate  iti 
surveys  torletermine  the  percentage  of  individuals 
in  each  community  w9io  have  undergone  im- 
nntnizing  piocedures  for  poliomyelitis. 

The  resolution  stated  that  on  the  basis  of  the 
results  of  the  surveys,  the  local  metlical  society 
should  determine  the  type  of  vaccine  and  the  most 
effective  type  of  program  which  will  be  of  great- 
est benefit  to  the  public. 

Plntil  such  time  as  all  three  types  of  oral  vac- 
cine are  available,  the  resolution  concluded,  the 
Salk  vaccine  should  be  the  vaccine  of  choice  for 
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routine  poliomyelitis  immunization,  with  the 
choice  of  program  for  administering  the  caccine 
to  be  determined  on  a local  basis  by  each  county 
medical  society. 

Miscellaneous  Actions 

In  considering  a wide  variety  of  resolutions  and 
annual  and  supplementary  reports,  the  House 
also: 

Disapproved  of  two  proposals  which  would 
have  retjuired  that  resolutions  be  introduced  30 
and  45  days,  respectively,  before  Association 
meetings. 

Approved  a statement  that  physicians  have  an 
ethical  obligation  to  participate  in  medical  so- 
ciety activities  and  express  their  opinions  fidly 
and  freely. 

Reaffirmed  AMA  policy  that  it  is  not  consid- 
ered unethical  for  a physician  to  own  or  operate 
a pharmacy  procided  there  is  no  exploitation  of 
the  patient. 

Agreed  with  the  Judicial  Council  that  the 
physician  himself  is  responsible  for  the  control 
and  custody  of  drug  samples  once  they  come  into 
his  possession,  and  in  the  high  tradition  of  the 
medical  profession  he  shoidd  not  dispose  of 
them  in  any  way  that  coidd  cause  harm  tcj  others. 

Cczmmended  tliose  constituent  medical  societies 
which  have  moveil  forward  in  the  area  of  human 
relations  by  eliminating  membership  restrictions 
basetl  on  race  or  color.  In  connection  with  the 
same  subject.  Dr.  Peter  Murray  of  New  York  City, 
retiring  after  12  years  of  service  in  the  House,  told 
the  delegates  in  a farewell  atldress  that  Negro 
physicians  now  have  some  kind  of  medical  so 
ciety  membership  in  every  state  except  one. 

.Approved  a recommendation  that  a special 
House  committee  be  ajjpointed  to  investigate  all 
facets  of  the  operation  of  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

.\greed  with  the  Board’s  choice  of  Miami  Beach, 
Fhtrida,  as  the  site  for  the  196-1  Clinical  Meeting. 

.\]rproved  the  combining  of  the  .American 
Medical  Education  Foundation  and  the  Ameri- 
can M edical  Research  Foundation  into  the 
America)!  Medical  Association  Education  and 
Research  Foundation,  eMectixe  next  January  1. 

Deferred  action  on  a proposed  study  of  fund 
raising  by  voluntary  health  agencies,  pending  the 
development  of  additional  information  by  the 
.AM.A  Committee  on  AMluntary  Health  .Agencies. 


Reallirmed  the  previous  policy  that  physicians 
should  have  the  pric  ilege  ol  prescribing  drugs  by 
either  generic  or  brand  name. 

.Approved  the  principle  of  income  tax  deduc- 
tions  for  medical  care  of  the  aged. 

Recommended,  in  reviewing  the  Medicare  Pro- 
grani,  that  all  county  medical  societies  in  the  area 
surrounding  armed  forces  hospitals  make  a seri- 
ous attempt  to  establish  formal  liaison  with  the 
physicians  on  those  hospital  staffs. 

Endorsed  the  administration  of  indigent  medi- 
cal care  programs  develoyted  in  cooperation  w'ith 
local  medical  organizations  as  a legitimate  ac- 
tivity of  state  and  local  health  departments. 

Llrged  the  elimination  of  all  “categories”  in 
programs  of  asssistance  to  the  needy  at  the  fed- 
eral and  state  level,  with  all  assistance  provided 
through  a single  prograuE 

Referred  to  the  Council  on  Medical  Service  a 
resolution  proposing  the  use  of  state  and  federal 
tax  funds  to  provide  voluntary  prepayment 
health  insurance  jrrotection  for  the  aged.  In  a 
related  action  the  House  approved  of  experimen- 
tation with  prepayment  plans  under  assistance 
jrrograms. 

Lh'ged  more  vigorous  promotion  of  voluntary 
non-profit  prepayment  health  plans. 

Lh'ged  every  physician  in  the  United  States  to 
use  automobile  seat  belts. 

Recommended,  as  a civil  defense  measure,  a 
)nass  i)n)nunization  program  for  the  general 
public. 

Suggested  that  the  Board  of  Trustees  continue 
its  negotiations  to  develop  a group  disability  in- 
surance  program  for  .AM.A  members. 

Concurred  in  the  Board’s  appointment  of  a 
special  committee  to  study  the  organizational 
status  of  AMA  Sections,  the  functions  of  the 
Scientific  .Assembly  and  existing  procedures  for 
establishing  medical  certifying  boards. 

Instructed  the  Council  on  Medical  Education 
and  Hospitals  to  study  the  present  and  potential 
contribution  of  the  Ainerican  Board  of  Abdomi- 
nal Surgery  to  the  advancement  of  the  art  and 
science  of  surgery  and  the  betterment  of  public 
health,  to  determine  whether  it  should  be  ap- 
proved as  a recognized  examining  board. 

.Approved  and  commended  the  objectives  and 
program  sidjinitted  by  the  Committee  for  Liaison 
with  Xatio)jal  AAirsing  Organizations. 
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Rcconiinciuled  lhal  the  Sccictary  ol  Dclcnse 
consider  the  advisal)ilil\  ol  developing  a training 
progrtnn  lor  irscnu'  tncdicdl  ollieers. 

Awards  and  Donations 

rite  AMA  Hoard  of  Trustees  presented  a s})e- 
( ial  eitation  to  the  prodnceis  and  cast  of  The 
Donna  Reed  Sllo^\’  for  its  “contribution  tcj  jniblic 
understanding  of  the  high  ideals  of  the  medical 
profession."  Carl  Het/,  who  portrays  Dr.  .\lex 
•Stone  on  the  television  show,  received  the  award 
from  Dr.  Hugh  M.  Hussey  Jr.,  .\MA  Board  chair- 
man, at  the  Wednesday  Session  of  the  House. 

Contributions  totaling  $435,275.93  from  jrbysi- 
cians  in  six  states  were  presented  to  the  American 
.Medical  Education  Foundation  dining  the  open- 
ing session  on  Monday. 

Registration 

Final  registration  at  the  meeting  reached  a 
total  of  6,138,  including  2,976  physicians. 

# * # 

Application  Activity  and  MCAT  Data  of 
Applicants  to  the  Class  of  1960-61* 

The  number  of  students  accepted  for  enroll- 
ment in  LI.S.  medical  schools  in  1960-61  increased 
the  total  by  48  over  last  year.  This  is  the  sixth 
consecutive  yearly  increase,  in  this  instance  the 
direct  result  of  W'elcoming  the  University  of  Ken- 
tucky College  of  Medicine  to  the  roster  of  LI. .8. 
medical  schools  (see  Table  1).  This  addition  is 

*Submitted  by  the  Division  of  Basic  Research  of  the  AAMC,  2530 
Ridge  Avenue,  Evanston,  Illinois. 


less  ihan  I ]>er  (cni  ol  the  8,5()0  students  receit- 
ing  ttcceptances;  however,  similar  iiuretises  can 
now  be  atiticipatetl  almost  yearly  as  tlie  tiation's 
uni\ersities  endea\()r  to  meet  the  medicil  man- 
power tieeds  of  the  populatioti.  In  contrast,  the 
total  number  of  applicants  dropped  to  14,397,  the 
fourth  such  deciease  in  numbers  since  1956-57, 
and  a loss  of  appro.ximately  4 per  cent  from 
1 959-60. 

Itt  \'iew  ol  the  continued  and  growing  attrac- 
tions that  other  discijdines  oiler,  it  is  not  unlikely 
that  the  ettrrent  tretid  will  continue.  Although 
absolute  numbers  of  applicants  may  increase  ;is 
a resith  of  increasingly  larger  enrollments  in  un- 
dergraduate colleges,  comparable  increases  in  the 
total  number  ol  accepted  applicants  can  also  be 
antieij^ated  as  a hmetion  of  the  development  of 
new  schoc^ls  of  medicine.  The  last  century  has  wit- 
nessed a growth  in  the  number  of  professional 
personnel  which  is  over  3i/^  times  faster  than 
that  of  the  general  population  growth  for  the  na- 
tion. In  this  context  John  Gardner,  President 
of  the  Garnegie  Gorporation,  notes  that,  “The 
demantl  grows  out  ol  the  nature  of  our  society 
. . . ^^’e  are  just  beginning  to  understand  that 
one  of  the  distinguishing  marks  of  a modern,  com- 
plex society  is  its  insatiable  appetite  for  educated 
talent.”  If  this  generalization  is  true,  medicine 
can  anticipate  ecen  greater  comjjetition  in  the 
future. 

1 able  2 indicates  that  the  pattern  of  applica- 
tion acticity  has  not  yet  adversely  affected  the 
cpiality  of  accepted  applicants.  The  mean  of  the 


TABLE  I 

SUMMARY  OF  APPLICATION  ACTIVITY  DURING  THE  PAST  14  YEARS 


Applications  to  Medical 

Schools 

1st  Year 

Accepted 

Class 

Applicants 

Total 

Per  Individual 

Applicants 

1947-48 

18,829 

56,279 

3.0 

6,512 

1948-49 

24,242 

81,662 

3.4 

6,973 

1949-50 

24,434 

88,244 

3.6 

7,150 

1950-51 

22,279 

81,931 

3.7 

7,254 

1951-52 

19,920 

70,678 

3.5 

7,663 

1952-53 

16,763 

56,319 

3.4 

7,778 

1953-54 

14,678 

48,586 

3.3 

7,756 

1954-55 

14,538 

47,568 

3.3 

7,878 

1955-56 

14,937 

54,161 

3.6 

7,969 

1956-57 

15,917 

59,798 

3.8 

8,263 

1957-58 

15,791 

60,951 

3.9 

8,302 

1958-59 

59,170 

59,102 

3.9 

8,366 

1959-60 

1 4,952 

57,888 

3.9 

8,512 

1960-61 

14,397 

54,662 

3.8 

8,560 
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1960-61  applicant  scores  on  the  MCAT  snbtests 
are  generally  equivalent  to  last  year’s  averages  for 
accepted,  rejected,  and  total  applicant  groiqjs 
alike. 

Slight  increases  in  the  Quantitative  Ability  and 
.Science  Achievement  mean  scores  of  the  accepted 
applicants  parallel  similar  increases  in  the  total 
applicant  group  so  that  no  inferences  can  be  made 
regarding  an  im leased  interest  in  these  scores  by 
the  admissions  committees.  Further,  the  increases 
are  minor  and  may  be  attributable  only  to  yearly 
fluctuations. 

The  critical  (juestion  remains  one  of  project- 
ing current  short-range  trends  in  the  medical 
manpower  pool.  Presently  both  short-and  long- 
range  trends  presage  increasing  dilficulty.  A 
number  of  options  lor  intervention  by  the  schools 
and  interested  organizations  exist,  however. 
These  include  active  recruitment  efforts  at  both 
high  school  and  college  levels,  informal  and  for- 
mal procedures  lor  the  better  distribution  of 
available  talent,  and  increasing  present  and  new 
sources  of  financial  aitl  to  medical  students. 


Blood  Bank  and  Transfusion  Services 
Directory  to  Be  Published 

Ovei'  4,500  hospitals.  Red  Cross,  and  commu- 
nity blood  banks  are  now  being  surveyed  to  de- 
termine anti  recortl  their  identities  anti  relation- 
ship to  transfusion  services  and  blootl  banking. 
Specific  tlata  is  being  gatheretl  to  determine  the 
number  ol  units  ot  human  blootl  collected  and 
transfusetl  by  each  institution.  This  and  other 
inlormatif)!!  will  be  pidilishetl  this  year  in  a third 
etlition  of  “Directory  t)f  Blootl  Transfusion  Fa- 
cilities anti  Services”  by  the  Joint  Blood  Council. 

The  Directory  will  also  include  information  on 
technical  anti  operating  procetlures,  approvals, 
supertision,  reciprttcity  exchange  systems,  tissue 
storage  banks,  anti  other  pertinent  tlata.  It  car- 
ries also  a cotletl  functittnal  tlefinitittn  for  each 
listetl  facility. 

.\11  lacilities  ct)llecting,  processing,  anti  using 
blootl  are  requestetl  to  cttmplete  the  directory 
tlata  cartls  anti  return  them  immediately.  No 
charge  is  matle  Ittr  the  listing.  The  Directory 


TABLE  II 


MEAN  MCAT  SCORES  OF  ACCEPTED  AND  REJECTED  APPLICANTS  DURING  THE  PAST  9 YEARS 


Accepted  Appf 

icants 

Rejected  Applicants 

No. 

No. 

Taking 

Total 

Taking 

Total 

Year 

VA 

QA  MS 

Sci 

MCAT 

N 

VA  QA 

MS 

Sci 

MCAT 

N 

1952-53 

522 

526  519 

525 

7,346 

7,778 

465  459 

467 

457 

7,398 

8,985 

1953-54 

519 

525  524 

530 

7,426 

7,756 

461  457 

472 

460 

5,801 

6,922 

1954-55 

517 

521  530 

533 

7,527 

7,878 

457  455 

473 

459 

5,661* 

6,660 

1955-56 

524 

528  527 

522 

7,688 

7,969 

466  459 

476 

454 

6,652* 

6,968 

1956-57 

525 

525  526 

519 

8,012 

8,263 

463  458 

473 

445 

6,859 

7,654 

1957-58 

528 

517  527 

516 

8,223 

8,302 

467  452 

472 

442 

6,840 

7,489 

1958-59 

527 

532  520 

523 

8,301 

8,366 

461  456 

467 

441 

6,305 

6,804 

1959-60 

529 

527  527 

527 

8,449 

8,512 

470  455 

473 

449 

6,019 

6,440 

1960-61 

527 

533  527 

533 

8,500 

8,560 

464  453 

473 

449 

5,462 

5,837 

Total 

Applicants 

No. 

Grand 

Taking 

Total 

Year 

VA 

QA 

MS 

Sci 

MCAT 

N 

1952-53 

493 

492 

493 

491 

1 4,744 

16,763 

1953-54 

494 

495 

501 

499 

13,227 

14,678 

1954-55 

491 

493 

506 

501 

13,188* 

14,538 

1955-56 

497 

496 

503 

490 

14,340* 

14,937 

1956-57 

496 

494 

502 

485 

14,871 

15,917 

1957-58 

500 

487 

502 

482 

1 5,063 

15,791 

1958-59 

499 

499 

497 

488 

14,606 

15,170 

1959-60 

504 

497 

505 

494 

1 4,468 

14,952 

1960-61 

503 

501 

506 

500 

1 3,962 

14,397 

*Estimated 
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service  lias  ilie  su|)|)oit  ol  ihe  (’-ouiuirs  Member 
Institutions  and  tlie  leileral  medical  services. 

* # # 

Veterans  Administration  Teaching  Program 

The  \'eter;nis  Ailministralion  lias  become  the 
nation’s  largest  training  groinul  ior  colleges  ;nid 
universities  in  preparing  students  at  the  jiroles- 
sional  level  lor  the  medical  lield. 

More  than  Hi, 000  such  students  now  spend 
p;irt  ol  their  time  at  \'A  hospitals  and  clinics  each 
year. 

In  return,  alliliation  with  the  schools  brings 
lacnlty  members  and  latest  medical  knowledge  to 
stations  atid  thus  raises  the  (juality  of  medical 
care  lor  VA  jiatients.  Participation  in  the  medi- 
cal education  programs  also  helps  the  VA  secure 
scarce  highly  trained  persontiel  to  lill  its  staff 
vacancies. 

V.\  hospitals  and  clinics  are  affiliated  with  75 
of  the  nation’s  85  medical  schools,  32  of  the  47 
dental  schools,  all  of  the  56  accredited  schools  of 
social  work,  the  58  approved  universities  for  grad- 
uate training  in  clinical  and  counseling  psychol- 
ogy, about  a tenth  of  the  nation’s  nursing  schools, 
and  with  127  schools  in  providing  clinical  traiti- 
ing  in  the  physical  medicine  and  rehabilitation 
therapies. 

Beginning  last  fall,  a new  university-VA  ])ro- 
gram,  second  of  its  kind  in  the  nation,  is  training 
college  graduates  in  rehabilitation  of  the  blind. 

.\t  latest  cottnt,  the  yearly  total  of  college  and 
university  trainees  at  VA  hospitals  and  clinics  in- 
cluded: 

More  than  3,000  ])hysicians  serving  medical 
residencies  to  become  sjiecialists  in  anesthesiol- 
ogy, cardiology,  dermatology,  gastroenterology, 
general  surgery,  internal  medicine,  neurology, 
neurosurgery,  ophthalmology,  orthopedic  surgery, 
otolaryngology,  jjathology,  physical  medicine, 
plastic  surgery,  proctology,  psychiatry,  pulmo- 
nary disea.ses,  radiology,  thoracic  surgery,  and 
urology. 

More  thati  7,700  medical  students  .serving  clini- 
cal clerkships. 

Thirty-nine  dental  residents  in  oral  surgery, 
periodontia,  and  prosthodontia  and  38  dental 
interns.  These  are  relatively  recent  but  increas- 
ingly imjjortant  forms  of  advanced  dental  train- 
ing. The  28  VA  dental  residency  programs  and 
34  VA  dental  internship  programs  represent  21 


penent  ol  the  dental  residency  programs  in  the 
Ihtited  .Stales  and  17  percent  ol  the  dental  in- 
ternship piograms. 

.More  than  3,000  student  nurses  and  2 1 0 non-V.A 
registered  tnn.ses  in  advanced  educational  pro- 
grams at  20  colleges  atid  utiiversities. 

.About  15  percent  of  the  nation’s  graduate  stu- 
dents iti  clinical  and  counseling  psychology,  II 
percent  ol  the  dietetic  intern.s,  25  percent  of  the 
medical  or  psychiatric  social  work  students,  75 
percent  ol  all  jitnior  and  senior  year  occupational 
therapy  students  of  the  nation,  and  60  percent 
of  the  junior  and  senior  year  physical  therapy 
sttidenls. 

# # * 

Health  and  Safety  Tips  From 
The  American  Medical  Association 

.Americans  are  always  getting  htirt.  4he  tia- 
t ion's  185,000,000  people  have  about  30,000,000 
accidents  every  year  that  are  snfliciently  severe  to 
rec|uire  medical  attention.  No  one  knows  how 
many  others— tens  of  milliotis  at  least— who  suf- 
fer minor  cuts,  burns  and  bruises  that  reejuire 
first  aid. 

With  a few  exceptions,  almost  every  one  of 
those  30,000,000  accidetits  rec|uiring  medical  at- 
tention could  have  beeti  avoided  by  a little  care 
and  foresight. 

The  American  Medical  Association,  in  Today’s 
Health  Magazine,  ttlfers  ten  basic  jjoinis  for  par- 
ents as  safety  guides  for  families.  In  drilling  the 
youngsters  on  safety  rules,  the  ]jaretits  also  re- 
mind themselves  to  be  more  careful. 

— Know  atid  follow  safety  practices  yourself. 

— K(|uip  and  maintain  your  borne  and  yard 
safely. 

—Install  and  use  safet)  belts  in  your  car.  Keep 
the  car  in  sale  condition  at  all  times. 

—For  your  children's  sake,  and  yonr  own,  work, 
play  and  travel  safely. 

—Keep  yoitng  children  under  competent  super- 
vision at  all  times. 

—.Select  and  instruct  baby  sitters  with  care. 

— Ciradually  increase  the  child’s  responsibility 
lor  his  own  safety  and  that  of  others. 

—Hold  family  safety  meetings,  including  home 
lire  tlrills. 

—(five  active  support  to  schools  in  their  safety 
programs. 

—Remember  that  boys  have  many  more  acci- 
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dents  than  girls.  Let  yonr  son  be  a regular,  active 
boy,  but  keep  him  alive. 

* * # 

Field  trials  lor  two  types  of  measles  vaccine 
got  underway  recently  in  some  5,000  children  be- 
ginning in  five  widely  .separate  parts  of  the  coun- 
try, Surgeon  (General  Luther  L.  Terry  of  the 
Public  Health  Service  announced. 

The  studies  are  being  conducted  by  local  health 
dejtartments,  in  cooperation  with  the  Service’s 
Lommunicable  Disease  Center,  in  DeKalb  Coun- 
ty, Georgia;  Cincinnati,  Ohio;  Seattle,  W’ashing- 
ton;  and  in  Rochester  and  Buffalo,  New  York. 

“This  is  the  first  large  scale  trial  of  killed  virus 
measles  vaccine  and  the  first  time  it  has  been 
used  in  combination  with  live  virus  vaccine  in  a 
field  trial,"  Dr.  Terry  said.  “The  purpose  is  to 
find  out  how  effective  these  methods  will  be  in 
protecting  children  against  measles.” 

Previous  trials  of  measles  vaccine,  he  ex- 
plained, have  testetl  the  use  of  live  vaccine  alone 
or  in  combination  with  gamma  globulin.  The 
live  vaccine  alone  has  frequently  produced  fever 
and  rash.  These  side  effects  arc  reduced  when 
gamma  globulin  is  used,  but  supplies  of  gamma 
globulin  may  not  be  adequate  for  mass  vaccina- 
tion programs  since  it  is  derived  from  human 
blood. 

Dr.  Terry  pointed  out  that  in  the  United  States 
measles  causes  more  deaths  than  any  other  com- 
mon childhood  disease.  Conservative  estimates 
indicate  that  approximately  500  children  die  each 
year  as  a result  of  infection  with  the  measles  virus. 
Many  of  these  deaths  are  due  to  measles  encepha- 
litis which  may  occur  as  often  as  1 in  lOO  cases. 

The  children  in  the  current  stud)  will  be  di- 
\ided  into  three  groups.  The  first  group  will  re- 
ceive three  shots  of  killed  virus  vaccine.  The 
second  will  be  given  two  shots  of  killed  vaccine 
and  one  shot  of  live.  The  third  will  receive 
dummy  injections  (placebos). 

* * * 

Dr.  Fulton  Named  Chief  of  Staff  of 
New  Hospital 

Dr.  W'illiam  L.  Fulton,  a North  Little  Rock 
internist  and  pediatrician,  has  been  selected  as  the 
first  chief  of  staff  of  the  North  Little  Rock  new 
Memorial  Hosjjital.  The  50  physicians  who  com- 
prise the  active  medical  staff  elected  Dr.  Fulton. 


Other  officers  are  Dr.  Ck  Max  Thorn,  a pedia- 
trician, vice  chief  of  staff,  and  Dr.  Amail  Chudy, 
a general  practitioner,  secretary. 

Dr.  Fulton  has  practiced  at  North  Little  Rock 
since  1946.  He  opened  a clinic  at  513  Main  Street 
with  Dr.  Shelby  Atkinson  in  1947  and  entered  a 
partnership  with  Dr.  George  Napper  when  Dr. 
Atkinson  retired. 

# # # 

Residency  Program  Given  Okay 

Ihe  American  Medical  Association  has  re- 
newetl  ajtproxal  of  the  residency  program  in 
anesthesiology  at  St.  Vincent's  Infirmary.  A.  Allen 
Weintraidj,  assistant  administrator  of  the  Infirm- 
ary made  the  announcement.  The  approval  is 
for  another  two  )'ears  and  was  granted  by  the  As- 
sociation's review  committee  which  represents 
the  American  Board  of  .Anesthesiology  and  the 
Committee  on  Medical  Education  and  Hospitals. 
Dr.  .Allen  .A.  Gentling  is  director  of  the  depart- 
ment at  St.  Vincent's  Infirmary. 

* * * 

The  American  Medical  Association  Education 
and  Research  Foundation 

The  .American  Medical  Education  Foundation 
was  established  in  1951  for  the  purpose  of  provid- 
ing financial  assistance  to  medical  schools.  The 
.American  Medical  Research  Foundation  was 
established  in  1957  for  broader  purposes,  includ- 
ing the  provision  of  financial  assistance  to  medi- 
cal schools. 

Effective  January  1,  1962,  the  programs  of 
AMEF  and  .AMRF  were  consolidated  within  the 
framework  of  a single  Eoundation— the  .American 
Medical  Association  Education  and  Research 
Foundation.  .At  the  same  time,  these  programs 
were  expanded  ami  a concerted  effort  made  to 
provide  increased  financial  assistance  to  medical 
schools,  in  addition  to  financing  the  other  projects 
of  the  foundation. 

This  Foundation  is  incorporated  under  the 
laws  of  the  State  of  Illinois  as  an  educational, 
scientific  organization.  .All  contributions  to  the 
.AMA-Education  and  Research  Foundation  are 
tax  deductible  under  Section  501(c)(3)  of  the 
U.S.  Internal  Revenue  Service  Code. 

The  affairs  of  this  Foundation  are  managed 
by  a Board  of  Directors  elected  annually  by  and 
from  the  membership  of  the  Board  of  Trustees 
of  the  American  Medical  Association. 
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Tuberculosis  Book  Available 

l)i.  Ben  Salt/man,  president  ol  the  Arkansas 
Ftiberetilosis  Association,  says,  “instrtietions  lor 
washing  glassware  in  a ttiherenlosis  laboratory  is 
but  one  ol  the  bits  ol  tiseltil  inlormation  in  the 
I Ith  edition  of  Diagtiostic  Stantlartls  and  Classili- 
eation  ol  I'tiberenlosis,  jttst  oft  the  press.” 

This  practical  handbook,  used  thronghout  the 
world,  is  published  by  the  National  Ttibercnlosis 
•Assoeiatioti.  It  is  tlistribtited  as  a public  service 
to  doctors  and  the  Health  Department  by  the 
Arkansas  I'tiberctilosis  Association— the  Cihrist- 
mas  Seal  organization. 

The  19()1  edition,  the  first  since  1955,  has  col- 
or illustrations  and  includes  the  coding  system 
for  tuberctilosis  used  in  hospitals  and  on  most 
health  department  records  as  well  as  sections  on 
the  clinical  course  of  tuberculosis,  diagnostic 
methods,  bacteriology,  and  other  ttseful  informa- 
tion. The  chapter  on  bacteriology  includes  de- 
scriptions of  human,  bovine  and  avian  tubercle 
bacilli  and  also  of  “unclassified"  bacteria  which 
cause  lung  disease  resembling  tuberculosis. 

The  1961  edition  was  prepared  by  a committee 
of  the  American  Thoracic  Society,  medical  sec- 
tion of  National  Tuberculosis  Association,  headed 
by  ^Villiam  H.  Oatway,  Jr.,  M.D.,  of  Altatlena, 
California. 

# * # 

A Texas  plan  to  detect  phenylketonuria,  a me- 
tabolic disease  in  newborn  infants  which  can 
cause  mental  retardation,  has  been  proposed  by 
a Houston  pediatrician. 

Dr.  John  K.  Glen,  writing  in  the  December  is- 
sue of  the  Texas  State  foiiDial  of  Medicine,  sug- 
gested a voluntary  jilan,  with  do-it-yourself  kits 
to  be  jtrovided  mothers  of  newborn  babies  to  take 
home  from  the  hospital. 

Under  the  plan.  Dr.  Glen  writes,  the  doctor 
requests  the  mother  to  jjerform  urine  tests  on 
her  infant  at  three  and  six  weeks  of  age.  The 
mother  is  given  a packet  of  test  materials  by  the 
hospital  at  the  doctor’s  request. 

The  plan  provides  the  broadest  possible  early 
screening  for  the  disease.  Dr.  Glen  stated.  Al- 
though PKU  is  rare,  occurring  only  once  in  20,- 
000  births,  early  detection  is  necessary  for  early 
treatment.  Testing  has  indicated  that  200  to  400 
babies  with  PKU  are  born  each  year  and  that  the 
disease  is  responsible  for  at  least  one  per  cent  of 


the  200,000  mentally  retarded  now  in  institutions. 
Treatment  by  spccitil  iliet  shoidd  be  instituted  as 
early  as  jjossible  to  prevent  failure  ol  tiormal 
brain  development— preferably  before  the  infant 
is  one  month  old.  Untreateil,  such  children 
usually  are  severely  retarded  by  the  time  they 
:ne  .seven  years  old. 

The  Texas  ])hin  is  part  of  the  educational  pro- 
gram launched  by  the  Texas  Medical  Association 
for  physicians  to  encourage  detection  of  the  dis- 
ease in  newborn  infants. 


THINGS 


TO 

COME 


The  antuial  meeting  of  the  American  Society 
of  Psychosomatic  dentistry  and  medicine  will  be 
held  at  the  Shoreham  Hotel,  Washington,  D.G., 
beginning  Friday  evening,  March  2,  to  the  after- 
noon of  Sunday,  March  4,  1962,  immediately  })re- 
ceding  the  district  of  Columbia  Dental  .Society 
meeting.  The  main  theme  of  the  program  will  be 
Patient  Relationship,  its  importance  and  develop- 
ment in  the  clinical  setting  of  general  practice. 
On  Saturday  and  Sunday  morning  round  table 
discussions  will  be  held  in  the  ittilization  of  hyp- 
nosis in  the  various  specialties  of  general  practice. 
All  dentists,  physicians  and  psychologists  are 
cordially  invited  to  attend.  Since  this  program 
will  not  be  devoted  entirely  to  hypnosis,  mendiers 
of  the  general  practice  society  will  receive  cate- 
gory II  credit  for  attendance.  F'or  the  detailed 
program,  contact  Dr.  Je.sse  Gaden,  chairman. 
Program  Committee,  5213  Connecticut  Avenue, 
N.W.,  W’ashington  15,  D.C.,  or  Dr.  Philip  Ament, 
964  Delaware  Avenue,  Buffalo  9,  New  York. 

# # # 

ANNOUNCE  M ENT 
The  SCOTT  AND  WHITE  CLINIC  an- 
nounces its  TENTH  ANNUAL  CONFER- 
ENCE IN  MEDICINE  AND  SURGERY  to  be 
held  in  Temple,  Texas  on  March  4,  5,  6,  1962. 


Volume  58,  Number  9— FEBRUARY,  1962 


395 


Features 


Topics  ol  practical  interest  to  the  practicing 
physician  will  be  stressed.  Guest  speakers  will  be 
Dr.  Whlliam  H.  Beierwaltes  of  the  University  of 
Michigan  Medical  School,  Ann  Arbor,  Michigan, 
and  Lt.  Col.  George  F.  Rtnner,  Director  of  Medi- 
cine anti  Stirgery,  Army  Medical  Service  School, 
Brooke  Medical  Center,  San  Antonio,  Texas. 

P R O c;  R A M 

Sunday,  March  4,  1962,  P.M.  — Practical  Endo- 
crinology. 

Afontlay,  March  ,6,  1962,  A. M.— Cardiopulmonary 
Clinics. 

Ltinclieon:  “The  Physician’s  Role  in  the  Man- 
agement of  Mass  Casualties,”  Lt.  Col.  Rumer. 
P.M. —Gastrointestinal  Clinics. 

Dinner:  “Flome  Preparedness  for  Disaster”  — 
Lt.  Col.  Rumer. 

Fuesday,  March  6,  1962,  A. M.— Practical  Session: 
Demonstrations  incorjrorating  electrocardio- 
grams, intrtivenous  pyelograms,  anti  roent- 
genograms; special  tlemonstrations  in  ortho- 
pedics and  in  inhalation  therapy. 

(CREDIT  throtigh  the  University  of  Texas  Post- 
grathiate  School  of  Metlicine  tt)  the  Academy 
f)f  General  Practice  18  Flours. 

Registratit)!!  Fee— .|25.00 
Wives  arc  cordially  invited.  Special  entertain- 
ment has  been  plannetl. 

For  further  inlttrmation  anti  tletailed  jnogram, 
please  write:  John  1).  Bf)nnet,  M.D.,  Chair- 
man, Conlerence  in  .Metlicine  and  Surgery, 
Scott  and  White  Clinic,  Temple,  Texas. 

# # # 

Sixteenth  Annual  Symposium  on  Fundamental 
Cancer  Research  Conceptual  Advances  in 
Immunology  and  Oncology 

The  Sixteenth  Annual  Sympttsium  on  Ftmtla- 
mental  Cancer  Research  will  be  held  March  1,  2, 
and  3 at  the  M.  D.  Antlerst)n  Flosj^ital  and 
Ftimor  Institute,  Houstt)n,  I’exas.  Topics  for 
sessions  are  as  follows:  Thet)ries  f)f  Antibody  Pro- 
duction; Contrt)!  Mechanisms  of  Antibody  Syn- 
thesis; The  Nature  of  the  .Antigen-Antibotly  Re- 
action; t ransplantation  and  Immunological  Tol- 
erance; and  Cancer  Specific  Antigens. 

.Ml  interested  physicians  are  invited  to  attend. 

“The  LIniversity  of  Texas  Postgraduate  School 
of  Medicine  and  The  University  of  Texas  M.  D. 


Anderson  Hospital  and  Tumor  Institute  will  co- 
sponsor a (dinical  Symposium  on  ‘The  Manage- 
ment of  Children  With  Cancer’  in  Houston, 
Texas,  on  March  30  and  31,  1962.  The  program 
will  include  lectures  by  guest  speakers  and  by 
members  of  the  M.D.  Anderson  Hospital  staff, 
as  well  as  case  presentations  and  panel  discus- 
sions. Important  aspects  of  chemotherapy,  sur- 
gery and  radiotherajjy  in  the  management  of  chil- 
dren with  various  types  of  neoplastic  disease  will 
be  covered.  Emphasis  will  be  placed  on  the  prob- 
lems arising  during  treatment. 

Eor  ftirther  information  write:  Office  of  the 
Dean,  The  University  of  Texas  Postgraduate 
School  of  Medicine,  102  Jesse  Jones  Library 
Building,  Texas  Medical  Center,  Houston  25, 
Texas.” 


A tvorld  forum  on  syphilis  and  other  trepone- 
matoses  will  be  held  September  4-8,  1962,  in 
4Vashington,  D.C. 

Sp  onsors  of  the  forum  are  the  American 
Venereal  Di.sease  .Association,  the  American  So- 
cial Health  Association,  and  the  United  States 
Public  Health  Service.  The  World  Health 
Organization  and  the  International  Union 
.Against  the  Wnereal  Diseases  and  the  Trepone- 
matoses  will  participate. 

On  behalf  of  the  spomors.  Dr.  Luther  L.  Terry, 
Surgeon  General  of  the  U.S.  Public  Health  Serv- 
ice, has  invited  health  workers  from  throughout 
the  world  to  attend  the  forum.  Dr.  Terry  said 
the  forum  will  aim  to  establish  a fund  of  current 
knowledge  about  the  control  of  syphilis,  to  out- 
line future  cotirses  of  action,  and  to  stimulate  ad- 
ditional research  and  investigations  in  particular 
areas. 

Need  for  the  forum  was  recognized  and  pointed 
out  recently  by  the  World  Health  Organization 
Expert  Committee  on  Venereal  Diseases  and  the 
T reponematoses. 

Since  the  control  of  syphilis  is  interrelated  with 
social  as  well  as  medical  sciences,  the  forum  will 
utilize  experts  in  both  fields  to  re-examine  pres- 
ent concepts  of  syjrhilis  control  and  suggest  new 
areas  and  directions  for  development. 

The  forum  will  immediately  precede  the  Inter- 
national Congress  of  Dermatology  (September 
9-16)  also  to  be  held  in  Washington,  thus  enabling 
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mail)’  specialists  to  attciul  Itotli  incctiiigs. 

Inc  Itick'cl  in  tltc  itivitation  to  tlic  loriitn  ;nc  till 
|)Cisons  Of  organi/ations  cngagt'cl  in  of  intcfcstccl 
in  the  contfol  and  efticlieat ion  ol  the  \’enefe;il 
diseases. 

Special  invitations  to  ptesenl  papets  ate  to  be 
isstied  by  the  Pfogfam  (lonnniitee  to  ontstatiding 
seietitists  thfonghont  the  wofld.  (Ihainnan  ol  the 
(lommittee  is  Df.  Wdlliain  |.  Blown,  Veneieal 
Disease  Biatieh,  Coinmnnicable  Disease  Centef, 
Ih  S.  Public'  Health  Sef\'iee,  Atlanta  22,  Geofgia, 
IhS.A.  ()fgani/;itions  expecting  to  be  lepresented 
and  individuals  planning  to  attend  should  wfite 
to  Df.  Bfowti.  Headtptai  tefs  lof  the  lofum  will 
be  the  Shefaton  Pafk  Hotel,  ^\dlshington,  D.C. 


O 

OBITUARY 

Df.  Fount  Richafdson,  who  since  1937  had 
been  clifector  of  student  health  sefviee  at  the  Uni- 
vei'sity  of  Arkansas,  died  in  a Dallas,  Texas  hos- 
pital. He  went  to  Dallas  to  attend  a meeting  of 
the  Southern  Medical  Asscrciation,  but  suffered  a 
heart  attack  and  was  hospitalized.  He  was 
widely  known  in  medicine,  having  served  as  na- 
tional president  of  the  American  Academy  of 
General  Practice  in  1959.  He  w'as  president-elect 
of  the  Southern  Medical  Association,  a former 
president  of  the  Arkansas  Medical  Society,  and 
had  served  as  editor  of  the  Arkansas  Medical  So- 
ciety Journal.  He  was  a member  erf  a number  of 
medical  groups  including  the  American  Medical 
Association.  He  served  as  councilor  for  the 
Southern  Medical  Association  in  1954. 


ABSTRACTS 

KxkiI iKiliiJ)!  of  Early  Esophagoscopy  and  Corlico- 
slcroid  Therapy  in  the  Management  of  Corro- 
sive Injury  of  the  Esophagus— G.  |.  Visconti,  j. 
Beekhuis,  and  G.  F.  Whitten 

j Pediat-Vol.  59:. 356  (Sept.)  1961 
Fsojthagoscopy  w'as  jterfornietl  under  general 
anesthesia  in  76  children  (aged  from  1 to  14  years) 
within  24  hotirs  after  ingestion  of  a corrosive 
agent  to  establish  the  [tresence  or  absence  ol 
esophageal  burns.  Of  the  64  children  with 
oropharyngeal  burns,  esophagoscopy  revealed  def- 
inite esophageal  burns  in  16;  these  patients  were 
immediately  given  prednisolone  treatment.  The 
formation  of  early  stricture  was  observed  in  only 
1 ol  the  16  patients.  The  sttidy  showed  that  cor- 
rosive burns  of  the  mouth  and  pharynx  do  not 
necessarily  indicate  presence  of  esophageal  burns, 
and  esophageal  burns  may  be  present  without 
oropharyngeal  injtiry.  Early  esophagoscopy  pro- 
vides a jjositive  diagnosis  and  a sotmd  basis  for 
the  institution  of  corticosteroid  therapy  in  cor- 
rosive burns  of  the  esophagus,  and  eliminates 
lengthy  hospitalization  and  treatment. 


1 


j ANSWER— What  Is  Your  Diagnosis?  S 

j I 

A06-24-35  ( 

S 

1 63  Year  Old  White  Female  | 

i Three  year  history  of  personality  change  and  ) 
) confusion  with  inability  to  walk  for  about  one  ’ 
I month.  On  examination  the  left  pupil  was  \ 
! larger  than  the  right.  There  was  generalized  ( 
/ hyper-reflexia  and  a questionable  Babinski  sign  | 
) on  the  left.  1 

i I 

I DIAGNOSIS:  Astrocytoma— Grade  III.  \ 

I ' 

I X-RAY  FEATURES:  There  is  a large  area  of  | 
I irregular  patchy  calcification  in  the  right  J 
I temporo- parietal  area  indicating  calcification  s 
j within  the  large  tumor  mass.  { 

S 

s \ 

s 
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PERSONAL  AND  NEWS  ITEMS 


Hospital  Official  Speaks  to  Doctors 

Dr.  Pervis  Mil  nor,  c hief  of  staff  of  the  Baptist 
Hospital  in  Memphis,  gave  a lecture  at  the  Bates- 
\ille  Country  Club  to  climax  Batesville  Medical 
•Science  Days.  Dr.  Afilnor  spoke  on  “Cholesterol 
and  Its  rreatmenl  and  the  Current  Cioncepts  of 
.\nticoagnlation.’’  The  Science  Days  event  was 
sponsored  by  the  Arkansas  Academy  of  General 
Practice.  Dr.  |im  Lytle  served  as  chairman  of 
local  arrangements. 

Dr.  Gill  Heads  Medical  Staff 

Dr.  )ohn  E.  Ciill  was  electetl  |)resident  ot  the 
■Medical  Staff  of  St.  Michael’s  Hospital  in  Texar- 
kana. He  succeeds  Dr.  Eugene  T.  Ellison.  Dr. 
|.  K.  Laws  was  electetl  vice  president  and  Dr. 
Ciharles  V.  Bintliff,  secretary.  Officers  of  the 
Medical  Staff  automatically  become  members  of 
the  executive  committee.  Other  members  of  the 
e.xecutive  committee  are  Dr.  Ellison,  Dr.  Mitchell 
\'oung.  Dr.  J.  E.  Rochelle,  111,  and  Dr.  J.  \V. 
Burnett. 

St.  Vincent's  Staff  Officers 

Dr.  Samuel  Thomp.son  was  nametl  chief  of  the 
jjrolessional  staff  at  St.  Vincent's  Infirmary  for 
1962-1)3,  in  Little  Rock.  Other  officers  include 
Di  . John  Busby,  secretary  and  Dr.  James  Head- 
stream,  \ ice  chief  of  staff. 

3 Physicians  Named  Officers 

Ehree  Osceola  jrhysicians  were  elected  to  posi- 
tions in  the  Mississij)pi  County  Medical  Society 
at  the  linal  meeting  last  year,  at  the  Chickasawa 
Hospital  in  Bhtheville.  Dr.  George  Pollock  was 
elected  \ ice-presitlent  for  1962;  Dr.  Eldon  Eairley 
was  re-elec  ted  .sec  retary-treasurer;  while  Dr.  L.  D. 
.Mas,sey  was  named  a member  of  the  Board  of 
(iensors.  Dr.  Hunter  Sims,  Jr.,  of  Blytheville  was 
elected  jjresiclent  for  1962  and  Dr.  C.  R.  Cole  was 
named  delegate  to  the  State  Society. 


Dr.  W.  Duane  Jones  Heads  Sanatorium 

Dr.  AW  Duane  Jones  is  the  new  medical  direc- 
tor of  the  state  Tubercidosis  Sanatorium.  He  is  a 
native  of  Indiana  and  came  here  from  Ashland, 
Kentucky,  where  he  had  been  chief  executive  at 
the  state  Tuberculosis  Hospital,  District  No.  4. 
He  helped  .set  up  that  hc)S])ital  and  a similar  one 
at  Maclisonc  ille,  Ky. 

Doctor  James  H e ads t ream  was  a guest 
speaker  at  a Seminar  in  Pediatric  Urology  held  at 
the  University  of  .Missc^uri  Medical  Center. 

# # # 

ABSTRACTS 

Diseases  of  the  Colon  a)i(l  Rectum,  Philadelphia 
Asymptomatic  Pathology  of  Colon  as  Disclosed  by 

Air  Contrast  K?iema—E.  D.  Weston 

Dis  Colon  Rectum— Vol.  4:356  (Sept. -Oct.)  1961 

Many  silent  or  asymptomatic  conditions  of  the 
colon  can  be  detected  only  by  roentgenologic 
study  of  the  colon  after  the  administration  of  a 
barium  enema.  .An  analysis  of  the  records  of  808 
patients  who  underwent  this  type  of  examination, 
including  air  contrast  studies,  disclosed  many  un- 
suspected abnormal  conditions  of  the  colon.  Com- 
plaints of  these  patients  related  only  to  anorectal 
tlisorders  such  as  hemorrhoids,  fissures,  pruritus 
ani,  and  fistula-in-ano.  Excluding  patients  in 
whom  the  colon  was  redundant,  there  were  395 
with  abnormalities  which  included:  spastic  colon, 
131;  diverticulosis,  1 18;  diverticulitis,  11;  “ptosis,” 
35;  ulcerative  colitis,  29;  megacolon,  4;  carcinoma, 
3;  polyposis,  2;  amebiasis,  2;  malposition,  2;  and 
ileitis,  1.  Thus  there  w^ere  356  cases  (44%)  with 
jrositive  findings.  The  authors  conclude  that 
jrroper  investigation  of  all  proctologic  disorders 
should  include  not  only  sigmoidoscopy,  but  air 
contrast  barium  enema  studies  of  all  patients  over 
30  years  of  age. 
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Contributors  to  the  American  Medical  Education 
Foundation  During  Month  of  November,  1961. 


Dr.  Lucille  K.  Lhanipiou,  Stuttgart  $ 5.00 

Dr.  f.  W.  Dorman,  Springdale  25.00 

Dr.  Milton  Deneke,  West  Memphis  25.00 

Dr.  Eldon  Fairley,  Osceola  100.00 

Dr.  Julian  Fairley,  Osceola  100.00 

Dr.  Elisha  M.  Gray,  Mountain  Home  50.00 

Dr.  Ellery  C.  Gay,  Little  Rock  25.00 

Dr.  John  F.  Guenthner,  Mountain  Home  25.00 
Dr.  Alfred  H.  Hathcock,  Batesville  10.00 

Dr.  Robert  A.  Hayes,  W yime  10.00 

Dr.  Glark  B.  Proctor,  Little  Rock  5.00 

Dr.  Porter  R.  Rodgers,  Searcy  25.00 

Dr.  Vestal  B.  Smith,  Marked  Tree  5.00 

Dr.  Ben  N.  Salt/man,  Mountain  Home  25.00 

Ehiion  County  Medical  Society,  El  Dorado  15.00 
Craighead-Poinsett  ^\a)man's  Auxiliary  5.00 

Pope- Yell  Woman's  Auxiliary  5.00 


•f 460. 00 

* * * 

Medical  Careers  Night  Held  in  Little  Rock 

.Medical  Careers  Night  was  sponsored  by  the 
Pulaski  County  Medical  Society  and  the  society’s 
auxiliary.  The  event  was  held  in  the  University 
.Medical  Center  Auditorium  lor  Pulaski  County 
students,  and  their  parents,  who  were  interested 
in  medical  careers. 

Some  facet  of  the  150  health  careers  possible 
were  touched  on  during  the  meeting,  either  on  the 
program  or  by  means  of  about  30  exhibits. 


C I ET I ES 


Hot  Springs  Surgeon  Elected  Head  of 
Cancer  Society's  Arkansas  Unit 

Dr.  William  Martin  Eisele,  a Hot  Springs  gen- 
eral surgeon,  was  elected  president  of  the  Arkan- 
sas Division  of  the  American  Cancer  Society  at 
the  annual  meeting  at  the  Coachman's  Inn. 

Eisele,  a graduate  of  the  Lhiiversity  of  Arkan- 
sas Medical  School  and  a state  Executive  Com- 
mittee member  for  7 years,  succeeds  A.  E.  Town- 
send, Jr.  ol  fat  tie  Rock.  Otlier  new'  officers  are 
Louis  Haven,  Jr.  of  Forrest  City,  vice  president; 
Mrs.  W.  R.  Brooksher  of  Fort  Smith,  secretary; 
and  ^\'.  Burney  Fitch  of  Fort  Smith,  Treasurer. 
* # # 

County  Medical  Society  Officers 

Dr.  Robert  'Watson  w’as  elected  president-elect 
of  the  Pulaski  County  Medical  Society  at  St.  Vin- 
cent Intirmary.  Dr.  W’atson  w'ill  serve  as  presi- 
tlent  in  1963.  Dr.  John  McCollough  Smith  will 
be  the  .Society’s  president  in  1962.  Other  Society 
ollicers  include  Dr.  Payton  Kolb,  treasurer;  Dr. 
H.  Elvin  .Shuflield,  vice  president,  and  Dr.  W’.  M. 
Hamilton,  recording  secretary,  and  Dr.  Joe 
Scruggs,  treasurer-elect. 

District  Medical  Society  Meeting 
Held  at  Monticello 

The  Fourth  Councilor  District  of  the  Arkansas 
Medical  Society  held  its  fall  meeting  at  the  Ridge- 
way Hotel  in  Monticello.  Dr.  A.  G.  Sullenberger 
of  Pine  Bluff,  is  jrresident  of  the  District  and  Dr. 
Lew'is  Hyatt  of  iMonticello  was  in  charge  of  ar- 
rangements for  this  meeting.  Speakers  for  the 
study  session  were  Dr.  Joseph  Buchman  and  Dr. 
Fred  Berry,  Little  Rock  surgeons.  Topics  for  dis- 
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cussion  were  relatetl  to  heart  and  blood  vessel 
surgery  in  which  the  two  speakers  are  especial!) 
interested  and  active. 

Special  guests  included  Dr.  and  Mrs.  Bill  Snod- 
grass, president  ol  the  State  Medical  Society,  Dr. 
and  Mrs.  K.  Shorey,  new  Dean  ol  the  Arkan- 
sas School  of  Medicine,  and  Mr.  and  Mrs.  Storm 
Whaley,  vice  president  of  the  University  of  Ar- 
kansas in  charge  of  the  University  Medical  School. 


Doctors  Wives  Entertained  by  Mrs.  McFarland 

The  ^N'oman  s .Auxiliary  to  the  Ciarland  Cotintv 
Medical  Society  met  with  Mrs.  L.  R.  McFarland 
as  hostess.  Co-hostesses  for  this  meeting  were 
Mrs.  James  French,  Mrs.  Richard  Graham,  Mrs. 
Stuart  McConkie  and  Mrs.  Vernon  Sammons. 

Decorations  of  ttdle  trees  and  gold  magnolia 
leaves  were  the  theme  and  refreshments  of  red 
ptinch  and  cookies  were  served.  A delightful  pro- 
gram of  carols  was  ])resented  by  the  St.  Luke’s 
kindergarten  under  the  direction  of  Mrs.  Cecil 
Lamb  and  accompanied  by  Mrs.  Katrina  Wil- 
liams. 

Mis.  Carl  Parkerson,  president,  presided  over 
the  meeting  at  which  35  members  were  in 
attendance. 


} ANSWER-ELECTROCARDIOGRAM  OF  THE 
' MONTH 

' RATE:  100  RHYTHM:  Sinus 


\ PR:  .19  sec.  QRS:  .08  sec.  QT:  32  sec.  ; 

I INTERPRETATION:  Within  normal  limits.  i 

I COMMENT:  This  tracing  is  an  example  of  | 
I changes  produced  by  an  electrical  position  of  ' 
I the  heart,  which  is  vertical.  The  patient  had  a < 
? barrel  chest  deformity  of  the  thoracic  cage  with  J 
I a rather  small,  perfectly  normal  heart.  The  | 

! dyspnea  complained  of  was  felt  to  be  due  to  i 
pulmonary  disease.  I 

— — 


BOOK  REVIEWS 

PROBLEMS  IN  SURGERY,  by  Erank  Glenn.  M.D.,  Lewis 
Atterbnry  Stimson,  Professor  of  Surgery,  Cornell  Univer- 
sity Medical  College,  New  York,  N.Y.;  Surgeon-in-Chief , 
The  New  York  Hospital-Cornell  Medical  Center,  New 
York,  N.Y.;  edited  by  George  E.  IVcnitz,  Jr.,  M.D.,  As.sistant 
Professor  of  Clinical  Surgery,  Cornell  University  Medical 
College,  New  York,  N.Y.;  Assistant  Attending  Surgeon, 
The  New  York  Hospital-Cornell  Medical  Center,  New 
York,  N.Y.,  Illustrated,  pp.  M2,  published  by  The  C.  T. 
Mosby  Company,  St.  Louis,  Mo.,  1961. 

This  book  is  exceedingly  interesting.  It  consists  of  a series 
of  problem  cases  pre.sented  at  the  Surgical  Grand  Rounds 
in  the  New  York  Hospital-Cornell  Medical  Center.  The 
book  is  exceptionally  well  illustrated  and  it  has  adequate 
references.  The  reviewer  found  some  of  the  cases  reported 
to  be  very  short  and  he  would  prefer  fewer  cases  written 
up  in  a little  more  detail.  Nevertheless,  the  cases  are  well 
pre.sented  and  of  many  different  types.  The  reader  will 
find  this  book  interesting  regardless  of  whether  he  is  a 
medical  student,  intern,  resident  or  practicing  physician. 
This  book  is  heartily  recommended  as  an  interesting  dis- 
cu.ssion  of  medical  problems.  It  is  not  an  encyclopedic  type 
discussion  of  surgery.  AK 

OBSTETRICS  by  ].  P.  Greenhill,  M.D.,  F.A.C.S.,  F.I.C.S. 
(Hon.y  Sotior  Atte)iding  Obstetrician  and  Gynecologist, 
The  Michael  Reese  Hospital;  Obstetrician  and  Gynecol- 
ogist, Associate  Staff,  The  Chicago  Lying-in  Hospital; 
.Attending  Gynecologist,  Cook  County  Hospital;  Professor 
of  Gynecology , Cook  County  Graduate  .School  of  Medi- 
cine, Twelfth  Edition,  illustrated,  pp.  1098,  published  by 
ir.  B.  Saunders  Company,  Philadelphia  and  London, 
I960. 

Creenhill  s textbook  of  obstetrics  is  outstanding  in  its 
field.  It  was  originally  a text  compiled  by  Joseph  II.  De  Lee, 
M.l).  and  was  highly  thought  of  in  its  original  form.  This 
text  represents  a very  complete  discussion  of  obstetrics  in- 
cltiding  the  physiology  of  pregnancy,  the  physiology  and 
condtict  of  labor,  the  physiology  and  conduct  of  the  puer- 
perium,  pathological  disturbances  during  pregnancy,  and 
operative  obstetrics.  I'lie  text  is  well  illustrated.  It  is 
easy  to  read.  It  has  abundant  bibliography.  This  book  is 
not  all  written  by  the  author;  many  chapters  are  written 
by  outstanding  authorities  in  other  fields.  This  text  is 
heartily  recommended  to  all  medical  students  and  prac- 
titioners. AK. 

IE4NDBOOK  OF  SURGERY  edited  by  John  I.  Wilson, 
M.D.,  Chief  of  Surgery,  Veterans  Administration  Hospital, 
San  Francisco,  California,  Associate  Clinical  Professor  of 
Surgery,  Unwersity  of  California  School  of  Medicine,  San 
Francisco,  California,  and  Joseph  J.  McDonald,  M.D., 
Dean  of  the  Faculty  of  Medical  Sciences,  American  Uni- 
versity of  Beirut,  Beirut,  Lebanon,  Formerly  Professor 
of  Surgery,  Columbia  University,  New  York,  illustrated, 
pp.  6JJ , published  by  Lange  Medical  Publications,  Los 
Altos,  California,  1960. 

This  small  text  contains  in  concise  outline  form  many 
facets  in  the  practice  of  snrgery.  It  has  a limited  usefulness. 
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TUBERCULOSIS 


Sponsored  by  Arkansas  Tuberculosis  Association 


The  Emerging  Pattern  of  Urban  Histoplasmosis 


An  epidemic  of  the  fungous  disease  occurred  i)i 
M exico,  Missouri,  anio)ig  a group  of  boys  who  had 
helped  clear  a large  city  park.  Soil  samples  from 
the  park,  a favorite  roosting  place  for  starli)igs, 
yielded  positive  cultures  for  H istoplasma  capsu- 
laturn. 

Urban  ciuldren,  because  ol  their  more  localized 
environment  and  less  irequent  exjrosure.  apjrear 
to  be  more  suitable  subjects  than  rural  children 
lor  studies  ol  the  acqtiisition  ol  inlection  with 
Histoplasma  capsulatum.  rhree  sources  ol  in- 
lection among  urban  children  have  been  reported; 
visits  to  larms  or  prior  rural  residence,  exposure 
in  urban  structures  contaminated  with  bird  drop- 
pings, and  imjjortation  ol  contaminated  larm 
soil  or  manure  as  lertilizer. 

In  the  present  paper  we  wish  to  call  attention 
to  a lotirth  source  ol  inlection  among  urban  chil- 
dren, namely,  inlection  in  wooded,  open  jxnk 
areas  contaminated  by  bird  drop]3ings.  I bis  mode 
ol  inlection  is  illustrated  by  the  report  ol  an 
epidemic. 

THE  EPIDEMIC 

Mexico  is  a city  of  1.5,()()()  people  in  east  central 
Missouri.  During  the  second  week  in  April,  1959, 
similar  illnesses  characteri/.ed  by  chills,  high 
lever,  and  cough  developed  in  lour  boys  in  Mexi- 
co. All  four  had  X-ray  films  ol  the  chest  taken  at 
the  local  hospital,  and  two  were  admitted  there. 
1 he  clinical  feattires  and  X-ray  findings  in  these 
lour  cases  led  the  hospital  radiologist  to  suspect 
histoplasmosis.  Positive  skin  and  serologic  tests 
later  confirmed  the  diagnosis. 

.\n  interview  with  these  boys  revealed  that  they 

M.  1,.  Furcoiow,  M.D.;  F.  E.  Tosh,  M.D.;  H.  \V.  Lsrsh,, 
Ph.D.;  H.  J.  Lynch,  Jr.,  M.D.;  and  G.  .Shaw,  M.I).,  The 
Xeu'  Eiigtaud  Jouniat  of  Medicine,  June  1,5,  1961. 


were  all  l>oy  .Scouts  and  members  ol  the  same 
troojj.  Furthermore,  their  only  close  association 
tvas  relatetl  to  scouting  activities.  .\11  lour  had 
onsets  ol  illness  within  tAvelve  to  fourteen  days 
alter  March  28,  1959.  On  that  day  a group  ol  61 
Scouts  Irom  the  loin  Mexico  troops  had  workeil 
together  clearing  a large  city  park. 

Since  it  was  jirobable  that  a large  proportion 
ol  the  Scouts  in  Mexico  had  been  exposed  to  the 
infection,  arrangements  tvere  made  through  the 
organization  lor  lurther  investigations.  ,\n  epi- 
demiologic tpiestionnaire  was  completed  by  113 
boys,  but  not  all  were  willing  to  have  skin  and 
.serologic  tests  and  X-ray  examination. 

TES  TS  PER  EG  RM El) 

I'he  standard  used  in  skin  testing  was  ol  a po- 
tency equivalent  to  standard  histoplasmin.  Two 
complement-lixation  tests  tvere  pcrlormed,  histo- 
plasmin being  used  as  antigen  in  one  and  ivhole- 
veast  phase  organisms  in  the  other.  X-ray  films. 
I I by  17  inches,  were  evaluated  by  physicians  ex- 
perienced in  the  interpretation  of  chest  lilms. 

■Soil  samples  were  collectetl  on  several  occasions 
from  the  park  suspected  as  the  source  and  cul- 
tured lor  II.  capsulatum. 

File  site  ol  the  epidemic  was  a part  ol  I I acres 
on  which  a large,  plantation-type  home,  built 
belorc  the  Uivil  War,  is  located.  I he  house  had 
fallen  into  disrepair  and  the  grounds  converted 
into  pasture  lor  licestock.  I he  grounds  had  been 
completely  untended  lor  15  oi  20  years  and  had 
become  heavily  overgrown  ivith  brush  and  trees. 
Fhe  city  ol  Mexico  had  grown  around  the  prop- 
erty so  that  the  p;n  k noiv  lies  near  the  center  ol 
the  city. 

In  December,  1958.  ivhen  the  city  began  clear- 
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ing  the  property,  it  was  destrilted  as  a jungle, 
with  dense  underbrtisli  and  vines  among  large 
trees.  Leaves  and  debris  were  at  least  several 
inches  deej).  Since  abottt  1950  the  park  had  been 
a tavorite  roosting  place  lor  starlings.  By  the 
summer  ol  1955  thousands  ol  these  birds  inhabited 
the  park  and  their  droppings  almost  completely 
covered  the  ground.  Becatise  ol  the  noise  ol  the 
birds  and  the  disagreeable  odor,  the  local  resi- 
dents had  tindertaken  eradication  measures.  De- 
spite a marked  decrease  in  the  bird  poptilation, 
at  the  time  ol  the  epidemic  there  was  still  evi- 
dence ol  considerable  bird  droppings. 

HIS  T OF  LA  SMIN  RES  UL  TS 

Ol  04  boys  who  worked  in  the  park,  02,  or  97 
per  cent,  had  positive  histoplasmin  tests,  30  ol 
00,  or  00  per  cent,  had  positive  complement- 
lixation  tests  lor  histoplasmosis,  and  28  ol  00,  or 
47  per  cent,  had  active  lesions  on  X-ray.  Ol  a 
grottp  ol  boys  who  hatl  not  worked  in  the  park 
only  41  per  cent  had  jtositive  skin  tests,  25  per 
cent  had  positive  complemcnt-lixation  tests,  and 
25  per  cent  had  active  lesions  on  X-ray  lilms.  It 
appears  that  practically  all  the  exposed  suscepti- 
ble boys  became  inlected.  It  is  not  surprising  to 
find  a number  with  evidence  of  LI.  capsulatinn 
infection  even  thotigh  they  did  not  work  on  the 
property  because  Mexico  lies  within  a highly  en- 
demic area.  Furthermore,  the  central  location  of 


the  jjark  favored  casual  visits  and  exposures. 

Only  10  ol  the  boys  who  worked  in  the  park 
ga\e  a history  ol  clinical  illness.  Nine  of  these 
had  positive  histoplasmin  skin  tests  and  serologic 
and  X-ray  findings.  In  the  other  boy,  only  the 
skin  test  was  performed  and  it  was  positive.  In 
live  ol  the  10  boys  a moderately  severe  illness  de- 
veloped, lasting  from  one  to  six  weeks,  with  symp- 
toms of  chills,  lever,  cough,  malaise,  and  chest 
discomfort.  Idle  other  five  reported  symptoms  ol 
a mild  upper-respiratory  tract  infection  lasting  a 
few  days. 

Sixty-two  per  cent  of  all  soil  samples  collected 
from  this  property  were  positive  for  H.  capsulatum 
by  culture,  an  usually  high  yield.  There  is  little 
doubt  that  the  fungus  was  flourishing  abundantly 
throughout  a large  portion  of  the  park  site. 

1 he  question  arose  of  whether  the  frequency 
of  isolations  from  the  park  represented  an  unusual 
prevalence  of  the  fungus  or  merely  reflected  a 
high  prevalence  throughout  the  entire  area, 
dims,  soil  samples  were  collected  from  six  se- 
lected sites  w'ithin  a radius  of  three  miles  from 
the  city  of  Mexico  and  in  the  city  itself.  Only  one 
of  the  soil  specimens  was  positive  for  H.  capsii- 
latuyn.  It  is  clear,  therefore,  that  the  frequency 
of  isolations  from  the  park  was  unique  and  not 
in  any  way  typical  of  similar  sites  in  the  same 
areas. 
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can  parallel  line  diverge? 

Though  the  vertical  lines  appear  to  bow  out  at  the  bottom,  the  fact  remains 
. . . they  are  parallel.  Similarly,  when  facts  regarding  oral  penicillins  are 
rearranged,  they  may  distort  the  true  picture.  Low  price  and  high  “blood 
levels’"  are  important  considerations,  but  it's  what  a drug  does  that  counts. 

V-Cillin  K®  achieves  two  to  five  times  the  serum  levels  of  antibacterial 
activity  (.AB.X)  produced  by  oral  penicillin  G.'  Moreover,  it  is  highly 
stable  in  gastric  acid  and,  therefore,  more  completely  absorbed  even  in  the 
presence  of  fond.  Your  patient  gets  more  dependable  therapy  for  his  money 
. . . and  it’s  therapy  he  really  needs. 

For  consistently  dependable  clinical  results 

prescribe  \’-Cillin  K in  scored  tablets  of  125  and  250  mg.  or  \ -Cillin  K,  Pediatric, 
in  40  and  80-cc.-size  packages.  Each  5-cc.  teaspoonful  contains  125  mg.  crystalline 
potassium  penicillin  \'. 


V-Cillin  K®  (penicillin  V potassium,  Lilly) 

1.  Gnflith,  R.  S.:  Antibiotic  Med.  & Clin.  Therapy.  '^129.  1960. 

This  is  a reminder  advertisement,  f or  adequate  information  for  use,  please 
consult  manufacturer’s  literature.  Eli  Lilly  and  Company,  Indianapolis  6, 
Indiana. 


SSeey 


(I  i 

M 


m 


Ti II *1  1 

J T • 1 

IKi] 

1 1 1 • 

1 Hrf  i 

provides  the  right  comhination 
for  effective  cough  controi 


Your  patient  probably  has  a more  “down-to-earth”  occupation 
than  the  trapeze  artist,  but  persistent  coughing  can  cause  a 
comparable  drop  in  performance.  Not  so  when  you  prescribe 
BENYLiN  EXPECTORANT.  This  Outstanding  antitussive  preparation 
effectively  suppresses  coughs  due  to  colds  or  allergy  through 
its  combination  of  judiciously  selected  ingredients. 
Benadryl,®  a potent  antihistaminic-antispasmodic,  calms  the 
cough  reflex,  relieves  bronchial  spasm,  and  reduces  nasal 


stuffiness,  sneezing,  lacrimation,  other 
symptoms  associated  with  colds,  and 
coughs  of  allergic  origin.  Efficient  expec- 
torants break  down  tenacious  mucous 
secretions,  thereby  relieving  respiratory 
congestion.  And  the  pleasant-tasting, 
raspberry-flavored  syrup  provides  a 
soothing  demulcent  action  that  eases 
irritated  throat  membranes. 

BENYLIN  EXPECTORANTcontains  in  each  fluidounce: 
Benadryl®  hydrochloride  (diphenhydramine 


hydrochloride,  Parke-Davis) 80  mg. 

Ammonium  chloride  , ...  12  gr. 

Sodium  citrate 5gr. 

Chloroform  2 gr. 

Menthol  0.1  gr. 

Alcohol  5% 


Supplied:  BENYLIN  EXPECTORANT  is  available  in 
16-ounce  and  1-gallon  bottles. 

This  advertisement  is  not  intended  to  provide 
complete  information  for  use.  Please  refer  to  the 
package  enclosure,  medical  brochure,  or  write 
for  detailed  information  on  indications,  dosage, 
and  precautions. 

' PARKE-DAVIS 


4762  PARKE.  DAVIS  A COMPANY.  Detroit  37.  Michigtn 
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PEDICLE  GRAFT  FOR  TRANSMEATAL  AND  ENDAURAL 

TYMPANOPLASTY 


A New  Technique 


Houston  L.  Bell,  M.D. 


Department  of  Otolaryngology 
Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

Roanoke,  Virginia 


Free  grafting  techniqi'es  have  been  utilized 
in  tympanoplastic  surgery  since  Oniliredanne  first 
utilized  a thin  free  graft  to  dry  uj)  a radical  mas- 
toid cavity  and  noticed  an  excellent  gain  iti  the 
patient’s  hearing.  Following  this,  Zollner  then 
followed  the  same  procedure  and  found  that  the 
graft,  if  placed  in  apposition  with  a mobile  stapes, 
served  as  an  adequate  substitute  for  a membrana 
tympani  and  transferred  the  sound  directly  to  the 
head  of  the  stapes  (tympanostapediopexy).  He 
further  noticed  that  where  wider  areas  were  to  be 
grafted,  the  thin  full  thickness  graft  served  to  hold 
up  better.  In  195,H,  Wullstein  reported  on  100 
cases  of  tympanoplasty  in  which  he  attenqjted  to 
attain  a closed  tympanum  with  a drum  capable 
of  vibration,  containing  air,  ventilated  from  the 
Eustachian  tube  to  the  fenestra  rotunda.  He 
found  that  the  best  result  was  obtained  with  a thin 
full  thickness  graft  approximately  1 millimeter  in 
thickness. 

For  some  years  now,  pedicle  skin  grafts  of  va- 
rious types  have  been  used  from  time  to  time  to 
close  defects  in  tympanic  membranes,  or  to  con- 
struct substitute  tympanic  membranes  in  cases  of 
congenital  meatal  atresia.  These  pedicle  flaps 


were  more  often  obtained  from  the  skin  above 
or  behind  the  auricle,  hut  occasionally,  were  ob- 
taitied  from  the  skin  of  the  meatus.  External 
flaps  were  awkward  and  difficult  to  swing  into 
position,  and  also  left  rather  pronotinced  scar- 
ring. Sourdille  used  a tympanomeatal  flap  which 
proved  convenient  and  practical  for  fenestration 
surgery.  I'his  flap  was  attached  to  the  drtnn  at 
twelve  o’clock.  Moritz,  prior  to  the  ptihlished 
works  of  Wullstein  and  Zollner,  maintained  that 
pedicle  grafts  were  necessary  for  tymjtanoplasty. 
In  corresponding  with  Sooy  of  San  Francisco,  I 
have  learned  that  he  prefers  a sliding  pedicle  graft 
from  the  skin  of  the  posterior  meatal  wall  to  close 
a small,  marginal  tympanic  membrane  perfora- 
tion. As  is  well  knowti,  Zollner  and  VVh  ight  prefer 
to  use  a thick  'Fhiersch  sjtlit  thickness  graft  which 
actually  is  a thin  full  thickness  graft  for  simple 
myringoplasty.  Fhis  is  the  type  of  graft  to  which 
I had  accustomed  myself  to  using  prior  to  the  use 
of  the  pedicle  graft.  I think  it  can  he  generally 
said,  that  the  majority  of  otologists  at  the  present 
time  are  using  Wullstein’s  full  thickness  graft 
taken  from  behind  the  ear. 

Shea,  Tahb,  Fed  Hailey  and  others  have  em- 
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jjloyed  the  use  ol  veins  for  the  repair  of  the  drum. 
It  is  my  personal  feeling  that  a vein  is  excellent 
for  smaller  perforations  of  twenty-five  to  thirty 
per  cent  of  the  tympanic  membrane  or  less.  It  is 
not  satisfactory  for  larger  perforations  or  for  com- 
plete replacement  of  the  tympanic  membrane.  As 
a rule,  more  Gel  foam  is  required  than  one  would 
like  to  use  in  the  middle  ear  cavity  to  hold  the  vein 
graft  in  place,  d oo  much  Gelfoam  promotes  the 
jxtssibility  of  adhesive  processes  within  the  middle 
ear.  William  House  and  Harold  Schuknecht  ad- 
vocate the  use  of  the  anterior  portion  of  the  ex- 
ternal auditory  canal  for  small  drum  defects. 
Schuknecht  prefers  free  grafts  from  the  j>ost- 
auricular  area  for  large  drum  defects. 

The  Portmanns  and  Claverie  in  their  recent 
textbook  in  otologic  surgery,  have  reported  sta- 
tistics of  percentage  of  takes  of  free  grafts  by  some 
twenty  to  thirty  outstanding  otologists  from  all 
over  the  world.  The  range  of  satisfactory  “takes” 
varies  30  per  cent  to  90  per  cent.  This,  to  me, 
indicates  that  where  there  is  such  a variation  in 
results  of  a certain  procedure,  it  would  seem  that 
either  the  procedure  is  too  highly  technical  or 
that  there  is  not  satisfactory  coordination  in 
evaluation  of  the  results. 

For  the  past  two  years,  we  have  employed  a 
meatal  pedicle  graft  technique  which  can  be  used 
regardless  of  the  size  of  the  tlefect  or  type  of  tym- 
panoplasty which  is  performed  and  is  quite  dif- 
ferent from  any  described  in  the  literature.  The 
author  described  this  in  detail  in  an  article  pre- 
sented at  the  Southern  Medical  Meeting  in  At- 
lanta in  November,  1959.  To  me,  it  is  a most 
practical  procedure  since  it  supplies  all  of  the 
prerequisites  for  grafting  techniques  namely: 

1.  Good  blood  supply. 

2.  Adequate  thickness  for  bridging  an  ait- 
space. 

3.  Adequate  thickness  for  normal  vibratory 
capacity  and  transmission  of  sound. 

4.  Texture  and  quality  of  the  skin  similar  to 
that  of  the  tympanic  membrane  because  of  its 
proximity  to  same. 

5.  It  allows  for  better  visibility  of  the  annular 
area  and  the  tympanic  membrane,  and  it  may  be 
used  for  all  types  of  procedure. 

Special  Considerations  in  Tympanoplasty 
Procedures 

1.  Adequate  thickness  of  graft.  Probably  first 
and  foremost  is  the  consideration  of  bridging  an 


open  space  stich  as  the  tympanic  defect  in  tym- 
panoplastic  surgery.  The  greater  the  defect,  the 
greater  the  incidence  of  slough  of  the  graft,  and 
one  must  be  assured  of  a good  blood  supply.  Guil- 
ford and  Wright  have  pointed  out  the  necessity 
of  adequate  thickness  so  that  the  subepithelial 
vascular  network  will  assume  the  role  of  nutrient 
supply  of  blood  and  maintain  viability  of  skin 
over  an  air  space.  Otherwise,  sloughing  will 
occur.  Grafts  1 millimeter  in  thickness  are  con- 
sidered adequate. 

2.  Donor  Site.  Various  donor  sites  have  been 
selected  such  as  the  postauricular  area,  inner  sur- 
face of  the  arm  and  even  foreskin  of  the  penis  have 
been  suggested  as  donor  areas  either  because  of 
facility  of  obtaining  the  graft,  or  because  of  elas- 
ticity of  the  skin. 

3.  Recipient  Site.  It  has  been  pointed  out  in 
previous  articles  that  the  recipient  site  must  be 
adequately  prepared  for  grafting,  (a)  All  meatal 
skin  must  be  meticulously  and  microscopically 
removed  from  the  inner  portion  of  the  bony  canal 
wall  adjacent  to  the  drum  membrane,  (b)  The 
drum  remnant  must  be  thoroughly  denuded  of 
epidermis  leaving  only  the  fibrous  layer  of  the 
drum  to  adequate  exposure  over  the  entire  drum 
area.  If  necessary,  the  anterior  bony  canal  wall 
should  be  removed  for  complete  exposure  of  the 
anterior  annular  area.  This  is  most  important  to 
insure  adequate  “take”  of  the  skin  anteriorly 
w'hich  is  the  most  common  site  of  “breakdown” 
of  the  graft  and  to  prevent  “iatrogenic”  cholestea- 
toma formation,  (c)  The  graft  must  be  in  com- 
plete apposition  with  the  drum  remnant  or  inner 
bony  wall  surface  at  all  points  to  insure  adequate 
take.  This  is  particularly  true  anteriorly  where 
the  drum  remnant  slopes  medially,  otherwise, 
there  will  be  a retraction  of  the  graft  laterally  and 
a so-called  false  tympanic  membrane  will  be 
formed  which  is  not  in  contact  with  the  ossicular 
structures,  (d)  Overlapping  of  the  graft  is  to  be 
avoided  as  this  predisposes  to  blood  spaces  and 
promotes  sloughing,  (e)  Meatal  skin  is  elevated 
and  is  allowed  to  overlap  the  free  graft  to  pre- 
vent invasion  beneath  the  newly  placed  skin  to 
form  cholesteatoma. 

In  1957,  we  reported  on  a series  of  tympano- 
plasty procedures  in  which  free  thick  split  thick- 
ness grafts  were  employed  with  fairly  good  results 
only  when:  (a)  Special  care  was  taken  in  preparing 
a large  bed  completely  free  of  islands  of  epi- 
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theliuin  to  receive  tlie  s>ralt.  (b)  'I'he  grail  was 
unilorm  in  thickness  ami  at  least  1 millimeter 
thick,  (c)  'I'he  tlelect  to  he  bridged  was  not  too 
large,  in  which  case  the  promontory  of  the  cochlea 
was  used  as  a contact,  (d)  The  free  graft  was  in 
good  contact  with  the  "bed.”  1 here  was  no  over- 
lapping of  edges  and  the  margins  were  in  good 
apposition  with  the  meatal  epithelium.  Free 
grafts  were  obtained,  for  the  most  part,  from  the 
postanricnlar  area  either  with  a straight  razor  or 
Bard-Parker  blade.  Latet,  grafts  were  prepared 
from  an  ellijttical  incision  posterior  to  the  auricle 
and  thinned  down  to  the  1 millimeter  thickness 
which  seemed  most  adequate  for  the  purpose  in 
mind.  It  was  pointed  out  at  that  time,  that  split 
thickness  grafts  would  take  more  readily  than 
thick  ones,  but  were  more  likely  to  slough,  while 
thin  full  thickness  grafts  had  less  percentage  of 
“takes”  but  held  up  much  better.  Furthermore, 
overall  hearing  results  were  not  likely  to  be  as 
good  with  the  thicker  grafts  although  thinning 
will  occur  in  time  with  gradual  improvement  in 
hearing.  Taking  into  account  these  precautions, 
statistical  results  as  presented  at  that  time  still 
revealed  only  -10-50  per  cent  adequate  “take”  in 
the  free  graft  technique.  It  was  pointed  out  in 
this  presentation  that  in  the  author’s  hands, 
pedicle  grafts  were  preferred  to  free  grafts  where 
possible.  During  the  past  twenty-four  months, 
the  pedicle  graft  prepared  from  meatal  skin  has 
lieen  employed  routinely  with  much  better  results 
than  we  had  obtained  with  free  grafting  from 
other  donor  sites. 

Preparation  for  Tympanoplasty 

1.  Since  the  aims  of  tympanoplasty  are  two- 
fold, namely,  eradication  of  disease  and  improve- 
ment of  hearing,  it  is  imperative  to  eliminate 
infection  prior  to  consideration  of  repair  of  the 
sound  conduction  mechanism.  Culture  and  sensi- 
tivity studies  are  run  and  antibiotics  instituted. 

2.  Attention  is  directed  to  the  nasopharynx  to 
eliminate  mechanical  obstruction  of  the  Eusta- 
chian tube  and  nasosinus  pathology.  Management 
of  allergic  rhinosinusitis  is  attempted.  In  our 
hands,  allergic  reactions  in  the  Eustachian  tube 
have  been  the  most  difficult  problem  to  handle. 

3.  Microscopic  examination  of  the  middle  ear 
structures  giving  special  attention  to  the  character 
of  the  mucosal  lining  of  the  middle  ear  wall  and 
the  hypotympanum  is  imperative.  If  the  mucosa 
is  hyperplastic  and  redundant  with  polypoid 


cliaiiges,  chances  of  successlully  drying  the  ear 
without  a complete  mastoidectomy  arc  greatly  re- 
duced. If  cholesteatomatous  deliris  is  noted,  the 
patient  is  again  a candidate  for  a tympanoattico- 
tomy  and  many  limes  an  M-1  or  modified  I pro- 
cedure can  be  performed  in  which  the  posterioi 
l)ony  canal  wall  may  be  preserved  and  grafting 
procedure  employed  at  the  same  time. 

In  instances  where  there  is  a persistent  or  inter- 
mittent mucoid  discharge  which  is  most  likely  ol 
Eustachian  tubal  origin,  grafting  is  of  little  value 
unless  attention  is  devoted  to  the  tube  in  order 
to  obtain  satisfactory  ventilation.  Fhe  following 
observations  are  made: 

1.  Polyethylene  tubing  placed  permanently  in 
the  Eustachian  tube  is  of  little  value.  Fubing 
placed  temporarily  at  time  of  “cleanup”  pro- 
cedure for  re-establishing  ventilating  capacity  of 
the  Eustachian  tube  and  withdrawn  after  six  to 
eight  weeks  seems  advantageous  in  many  respects. 

2.  Vein  iirserted  into  the  curetted  Eustachian 
tidre,  split  and  flapped  so  that  it  lines  the  medial 
wall  of  the  tympanic  space  and  the  hypotym- 
panum has  been  performed  in  six  patients  with 
resultant  patent  tube  and  dry  ear  in  two  instances. 

Summary 

It  has  been  emphasized  in  the  literatnre  and  is 
worthy  of  repeating  that  the  essentials  for  recon- 
struction of  the  sound  conduction  mechanism  are 
(1)  dry  ear,  (2)  functioning  and  patent  Eustachian 
tube,  and  (3)  dry  mucosally  lined  tympanic  cavity 
extending  from  the  Eustaebian  tube  to  function- 
ing round  window. 

The  Pedicle  Meatal  Graft 

In  the  consideration  of  the  optimum  require- 
ments for  grafting  in  the  construction  of  a new 
membrana  tyinpani,  and  in  reviewing  our  series 
of  tympanoplasty,  approximately  40  per  cent  of 
the  free  grafts  did  not  “take”  adequately.  Fur- 
thermore, it  was  noted  that  desquamation  oc- 
curred in  a high  percentage  of  ears  necessitating 
periodic  postoperative  care.  This  did  not  occur 
in  the  pedicle  meatal  graft  procedure.  For  the 
past  twenty-four  months,  the  pedicle  meatal  graft 
has  been  used  entirely  for  both  transmeatal  and 
endaural  procedures. 

Anatomy 

For  a better  understanding  of  the  meatal  graft 
techniejue,  consideration  of  the  anatomy,  includ- 
ing thickness,  texture,  blood  supply  and  bony 
attachments  is  presented. 
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Since  skin  1 millimeter  in  thickness  is  desirable, 
examination  and  review  ot  the  entire  meatal  skin 
area  is  desirable.  I’he  meatal  skin  is  extremely 
thin  over  the  inner  one-third  or  bony  portion  of 
the  canal  wall.  Superiorly  at  12  o’clock  on  the 
cartilaginous  portion  of  the  canal  as  well  as  pos- 
teriorly, the  skin  is  very  thick  and  vascular  and 
has  to  be  trimmed  of  subcutaneous  tissue  before 
it  can  be  utilized.  Sizes  of  the  ear  canals  vary 
greatly  in  diameter  and  length  and  the  overall 
area  of  the  graft  is  therefore  likewise  affected. 
One  should  give  special  attention  to  the  suture 
lines,  namely,  (1)  The  anterior  petrotympanic 
suture  line.  This  is  a prominent  bony  suture 
formed  by  the  bony  union  of  the  petrous  bone 
and  the  tympanic  plate  characterized  many  times 
by  prominent  spicules,  bony  exostosis,  and  deep 
crevasses  which  make  separating  the  skin  from 
the  bony  canal  rather  difficult  in  some  cases. 
(2)  The  posterior  tympanomastoid  suture 
line.  This  bony  suture  formed  by  the  union  of 
the  tympanic  plate  and  the  mastoid  process  is 
much  less  pronounced  making  for  easier  separa- 
tion ot  the  meatal  skin.  It  is  imperative  that  one 
be  familiar  with  these  variables  that  may  exist 
at  these  suture  lines  in  order  to  jwepare  a com- 
pletely intact  meatal  pedicle  with  as  wide  an  area 
as  possible. 

Pedicle  meatal  grafts,  of  course,  vary  in  size 
due  to  variations  in  depth  and  diameter  of  ear 
canals.  For  the  most  part,  however,  our  grafts 
have  measured  routinely  in  the  neighborhood 
of  12-14  millimeters  by  22-26  millimeters. 

Technique  in  Pedicle  Meatal  Skin  Grafting 

J.  Orthopedic  preparation  at  least  twelve 
hours  prior  to  surgery  with  use  of  Zephiran  Solu- 
tion. Phisoderm  is  used  prior  to  operation  on  the 
auricle  and  auricular  area.  It  is  not  allowed  in 
the  external  canal  dne  to  reaction  of  the  epi- 
tlermis  of  the  canal  and  drum  in  the  occasional 
jjatient. 

II.  Anesthesia;  Heavy  sedation  with  Nem- 
butal, grains  3,  given  three  hours  prior  to 
operation;  Nembutal,  grains  I1/2,  one  hour  prior 
to  operation;  Morphine  Sulfate,  grains  1/6,  one 
hour  prior  to  operation;  and  Phenergan,  25 
milligrams,  one  hour  prior  to  operation.  One 
per  cent  Lidocaine  (Xylocaine)  is  infiltrated  to 
block  the  branches  of  the  auriculotemporal  and 
the  greater  auricular  nerves.  A great  deal  of 
attention  is  devoted  to  the  meatal  injection  of 


Xylocaine  at  the  anterior  suture  line  and  at 
the  junction  of  the  cartilaginous  and  bony  canal 
wall,  so  that  if  infiltrated  slowly,  there  will  be 
elevation  of  the  epidermis  of  the  drum  remnant 
as  well  as  block  of  the  tympanic  branch  of  the 
auriculotemporal  nerve.  The  same  routine  is 
followed  at  the  petrotympanic  suture  line  to 
block  the  auricular  branch  of  the  vagus. 

III.  Procedure:  A.  Myringoplasty,  Type  I 
tympanoplasty  or  modified  4'ype  I procedure  in 
which  there  is  a tympanoatticotomy  performed 
with  preservation  of  the  posterior  bony  canal 
wall. 

1.  Preparation  of  the  Graft:  In  all  of  the 
above  procedures,  the  pedicle  meatal  graft  is 
prepared  as  the  initial  step.  Incision  No.  1 is 
prepared  as  in  the  classical  endaural  incision  by 
inserting  the  No.  15  blade  into  the  skin  at  12 
o’clock  and  swinging  posteriorly  and  inferiorly 
to  6 o’clock.  The  incision  is  located  3 to  4 milli- 
meters distal  to  the  bony  and  cartilaginous 
junction.  Incision  No.  3 is  prepared  with  a small 
curved  knife,  beginning  at  the  bony  annulus  2 
millimeters  from  the  drum  margin  at  a point 
corresponding  to  4 o’clock  on  a clock  dial  and 
extending  superficially  and  curved  around  to 
join  incision  No.  1 at  12  o’clock.  The  meatal  skin 
is  then  separated  from  the  anterior  suture  line 
and  elevated  for  the  entire  area  and  circumference 
of  the  bony  canal.  Incision  No.  4 is  made  in  the 
meatal  skin  at  7 o’clock  and  extends  medially 
as  far  as  the  bony  canal  wall.  Incision  No.  5 is 
the  annular  incision  and  a right  angled-knife  is 
used  beginning  at  6 o’clock  and  extending  for  full 
360  degrees.  We  now  have  a flap  of  skin  approxi- 
mately 1.5  to  3 centimeters  square  and  attached 
to  the  pedicle  posteriorly.  Occasionally,  an  elon- 
gation incision  is  necessary.  The  flap  may  be 
rotated  at  right  angles  to  the  pedicle  and  the 
thicker  cutis  portion  and  the  posterior  portion 
are  utilized  over  the  annular  area.  The  last  step 
in  preparing  this  graft  is  the  elevation  of  the 
j)edicle  and  the  graft,  teasing  it  externally  and 
tucking  it  out  of  the  operative  site  in  a little 
pool  of  blood  and  covered  with  cotton  soaked  in 
blood.  In  so  doing,  the  surgeon  affords  a much 
better  binocular  view  of  the  annulus  and  middle 
ear  structure. 

2.  Preparation  of  the  Graft  Bed:  If  necessary, 
the  anterior  bony  canal  wall  is  curetted  to  more 
adequately  expose  the  anterior  annular  area. 
The  epithelial  layer  of  the  drum  remnant  is  re- 
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inovi'cl.  I he  ili  um  is  usually  elevated  posteriorly 
lor  wider  exposure  ol  the  lootplate  area  and  to 
rule  otit  cholesteatoma.  Oeeasioually,  at  this 
point,  one  may  elect  to  pertorm  tymjxiuoatti- 
(otomy  lor  purposes  ol  riding  out  pathological 
changes  in  the  mastoid  antrum  and  attic  wall, 
and  to  create  a control  ilrainage  opening.  The 
posterior  bony  canal  wall  is  always  preserveil  in 
these  instances  tmless  one  is  not  convinccil  that 
ailequate  "toilet"  ol  the  cavity  is  impossible 
without  removal  ol  the  canal  and  attic  walls. 

11.  .\j)jilication  ol  the  Gralt:  Following  ade- 
ipiate  stasis  ol  the  gralt  bed,  the  pedicle  gralt 
is  [ilaced  in  the  canal,  the  exce.ssive  subcutaneous 
tissue  is  removed,  the  gralt  is  rotated  and  placed 
over  the  annular  area  so  that  the  attic  portion 
and  posterior  canal  portions  are  in  the  superior 
position.  'File  margins  ol  the  gralt  are  everted, 
and  one  pays  special  attention  to  the  application 
ol  the  gralt  anteriorly  by  gently  tamponading 
the  gralt  in  contact  with  the  drum  and  anterior 
annular  area  with  a ring  curette.  Pooled  blood 
is  eliminatetl  and  air  spaces  are  disposed  ol.  II 
there  is  complete  absence  ol  drum  being  replaced, 
Gelloam  is  placed  in  the  tympanic  cavity  to 
serve  as  support.  A small  piece  ol  sea  sponge 
attached  to  a piece  ol  black  silk  is  inserted  into 
the  trip  ol  skin  lormed  by  the  bony  canal.  Oc- 
casionally, a small  thick  split  thickness  gralt 
may  be  placed  over  the  denuded  bone  posteriorly 
to  iacilitate  healing.  For  the  most  part,  however, 
epithelialization  ol  the  canal  is  rapid  and  com- 
plete without  a gralt,  although  on  occasion, 
granulation  tissue  has  been  noted  reejuiring  post- 
operative attention. 

4.  Postoperative  Care:  1 he  sea  sponge  is  re- 
moved in  lourteen  ilays.  1 he  patient  is  seen  on 
weekly  visits  therealter  lor  canal  cleansing  under 
aseptic  conditions  and  microscopic  examination 
until  there  is  complete  epithelialization  ol  the 
canal. 

B.  Endaural  Fympanoplasty:  lire  same  in- 
cisions and  preparation  ol  pedicle  graft  procedure 
is  perlormetl  in  all  endaural  procedures  except 
where  a “cleaning  up”  procedure  is  perlormetl 
prior  to  a grafting  technique. 

Complications 

1.  Stenosis  ol  ear  canal  — this  may  occur  lor 
several  reasons:  (a)  Narrow  bony  canal  — all 
narrow  canals  shoultl  be  widened  with  diamond 
burr  under  irrigation,  (b)  Failure  to  thin  down 
llap  — since  the  thick  portion  ol  skin  is  utilized. 


the  subiutaneous  tissue  must  be  removed  belore 
ajiplying  to  gralt  site,  (c)  Prominent  bony  suture 
lines  — these  must  be  smoothed  down  even  with 
the  bony  canal  wall  with  the  diamond  burr,  (d) 
Early  removal  ol  packing  — packing  is  not  re- 
moved until  the  lourteenth  postojjerative  day. 
1 his  enables  epithelialization.  Usually  epithelia- 
lization ol  the  entire  bony  canal  wall  is  rajiitl 
and  complete  at  the  lourth  week  postoperative 
check-up.  In  the  event  stenosis  has  occurred. 
Polyethylene  tubing  inserted  in  the  canal  will 
eliminate  the  condition. 

2.  Patent  tympanoatticotomy  — this  condition 
has  occurred  in  two  instances.  It  may  be  avoided 
by  maintaining  the  atticotomy  well  posterior  to 
posterior  bony  canal  wall.  11  there  is  reason  to 
believe  that  patency  will  occur  due  to  inadequate 
coverage  ol  petlicle  gralt,  a free  full  thickness 
graft  may  be  applied  to  this  area.  Flowever,  neces- 
sity lor  this  is  rare. 

Conclusions 

1.  I he  nearer  the  biologic  relationship  be- 
tween grafted  substance  and  gralt  site,  the  more 
likely  the  graft  will  take.  Therefore,  meatal  skin 
is  ideal  lor  the  new  eardrum. 

2.  Pedicle  grafts  in  general  take  more  readily 
than  tlo  free  grafts.  II  prepared  according  to  the 
author’s  description,  an  adecpiate  sized  graft  may 
be  obtained  and  prepared  from  the  meatal  skin. 
I he  pedicle  at  the  floor  of  the  canal  is  approxi- 
mately 1 millimeters  across.  \Vhile  the  author 
realized  that  the  tpiestion  of  whether  a small 
pedicle  can  support  these  grafts  (the  same  dis- 
cussions prevailed  regarding  fenestration  Haps) 
the  results  obtained  with  the  use  ol  the  pedicle 
graft  are  so  far  superior  to  the  free  graft  in  all 
aspects  that  the  use  ol  the  pedicle  meatal  graft 
is  now  routine. 

3.  It  is  not  implied  that  the  pedicle  gralt  is 
superior  to  vein  grafting  lor  repair  ol  the  drum. 
However,  it  is  felt  that  this  procedure  is  superior 
in  complete  replacement  procedures,  is  ideal  for 
all  types  of  eardrum  perforations,  and  is  a definite 
ailjunct  in  the  armamentarium  ol  the  otologist. 
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STAPEDECTOMY  WITH  VEIN  GRAFT  AND 
POLYETHYLENE  PROSTHESIS 


H.  A.  Ted  Bailey,  Jr.,  M.D.* 


This  paper  presented  at  the  Eleventh  Annual  Reunion 
of  the  National  Mexican  Society  of  Otorhinolaryngology, 

Acapulco,  Mexico,  May  1-4,  1961 


Introduction 

I HAD  PERFORMKi)  OVER  iwo  hundred  Stapes 
iMol)ilization  procedures  during  1957  and  the 
first  half  of  1958  when  John  Shea  invited  me 
to  spend  a week  ^vith  him  observing  a new  pro- 
cedure which  he  liad  developed  for  the  relief 
of  deafness  caused  by  Otosclerosis.  Naturally  1 
Avas  quite  interested  but  1 must  admit  1 accepted 
his  invitation  with  some  skepticism.  However, 
after  one  week  of  observing  his  surgery,  receiving 
cadaveric  instruction  in  the  evenings  and  giving 
careful  attention  to  the  postoperative  results,  1 
was  strongly  impressed  with  the  possibilities  of 
this  newly  devised  surgical  procedure.  I’he  pro- 
cedure he  demonstrated  w'as  a total  Stapedectomy 
folloAved  by  closure  of  the  fenestra  ovalis  by  a 
vein  graft  and  the  replacement  of  the  removed 
stapes  by  a polyethylene  prosthesis.  An  ideal 
surgical  result  with  this  procedure  enabled  pa- 
tients to  enjoy  the  full  value  of  their  .sensori- 
neural acuity. 

The  procedure  is  carried  out  through  the  ear 
canal  using  the  same  incision  as  for  the  Stapes 
Mobilization  Operation.  Like  mobilization 
surgery,  this  operation  utilizes  nature’s  own 
preferential  pathway  for  the  conduction  of  sound 
but  the  stapes  is  entirely  removed  instead  of 
being  simply  mobilized.  I'he  basic  principle  of 
fenestration  surgery  is  applied  in  the  removal 
of  the  fixed  footplate.  Fhe  vein  graft  serves  to 
close  the  newly  created  fenestra  and  to  act  as 
a supporting  membrane.  Polyethylene  tubing 

•Head,  Divis’on  of  OtoIar\ngologv.  University  of  Arkansas  Medical 
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was  utilized  l)y  .Shea  as  a prosthesis  for  the  re- 
moved stapes  because  of  its  safe  use  both  in  the 
middle  ear  and  in  other  fields  of  surgery  for 
several  years.  Number  ninety  polyethylene  tubing 
is  used  as  it  has  been  found  to  accommodate  al- 
most all  lenticular  processes. 

The  new  fenestra  is  actually  one  of  nature’s 
natural  openings  (fenestra  ovalis)  and  this  fact 
contributes  to  keeping  it  open.  Also  there  is  only 
a small  percentage  of  cases  where  the  extent  ol 
the  otosclerosis  is  such  that  the  oval  window  is 
actually  obliterated  by  the  disease.  1 herefore, 
removal  of  the  fixed  stapes  should  allow  the 
fenestra  to  remain  open  permanently. 

Following  my  work  with  .Shea,  further  cadaveric 
surgery  was  carried  out  at  the  University  Medical 
Center  to  further  my  technical  ability  and  help 
insure  initial  success  on  the  living  patient.  After 
numerous  such  sessions  in  the  morgue,  I added 
Stapedectomy  with  the  Vein  Graft  and  Polyethy- 
lene Prosthesis  to  my  surgical  armamentarium. 

I soon  found,  to  my  delight,  that  I was  able 
to  tell  with  much  more  certainty  while  the  patient 
was  still  on  the  table  whether  surgery  had  ap- 
parently accomplished  its  goal.  Furthermore,  I 
found  myself  beginning  to  look  forward  with 
optimism  to  the  patient’s  one  month  post-opera- 
tive  visit  contrary  to  those  cases  who  had  been 
mobilized  and  in  whom  results  were  so  uncertain. 
I was  both  relieved  and  happy  when  1 found 
almost  all  the  patients  whose  hearing  had  im- 
proved at  one  month  to  continue  to  show  further 
small  gains  in  hearing,  especially  in  speech  dis- 
crimination ability.  I observed  with  satisfaction 
that  one  year  post  operative  check-ups  failed  to 
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show  any  change  in  hearing  except  for  minor 
variation  which  in  most  cases  exhibited  some 
further  slight  improvement.  Two  year  check-ups 
have  been  carried  out  on  a small  number  of  my 
patients  and  in  no  case  have  1 seen  any  significant 
change  in  the  hearing  acuity  compared  to  their 
one  year  check-up.  Annual  hearing  tests  will 
continue  to  be  carried  out  on  all  patients  to  make 
possible  a long  term  follow-up  study. 

Diagnosis 

following  the  taking  of  a careful  hearing 
history,  examination  of  the  patient’s  auricle,  ear 
canals,  drums  and  eustachian  tidies  is  carried 
out.  Routine  tuning  fork  tests  are  jierformed  with 
sjiecial  interest  in  the  Rinne  tests.  Audiometric 
examination  routinely  includes  pure  tone  air  and 
bone  conduction  tests  and  speech  audiometry 
including  Speech  Reception  t hresholds  (S.  R.  T.) 
and  Discrimination  Scores.  Industrial  Acoustics 
Corporation  Audiometric  t esting  Booths  are 
used  to  obtain  standardi/.ed  and  reliable  tests. 
Testing  is  carried  out  by  or  under  the  direct 
supervision  of  a qualified  audiologist  whose  re- 
sponsibility is  to  check  every  patient’s  test.  All 
equipment  is  checked  monthly  for  calibration  on 
an  Allison  900-C  Audiometer  Calibration  Unit 
and  the  necessary  corrections  are  made.  The  noise 
level  in  the  patients’  booth  is  well  within  the 
accepted  limit  for  bone  conduction  testing. 

A diagnosis  of  Clinical  Otosclerosis  is  lather 
easily  determined  in  most  cases  with  all  or  most 
of  the  following  findings:  Loss  of  hearing,  pri- 
marily conductive;  normal  ear  canals,  drums  and 
eustachian  tubes;  history  of  progression  of  hear- 
ing loss;  family  history  of  progressive  hearing 
loss;  blue  sclerae;  tuning  fork  tests  showing  better 
hearing  by  bone  conduction  than  air  conduction 
confirming  audiometric  findings  of  conductive 
loss;  good  discrimination  seen  in  speech  audi- 
ometry and  suggested  by  successful  use  of  a 
hearing  aid;  no  history  of  ear  infections;  soft 
voice  and  normal  articulation  of  speech,  para- 
cusis willisiana;  deprecusis;  Schwartze  sign  and 
some  degree  of  tinnitus. 

The  patient’s  hearing  problem  is  carefully 
discussed  with  him  and  he  is  given  printed 
material  which  further  discusses  all  types  of  hear- 
ing impairments  with  special  emphasis  on 
Otosclerosis.  Various  complications  which  can 
occur  are  mentioned  in  this  printed  pamphlet  so 
there  can  be  no  basis  for  misunderstanding  by 


the  patient  should  such  a complication  arise  fol- 
lowing surgery. 

Surgical  Procedure 

'The  technicpie  1 am  now  using  to  perform  the 
Stapedectomy  with  Vein  Graft  and  Polyethylene 
Prosthesis  is  as  follows:  The  patient  is  withheld 
after  midnight  the  night  before  surgery.  At  one 
and  a half  hours  prior  to  surgery  he  is  given 
ninety  milligrams  of  Nembutal  orally  and  twenty- 
five  milligrams  of  Phenergan  intramuscularly. 
Forty-five  minutes  prior  to  surgery  the  patient 
is  given  intramuscularly  seventy-five  milligTams 
of  Demoral,  one-two  hundredth  grain  Atropine 
and  three-fourth  milligram  Lorfan.  Lorfan  is  a 
narcotic  antagonist  which  also  causes  a low'ering 
of  the  patient’s  blood  pressure  and  tends  to 
further  depress  his  sensibilities.  Lowering  the 
blood  pressure  by  the  use  of  Lorfan  results  in  a 
lessening  of  bleeding  in  the  middle  ear  and  there- 
by contributes  to  the  success  of  the  operation. 

In  the  operating  room  the  patient  is  placed 
on  his  back  with  his  head  turned  to  one  side 
and  the  ear  up.  The  ear  is  prepped  with  Ether, 
Septisol  and  1:1000  Zephiran.  After  surgical 
drapes  are  applied,  the  ear  is  anesthetized  with 
an  injection  of  one  c.c.  of  a mixture  of  2%  Zylo- 
caine  and  1:1000  Adrenalin  in  a ratio  of  5:1. 
This  injection  is  made  using  a tuberculin  syringe 
and  a twenty  seven  gauge  needle,  injecting 
around  the  circumference  of  the  ear  canal  just 
inside  the  opening.  An  ordinary  ear  speculum 
is  held  in  place  by  use  of  a speculum  holder  which 
frees  both  hands  for  surgery.  The  surgery  is  per- 
formed through  the  Zeiss  Operating  Microscope 
usually  working  at  ten  or  sixteen  power  magni- 
fication. The  operation  may  be  divided  into  the 
following  steps: 

1.  A triangular  stapes  incision  is  made,  the 
skin  of  the  canal  elevated,  the  drum  is  lifted 
out  of  its  sulcus  and  the  drum  and  attached  skin 
flap  are  folded  forward  on  the  handle  of  the 
malleus,  exposing  the  posterior  half  of  the  middle 
ear  space  and  the  incudostapedial  joint  with  its 
underlying  oval  w'indow  niche  (See  Figures  1 and 
2).  At  this  point,  cauterization  of  any  and  all 
bleeding  points  along  the  incision  lines  is  carried 
out.  This  is  necessary  in  order  to  maintain  a dry 
field  during  the  remainder  of  the  surgery,  the 
importance  of  which  cannot  be  over  emphasized. 
A 2%  Zylocaine  solution  is  then  instilled  into 
the  middle  ear  to  be  certain  that  the  mucosa  is 
rendered  insensative  to  subsequent  surgery.  This 
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is  completely  sue  tionecl  out  aiter  only  a lew  mo- 
inents  delay  to  luiniiui/e  the  dangers  ol  systemic: 
or  local  retu  tion. 

(ireat  care  is  taken  not  to  injure  the  chorda 
tympany  nerve  as  it  is  gently  depressed  inferiorly. 
The  posterior  bony  canal  wall  is  then  taken 
clown  with  a Fowler  curette  being  sure  to  com- 
pletely expose  the  footplate  area  of  the  stapes 
with  the  closely  jdaced  facial  nerve.  Adhesions 
about  the  stapes  arc  removed  at  this  time  with 
a fenestra  hook  if  any  are  present.  A small  straight 
pick  is  next  used  at  the  capitulum  to  check  the 
mobility  of  the  stapes.  Finding  the  stapes  fixed, 
focus  is  drawn  on  the  footplate  area  which  is 
inspected  and  mental  note  is  made  of  the  patho- 
logical changes.  Fhese  pathological  changes  are 
carefully  described  in  the  operative  note  for  pos- 
sible correlation  with  postoperative  hearing 
results. 

II.  A right  angle  fenestra  hook  is  used  to 
disarticulate  the  incudostapedial  joint  and  the 
stapedius  muscle  is  cut  with  a small  knife.  (See 
Figure  3).  Care  must  be  taken  not  to  fracture 
off  the  lenticular  process  of  the  incus  while 
separating  the  joint.  The  stapedius  muscle  is 
easily  cut  using  a small  sickle  knife,  cutting  the 
muscle  close  to  its  origin  from  the  pyramidal 
eminence. 

III.  A small  chisel  is  used  to  fracture  the  crura 
superiorly  but  always  being  careful  not  to  inad- 
vertently damage  the  facial  nerve.  (See  Figure 
4).  The  superstructure  of  the  stapes  is  removed 
with  cup  forceps. 

IV.  A small  right  angle  fenestra  hook  is  again 
used  as  the  mucous  membrane  is  slit  open  on 
the  surface  of  the  fallopian  canal  to  start  the 
elevation  of  the  mucous  membrane.  The  mucous 
membrane  is  denuded  from  the  fallopian  canal, 
the  footplate  area,  and  the  promontory  to  pre- 
pare the  site  for  the  vein  graft.  (See  Figure  5). 
The  mucous  membrane  overlying  the  promon- 
tory is  removed  last  as  it  bleeds  readily.  Also  the 
mucous  membrane  is  especially  vascular  just 
anterior  to  the  anterior  portion  of  the  footplate 
and  thus  free  bleeding  usually  is  seen  when  this 
mucous  membrane  is  elevated.  It  is  very  important 
to  completely  remove  every  shred  of  mucous  mem- 
brane from  the  footplate  area,  as  any  of  it  that 
remains  may  certainly  produce  troublesome  bleed- 
ing during  the  removal  of  the  footplate  and  this 
could  cost  the  patient  his  hearing. 

V.  Following  completion  of  the  removal  of 
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;ill  niucous  nicnilirane  lor  a distance  ol  approxi- 
mately two  millimeters  all  around  the  lootplate, 
gelloam  soaked  in  Adrenalin  is  placed  over  the 
intact  lootplate  and  lelt  in  this  position  cvhile 
a section  ol  vein  is  then  taken,  under  local  anes- 
thetic, Irom  the  patient’s  hand,  using  a transverse 
incision.  The  section  ol  vein  removed  is  approxi- 
mately six  millimeters  in  length  to  insure  an 
adecpiate  covering  ol  the  new  lenestra.  I he  vein 
is  tied  oil  with  .S-O  cotton  and  the  skin  is  closed 
with  1-0  black  silk  sutures.  Clloves  are  then 
changed,  the  gloved  hands  are  rinsed  in  a solu- 
tion ol  rissue-Sol  to  remove  all  powder  particles 
which  could  produce  labyrinthine  irritation,  and 
then  the  trimming  of  the  vein  is  carried  out  under 
microscopic  viewing.  All  excess  fat  and  connective 
tissue  are  cut  away,  the  vein  slit  open  and  with 
the  intima  up  is  placed  into  the  middle  ear  low 
on  the  promontory.  I do  not  think  the  vein  should 
be  placed  in  saline  or  other  solutions  but  inserted 
directly  into  the  middle  ear  after  its  preparation. 

The  gelloam  over  the  stapedial  footplate  is  re- 
moved and  the  area  is  suctioned  with  a twenty 
gauge  needle  leaving  it  quite  dry.  A twenty-four 
gauge  suction  tip  is  then  used  and  to  further 
reduce  the  pull  of  the  suctioning,  the  pressure 
gauge  is  turned  down  to  fifty  pounds  of  pressure. 

VI.  The  straight  pick  is  carefully  used  to  open 
a small  slit  in  the  center  of  the  footplate,  staying 
away  from  the  margins  as  the  entire  footplate 
may  inadvertently  mobili/e  making  removal  more 
difficult.  (See  k'igure  6).  Suctioning  of  excess 
perilymjrh  and/or  blood  can  be  safely  done  at 
this  time  but  suctioning  must  of  course  be  away 
from  the  slit  in  the  footplate.  I never  suction  in 
the  vestibule  or  directly  over  an  opening  into 
the  vestibule  since  it  is  best  to  disturb  the  peri- 
lymph as  little  as  possible. 

VII.  A right  angle  hook  is  then  passed  into  the 
small  slit  in  the  footplate  and  slipped  under  the 
fixed  footplate.  Just  enough  pressure  is  exerted 
to  gently  free  and  elevate  the  fixed  footplate 
from  the  oval  window.  This  may  come  loose  in 
small  fragments  or  several  large  sections.  (See 
Figure  7).  In  cases  of  greater  fixation,  resort  to 
a microscopic  drill  such  as  the  Shea  drill  may 
be  necessary.  I stay  off  of  the  footplate  with  the 
burr  when  using  the  drill  if  at  all  possible  as 
acoustic  trauma  may  result.  The  elevated  pieces 
of  the  footplate  are  removed  from  the  middle 
ear  with  small  cup  forceps. 


VIII.  The  vein  is  slid  from  the  promontory 
superiorly  and  anteriorly  in  order  to  be  pulled 
over  and  up  onto  the  facial  nerve.  It  is  then  slid 
down  into  the  oval  window  niche  in  contact  with 
the  perilymph  and  then  posteriorly  until  it  com- 
pletely covers  the  fenestra.  (See  Figure  8).  The 
patient  may  notice  a slight  improvement  in  hear- 
ing at  this  time.  This  method  of  application  of 
the  vein  is  less  likely  to  create  a pumping  action 
with  its  resulting  disturbance  on  the  underlying 
|jerilymphatic  fluid  than  when  the  vein  graft 
is  directly  applied  over  the  fenestra. 

IX.  A three  and  one-half  or  four  millimeter 
pre-cut  polyethylene  strut*  is  introduced  just 
posterior  to  the  long  process  of  the  incus  with  its 
tip  down  onto  the  center  of  the  vein  graft  with 
the  bevel  side  of  the  tubing  facing  the  promon- 
tory. It  seems  to  hold  itself  against  the  long 
process  of  the  incus  as  it  is  released-  from  the 
small  alligator  forcep  with  which  it  was  intro- 
duced. A right  angle  fenestra  hook  is  used  in  one 
hand  to  gently  lift  the  long  process  of  the  incus 
while  another  right  angle  fenestra  hook  in  the 
other  hand  is  used  to  move  the  polyethylene 
(ubing  under  the  lenticular  process.  (See  Figure 
11).  I he  lenticular  process  is  lowered  into  the 

* Richards  Manufacturing  Company. 
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lulnng  and  ihtii  a right  angle  lenestia  liook  is 
placed  under  the  Iteveled  edge  ol  the  tube  to 
[udl  it  snugly  onto  the  lenticidar  process.  (.See 
Figure  10).  d'he  edges  of  the  vein  are  gently  judled 
out  and  then  the  tip  oi  the  polyethylene  strut  is 
suctioned  free  of  any  pooled  blood  so  tliat  in- 
spection can  he  made  of  the  vein  as  it  is  .seated 
in  the  fenestra  with  the  polyethylene  prosthesis 
in  place  between  it  and  the  incus. 

X.  The  drum  and  attached  skin  llap  are  re- 
turned to  their  original  position  and  a cottonoid 
ear  pack  is  used  in  the  ear  canal  down  over  the 
incision  line.  (See  Figure  11).  The  patient’s  sidt- 
jective  response  to  the  spoken  voice  is  obtained 
and  hearing  is  ordinarily  improved  l)ut  has  a 
hollow  sound  and  is  not  as  acute  as  seen  in  a 
■Stapes  Mobilization.  -Some  cases  may  fail  to  admit 
to  any  improvement  on  the  operating  table  but 
demonstrate  good  hearing  at  the  one  month 
examination,  d'he  pessimistic  nature  of  many  of 
these  hard  of  hearing  patients  may  account  for 
their  failure  to  admit  that  immediate  hearina 


gain  is  adually  present.  1 he  patient  is  returned 
to  his  loom  tvith  a head-dre.ssing  applied  willi 
little  or  no  nausea  or  vertigo. 

Complications 

Nausea  and  vertigo  occur  very  infretpiently 
on  the  operating  table  and  of  course  are  generally 
considered  to  be  tinlavorable  signs,  nevertheless, 
good  hearing  results  may  certainly  still  he  ob- 
tained. Nausea  and  vertigo  during  the  immediate 
post-operative  period  is  the  most  fret[uent  compli- 
cation and  while  it  is  usually  produced  by 
increased  operative  trauma,  it  may  also  be  seen 
in  cases  where  operative  trauma  would  seem  to 
have  been  minimal.  A combination  of  a tran- 
quilizer and  cortisone  called  -Sterotril  .seems  to 
give  good  relief  from  the  natrsea  and  vertigo. 
Vertigo  is  very  mild  in  most  cases  and  usually 
is  cleared  by  the  end  of  the  first  week  following 
surgery.  As  a ride,  persistent  or  bothersome  vertigo 
is  seen  in  cases  demonstrating  further  hearing 
loss  indicative  of  general  labyrinthine  damage. 

Damage  occurred  in  5.6%  of  the  cases  operated 
and  resulted  in  greater  hearing  loss.  -Seven  of  the 
eighteen  cases  of  labyrinthine  damage  reported 
w'ere  strongly  suspicious  of  being  produced  by 
a contamination  with  Zephiran  carried  in  by  the 
IJolyethylene  tubing  which  has  been  kept  in  a 
1 : 1000  Z ephiran  solution.  The  replacement  struts 
are  now'  jjre-cut  anti  in  indivitlual  sterilizetl 
packages*.  Footplate  fragments  may  occasionally 
fall  into  the  vcstibide  and  if  very  small  may 
cause  no  troidile.  Larger  fragments  however  mav 
cause  persistent  or  recurrent  vertigo  anti  may 
account  lor  occasional  delayetl  coclilear  loss,  oc- 
curring  several  mttnths  after  surgery.  If  a blootl 
clot  forms  in  the  vestibide,  it  is  safest  tt)  leave  it 
alone.  .\ny  attempt  to  suction  otit  the  clot  will 
usually  also  evacuate  some  of  the  perilymph  which 
makes  this  objectionable  as  increased  post-  opera- 
tive nausea,  vertigt)  anti  cochleai  tlamage  may 
result.  Furthermore,  the  clot  does  not  seem  tt) 
particularly  affect  the  hearing  restilt. 

In  two  cases  a right  angle  hook  was  brt)ken 
off  at  the  tip  while  tvorking  on  a thicketted  fotit- 
plate.  No  attetnpt  teas  made  to  recover  the  falleti 
metal  from  the  vestil)ule.  Both  patients  had  good 
hearing  restihs  anti  oidy  one  patient  was  bothered 
liy  iticreased  vertigo  btit  this  clearetl  four  weeks 
after  surgery. 

Only  three  cases  detnonstrated  closuie  of  the 
lenestia  as  tletermined  by  repeat  surgery  atitl  all 

* Richards  Manufactui  ing  C^ompany. 
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tliree  had  required  drilling  ol  the  footplate  at 
the  initial  operation  in  order  to  create  the  fenes- 
tra. Following  revision,  one  case  evidenced 
cochlear  damage  and  the  other  two  again  demon- 
strated conductive  hearing  loss  at  the  one  month 
examination  indicative  of  rapid  re-closure  of  the 
fenestra. 

Fortunately  in  this  surgical  procedure  I have 
not  experienced  a single  case  of  facial  peiesis  or 
paralysis  but  certainly  this  is  an  every  constant 
jx).ssibility  and  must  always  be  paramount  in  the 
mind  of  the  otologic  surgeon.  Injury  to  the  chorda 
tympany  nerve  occurred  in  13.4%  of  the  cases. 
Paresthesis  of  the  tongue  and  an  acid  taste  fre- 
quently result  from  stretching  or  severing  this 
nerve.  A change  in  the  popular  attitude  of  sur- 
geons as  to  the  importance  of  this  small  nerve 
will  leave  many  more  patients  with  a sweet  taste 
in  their  mouths. 

Drum  rents  or  tears  were  minimal  and  easily 
handled  by  approximation  of  the  torn  edges  of 
the  drum  or  by  immediate  vein  grafts  thus  in  no 
case  did  a persistent  drum  perforation  result.  In 
none  of  the  cases  was  dislocation  of  the  incus 
|jroduced  and  only  in  one  case  was  the  tip  of  the 
long  process  broken  off;  this  last  case  was  sati.s- 
factorily  handled  by  use  of  a special  piece  of 
jne-cut  polyethylene  tubing*. 

Results 

For  over  two  and  one-half  years  f have  handled 
most  of  my  cases  of  oto,sclerosis  essentially  using 
the  above  described  technique.  Mobilization  sur- 
gery has  given  results  which  are  uncertain  and 
usually  only  temporary,  nevertheless,  I feel  that 
it  still  has  value  in  a few  selective  cases.  One  such 
example  w'here  mobilization  of  the  stapes  can  be 
used  with  success  is  in  mild  cases  (less  than  30 
db  Air  Bone  Gap)  in  people  over  sixty  years  of 
age  in  whom  it  is  fairly  obvious  that  the  disease 
process  is  inactive.  Mobilization  surgery  offers 
slightly  less  risk  than  is  seen  wdth  stapedectomy 
and  therefore  I feel  that  it  is  still  advisable  for 
these  selected  cases.  Resort  to  fenestration  surgery 
of  the  horizontal  canal  has  become  a rarity  and 
used  only  in  obliterative  cases  who  have  good 
nerve  function  and  who  will  agree  to  fenestration 
surgery.  Since  September,  1958,  I have  performed 
three  hundred  twenty  eight  Stapedectomies  using 
the  Vein  Graft  and  Polyethylene  Prosthesis.  Con- 
sidering only  pure  tone  Air  Bone  Gap  Closure 
(ABGC)  as  the  measure  of  success,  I have  had 

•Richards  Manufacturing  Company. 


73.1%  of  cases  show’  complete  closure  (post-op- 
erative air  within  10  db  of  the  pre-operative  bone 
averages  at  500,  1000,  2000  cps),  85.3%  of  cases 
showed  50%  or  greater  ABGC  and  are  generally 
considered  as  satisfactory,  4.7%  of  cases  showed 
from  25%  to  49%  ABGC  and  results  considered 
as  fair,  4.4%  of  cases  show’cd  0 to  24%  ABGC  and 
considered  as  poor,  5.6%  of  cases  showed  evidence 
of  labyrinthine  damage  with  further  loss  of  hear- 
ing. Eliminating  the  seven  cases  which  I feel 
to  have  been  due  to  Zephiran  contamination,  the 
percentage  of  labyrinthine  damage  would  be 
3.3%.  I have  consistently  observed  that  while 
discrimination  is  usually  a little  poor  at  the  one 
month  post  operative  examination,  it  usually 
returns  to  pre-operative  levels  by  the  four-month 
test.  However,  some  cases  that  show  fair  improve- 
ment according  to  pure  tone  ABGC  averages 
demonstrate  a poorer  discrimination  score  than 
seen  pre-operatively,  especially  when  high  tones 
fail  to  show’  proportionate  gain  to  low  tones.  This 
finding  at  the  one-month  examination  sometimes 
disappears  at  four  months  but  may  fail  to  im- 
prove, in  which  case  it  creates  an  unfavorable 
hearing  result.  I feel  that  operative  trauma  is  the 
most  important  factor  in  production  of  these 
post  operative  cases  of  varying  degrees  of  sensori- 
neural damage.  Bleeding  that  occurs  after  opening 
of  the  vestibule  and  which  necessitates  frequent 
or  continuous  suctioning  with  resulting  disturb- 
ance and/or  removal  of  the  perilymph  is,  in  my 
opinion,  the  greatest  single  cause  of  operative 
trauma.  Schuknecht  and  Shea  and  others  have 
already  pointed  out  the  likely  operative  trauma 
to  the  cochlea  that  may  be  produced  by  drills 
if  the  burrs  are  used  directly  on  the  footplate. 
The  effect  of  fragments  of  footplate  falling  into 
the  vestibule  during  footplate  removal  may  mani- 
fest itself  in  both  vestibular  and  cochlear  damage. 
I also  want  to  stress  the  importance  of  very  gentle, 
careful  placement  of  the  vein  graft  as  it  is  applied 
to  cover  the  fenestra.  In  order  to  prevent  any 
operative  trauma  developing  during  placing  of 
the  vein  graft,  I slide  the  vein  from  the  promon- 
tory anteriorly  and  superiorly  up  onto  the  facial 
nerve,  then  slide  it  dow'n  into  the  anterior  position 
of  the  oval  window  niche  to  contact  the  perilymph 
in  the  open  fenestra.  After  it  contacts  the  un- 
disturbed perilymph,  the  graft  is  slid  posteriorly 
so  as  not  to  trap  air  beneath  the  covering  graft 
and  to  completely  cover  the  fenestra.  The  least 
possible  disturbance  of  the  perilymph  or  its 
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uiulcrlying  mcml)ianf{)us  labyriiilh  is  thus  ac- 
complished. 

The  tip  ol  the  polyethylene  tubing  is  applied 
by  alligator  iorcejjs  to  the  vein  so  that  it  just 
makes  contact  and  tloes  not  depress  the  gralt 
into  the  vestibule.  The  incus  is  gently  lifted  by 
a right  angle  hook  so  that  the  prosthesis  can  be 
placed  under  it  without  unnecessary  and  harmful 
downward  displacement  of  the  vein  graft  into 
the  vestibide,  thus  preventing  possibly  labyrin- 
thine damage. 

Each  individual  step  of  the  operation  must 
therefore  be  consitlered  as  the  most  important 
as  it  is  performed,  as  if  the  success  of  the  entire 
operation  dejjended  on  just  the  proper  perform- 
ance of  that  single  step,  as  well  it  may!  With  this 
type  of  mental  approach  on  the  jtart  of  the  sur- 
geon, each  patient  will  have  the  best  possible 
chance  for  a technically  perfect  operation  and 
thereby  a good  hearing  result. 

Summary  and  Conclusion 

A detailed  description  of  the  surgical  techniejue 
of  stapedectomy  with  vein  graft  and  polyethylene 
prosthesis  as  devised  by  Shea  for  the  relief  of 
hearing  loss  produced  by  Otosclerosis  has  been 
presented.  Emphasis  has  been  placed  on  the 
importance  of  each  stej)  of  the  operative  proce- 
dure on  the  final  hearing  result,  with  attention 
drawn  to  the  dangers  of  operative  trauma  es- 
pecially that  produced  by  bleeding  and  suctioning 
occurring  after  opening  of  the  vestibule.  Results 
with  three  hundred  twenty  eight  cases  operated 
using  this  techniejue  were  rej^orted  showing  7.S.1% 
with  complete  ABGC,  85.3%  of  the  total  cases 


( lassilied  as  generally  satisfactory  (50%  or  greater 
ABGC)  and  5.6%  showing  labyrinthine  damage 
residting  in  increased  hearing  loss.  I have  con- 
tinued to  use  the  vein  graft  for  closure  of  the 
fenestra  ovalis  as  I am  convinced  that  the  vein 
is  more  jthysiological  and  can  be  better  adaj:)ted 
to  the  fenestra  margins  than  any  other  of  the 
suggested  tissues  or  gelfoam.  Furthermore,  the 
vein  offers  real  sujtjjort  for  the  polyethylene 
jtrosthesis  both  initially  and  for  the  future.  Cases 
whose  stajjedial  footjjlates  are  obliterated  by  oto- 
sclerosis should  not  have  Stajjedectomies  but 
should  be  handled  by  fenestration  surgery.  Re- 
visions of  closed  fenestra  aj)pear  unlikely  to  be 
successful  and  are  not  without  danger. 

In  conclusion,  it  is  my  conviction  that  in  this 
jjarticidar  surgical  jiiocedure  it  is  even  more 
true  that  a surgeon’s  technical  ability  has  a direct 
bearing  on  the  residts  tvhich  he  can  exjoect  from 
surgery.  1 his  is  evidenced  in  my  own  case  by 
computing  the  results  on  just  the  last  one  hundred 
of  the  three  hundred  twenty-eight  cases  described 
in  this  rejiort.  Of  these  last  one  hundred  cases, 
82%,  showed  cornjilete  ABGC,  92%  showed  satis- 
factory residts  (50%  or  greater  ABGC),  4%  were 
fair  (25^(,  to  49^^  ABGC),  1%,  was  jDoor  (0  to 
24%  ABGC),  and  3%  showed  further  loss  of 
hearing.  Strict  attention  to  the  careful  jierform- 
ance  of  each  stejj  of  the  ojjeration  as  outlined  in 
this  j:)resentation  coupled  with  the  ever  imjiroving 
technical  ability  of  the  regularly  ojjerating  sur- 
geon should  jiromise  the  otosclerotic  jiatient  an 
ever  increasing  chance  for  a successful  and  jier- 
manent  hearing  imjnovement. 
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T 

JLhe  TRAorrioNAL  OPINION  lias  been  that  the 
pathological  extensor  plantar  rellex  is  a phenome- 
non independent  Iroin  the  Hexor  response  elicited 
in  the  normal  subject.  I he  signilicance  ot  sep- 
arate avoidance  behavioral  patterns  in  subjects 
with,  intact  and  with  injured  nervous  systems 
has  not  been  clear.  In  all  e.xperimental  animals 
except  the  higher  jnimates,  the  avoidance  motor 
jjattern  is  the  same  whether  or  not  the  CN.S  is 
damaged. 

Motion  pictures  and  electromyography  were 
used  in  the  present  studies.*  Under  differential 
spinal  anesthesia  both  normal  and  pathological 
reflexes  disappear  together  with  pain  sensation 
mediated  by  the  fine  myelinated  delta  nerve 
fillers,  even  though  touch  and  deep  sensation 
persist.  In  experiments  with  block  of  the  myeli- 
nated fibers  by  cuff  compression  of  the  limb, 
both  flexor  and  extensor  reflexes  can  still  be 
elicited  via  the  unmyelinated  C fiber  pain  path- 
way. For  both  reflexes  the  specific  stiimdus  is 
clearly  nociceptive. 

In  normal  subjects  graded  stimuli  demonstrate 
iliat  the  lowest  threshold  response  occurs  in  the 
short  flexors  of  the  great  toe.  With  stronger 
stimuli  tibialis  anterior  and  extensor  digitorum 
longus  are  recruited  to  produce  dorsiflexion  of 
the  foot;  there  may  also  be  various  hip  flexor 
contractions.  Extensor  haliucis  longus  is  in- 
variably silent.  1 here  is  consitleralile  variation 


in  total  pattern  from  subject  to  subject,  and  at 
different  times  in  the  same  subject. 

The  pathological  extensor  reflex  is  highly 
similar  to  the  normal,  with  the  prominent  ex- 
ception that  the  extensor  haliucis  longus  is  active. 
Nevertheless  the  extensor  muscle  usually  has 
higher  threshold  and  longer  latency  than  the 
hallux  flexors.  Its  contraction  pattern  is  highly 
similar  to  that  of  the  neighboring  foot  dorsi- 
flexors,  tibialis  anticus  and  extensor  digitorum 
longus.  The  degree  of  activity  in  extensor  haliucis 
longus  also  seems  to  be  the  critical  feature  of 
reflex  response  in  patients  whose  reflexes  are 
variable  in  direction  from  time  to  time. 

Block  of  the  peroneal  nerves  in  patients  with 
extensor  toe  signs  does  not  alter  the  primary 
contraction  pattern  of  the  hallux  flexors.  Thus 
the  latter  cannot  be  considered  to  be  a motor 
pattern  secondary  to  that  of  the  hallux  extensor. 

The  earliest  plantar  response  in  the  spinal 
shock  following  traumatic  section  of  the  spinal 
cord  is  flexor.  Only  when  the  segments  rostral 
to  the  SI  stimulus  area  recover,  does  extensor 
haliucis  longus  overcome  the  prime  contraction 
in  the  hallux  flexors  to  produce  the  extensor  re- 
flex. 

It  is  well  known  that  the  threshold  for  the 
extensor  plantar  reflex  is  generally  lower,  and 
that  the  area  from  which  it  can  be  successfully 
elicited  is  wider  than  is  the  case  for  the  normal 
reflex.  Our  findings  suggest  that  this  hyperex- 
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(ilal)ility  is  also  rcllcclcd  in  llic*  cllerciil  pallcin 
l)y  irradiation  from  the  primary  loot  dorsillexor 
neuronal  pool  to  the  neighboring  extensor  halln- 
( is  longns  motoneurons.  I'lnis  activated,  this 
muscle  which  s])ans  two  major  joints  has  a primary 
action  across  the  larger  proximal  ankle  joint; 
the  tlistal  action  ol  hallux  extension  is  a secondary 
phenomenon  which  occurs  in  mechanical  oppo- 
sition to  the  primary  contraction  of  the  hallnx 
flexors. 

.V  collateral  observation  is  the  fact  that  partial 
or  complete  peripheral  nerve  palsy,  presumably 
due  to  pressure,  is  the  usual  conset]nence  of 
chronic  para])legia  in  man.  Much  of  the  muscle 


wasting  in  paraplegia  is  thus  due  to  tlenervation. 

It  is  coiuluded  that  the  normal  and  patho- 
logical plantar  rellexes  are  the  same  essential 
nocioceptive  rellex  response.  The  extensor  re- 
sponse is  more  stereotyjK'd  and  has  a lower 
ihreshold.  Its  e.ssential  feature  is  the  almost  acci- 
dental recruitment  Ity  reflex  irradiation  ol 
extensor  hallucis  longtis  into  a hyperactive  re- 
sponse normally  limited  to  tibialis  antiens  and 
extensor  digitorum  longns. 
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T 

JLhe  FUSIMOTOR  SYSTEM  IS  a specialized  gioup 
ot  small  diameter  ventral  root  fibers  distinct  from 
the  large  diameter  fibers  which  innervate  ordinary 
striated  muscle.  The  fusimotor  neurons  also  lie 
in  the  anterior  horns  of  the  spinal  cord;  their 
axons  innervate  the  highly  specialized  intrafusal 
muscle  fibers  which  are  surrounded  by  the  muscle 
spindle  stretch  receptors.  These  stretch  receptors 
react  to  external  muscle  stretch  by  strong  mono- 
and  polysynaptic  connections  to  produce  reflex 
contraction  in  the  muscle  stretched.  Thus  they 
form  the  afferent  arc  of  the  tendon  reflex  as 
clinically  tested,  and  are  concerned  with  the  reflex 
response  to  tonic  stretch  which  the  clinician 
evaluates  as  muscle  tone.  Shortening  of  the  intra- 
fusal muscle  fibers  by  fusimotor  nerve  activity 
puts  additional  tension  on  the  stretch  receptors, 
thus  sensitizing  them  to  external  stretch.  Con- 
versely, diminished  fusimotor  activity  lowers  their 
sensitivity.  Thus  the  possibilities  have  been  sug- 
gested that  the  hypertonia  of  parkinsonism  and 
spasticity  and  the  hypotonia  of  cerebellar  dys- 
function might  be  attributed  to  disorder  of  the 
fusimotor  system. 

Much  earlier  work  has  established  the  fact 
that  smaller  diameter  nerve  fibers  are  more  sus- 
ceptible to  block  by  local  anesthetic  agents  than 
are  large  fibers.  Thus  it  is  possible  to  block  the 
fusimotor  fibers  without  affecting  the  primary 
proprioceptive  afferent  or  large  fiber  efferent 


axons.  Intrathecal  procaine  or  epidural  xylocaine 
were  used  to  produce  experimental  block.  Maxi- 
mal strength  and  tendon  jerk  were  examined  in 
the  quadriceps  muscle.^  Since  the  fusimotor  fibers 
have  a similar  diameter  range  (slightly  larger)  to 
those  for  pain  and  temperature  sense,  it  was  found 
that  the  distribution  of  cutaneous  sensory  loss 
reflects  the  segmental  distribution  of  fusimotor 
block. 

In  normal  subjects  the  knee  jerk  is  severely 
depressed  (ca.  80%)  before  any  weakness  occurs. 
Fhe  rise  in  threshold  of  stretch  receptors  due  to 
fusimotor  blockade  thus  produces  specific  de- 
pression of  the  tendon  jerks  without  affecting 
strength  or  proprioception.  Other  evidence  also 
indicates  that  proprioception  derives  only  from 
joint  receptors  and  not  at  all  from  the  stretch 
receptors  within  muscle.  Under  block  there  is 
clinical  hypotonia  but  no  cerebellar  ataxia.  Thus 
fusimotor  hypofunction  is  not  an  explanation  for 
this  syndrome. 

In  nine  patients  with  spasticity  and  in  nine 
patients  with  parkinsonian  rigidity  it  is  also 
possible  to  depress  the  tendon  jerks,  largely  spar- 
ing strength.  Rigidity  and  clasp  knife  spasticity 
in  the  patients  disappears  along  with  the  phasic 
stretch  responses,  the  tendon  jerks.  The  absence 
of  hypertonia,  however,  does  not  produce  convinc- 
ing amelioration  of  symptoms.  Even  in  normal 
subjects  fusimotor  block  produces  a degree  of  in- 
security of  gait. 
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Additional  studies  of  tlic  stretch  reflex  pathway 
activated  by  electrical  shocks  to  a muscle  nerve 
(H  reflex)  indicate  that  in  normal  subjects,  as 
well  as  in  both  patient  groups,  the  anterior  horn 
cell  motor  neuron  pool  is  maintained  at  a base- 
line level  of  excitability  by  tonic  activity  from 
stretch  receptor  endings.  This  tonic  afferent  ac- 
tivity is  in  turn  conditioned  by  tonic  fusimotor 
discharge. 

It  is  concluded  that  fusimotor  function  is  a 


necessary  basis  for  normal  and  hyperactive  tendon 
reflexes  and  for  spasticity  and  rigidity.  No  evi- 
dence is  elicited  to  support  the  hypotheses  that 
fusimotor  hypo-  or  hyperfunction  is  of  etiological 
importance  in  cerebellar  disease,  spasticity  or 
rigidity. 
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LESSER  HAND  PROBLEMS  - Finger  Tip  Injuries 

By  Kenneth  G.  Jones,  M.D. 


T 

JLhe  AiTHOR  HAS  CHOSEN  the  term  “Lesser 
Hand  Problems"  for  the  discussion  to  be  pre- 
sented as  he  feels  there  are  no  “minor  hand 
problems”.  As  Kanaval  propitiously  stated,  “The 
hand  of  the  working  man  is  his  most  valuable 
asset.  Without  it  life  Itecomes  a burden”.  Restora- 
tion of  this  asset  to  a maximum  functioning 
capacity  at  the  earliest  possible  date  is  essential 
to  the  injured  workman,  desirable  to  the  surgeon, 
and  pleasing  to  the  employer.  Lesser  hand  [rrob- 
lems  should  be  treated  to  a degree  that  they  do 
not  result  in  a major  disability. 

I’o  be  considered  first  are  the  ubiquitous  finger 
tip  injuries.  'I'he  finger  tip  in  this  instance  is 
considered  to  include  that  portion  of  the  digit 
distal  to  and  including  the  distal  interphalangeal 
joint. 

Anesthesia,  where  required,  may  be  local  con- 
sisting of  a one  or  two  percent  solution  of  the 
agent  without  a vaso-constricting  drug  being 
added.  It  should  be  injected  just  proximal  to  the 
web  space  on  both  the  dorsal  and  the  volar  aspects 
of  the  hand.  Five  to  fifteen  cc.  usually  provide 
adequate  anesthesia  after  five  to  ten  minutes. 
'Lhough  infrequently  indicated  in  terminal  digi- 


tal wounds,  a tourniquet  consisting  of  a sterile 
rublter  band  applied  circumferentially  to  the 
digit  just  distal  to  the  web  space  and  held  in 
place  with  a Halsted  clamp  will  provide  a blood- 
less field.  When  used,  it  should  be  released  every 
20  minutes  for  a period  of  .S  minutes  with  its  total 
application  time  not  exceeding  one  hour.  Pro- 
longed constriction  of  the  digital  vessels  could 
be  complicated  by  gangrene. 

Compound  wounds  must  be  debrided  of  all 
nonviable  tissue  and  foreign  material  and  irri- 
gated freely  with  saline.  Appropriate  systemic 
therapy,  including  antiobiotics,  tetanus  toxoid, 
and/or  tetanus  antitoxin,  should  be  prescribed 
as  indicated. 

A crushed  terminal  digit  often  follows  the 
careless  closure  of  an  automobile  door.  Inspection 
discloses  an  ecchymotic,  painful  digit  with  a 
subungual  hematoma.  Motion  of  the  distal  inter- 
phalangeal joint  is  usually  restricted  because  of 
pain.  On  occasions,  complete  extension  of  this 
articulation  is  lacking  as  a result  of  avulsion  of 
the  extensor  tendon  from  its  insertion  into  the 
dorsal  aspect  of  the  base  of  the  terminal  phalanx. 
A portion  of  the  base  of  the  terminal  phalanx 
may  be  avulsed  along  with  the  detached  tendon, 
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or,  as  in  the  ease  ol  ehiklren,  the  entire  epiphysis 
may  l)e  clisplaeecl  clorsally.  Wlien  |)resent,  these 
l)()ny  iragments  must  he  reclneed  aeenrately  and 
Iield  ior  a j)eriod  oi  three  to  loin  weeks,  d’his 
may  he  accomplished  by  immohili/ation  ol  tin 
interphalangeal  joint  in  a hyperextended  position 
or  by  open  reduction  and  re-attachment  ol  the 
avnlsed  Iragment  by  means  ol  a Bunnell  pnll-oni 
wire  or  by  perentaneons  pin  lixation. 

\-ray  examination  ol  the  terminal  phalanx 
may  reveal  a Iractnre  at  a more  distal  level.  One 
olten  linds  a comminuted  Iractnre  ol  the  distal 
end  ol  the  terminal  phalanx.  Fractures  ol  the 
shalt  ol  the  terminal  phalanx,  like  Iractures  ol 
its  base,  with  extension  into  the  distal  inter- 
phalangeal  joint,  are  encountered  less  Irequently. 
iXevertheless,  as  a rule,  all  ol  these  Iractures  can 
be  treated  by  either  skilllul  neglect  or  by  gentle 
molding  ol  the  phalanx  between  the  surgeon  s 
thumb  and  index  linger  lollowed  by  immobiliza- 
tion ol  the  digit  on  an  aluminum  splint. 

Notwithstanding  Iractures,  the  pathology  re- 
sponsible lor  most  ol  the  patient’s  discomlort  in 
the  crush  injury  is  the  hematoma  and  swelling 
which  occurs  within  the  pulp  ol  the  digit  and 
beneath  the  nail.  Even  though  bleeding  about 
the  nail  may  be  evident,  increasing  tension  Irom 
osmosis  ol  lliiid  into  the  hematoma  is  responsible 
for  the  patient’s  pain.  I'he  tension  resulting  there- 
from remains  unrelieved  until  an  opening  is  made 
through  the  nail.  I'his  may  be  painlessly  accom- 
plished by  heating  the  end  of  a bent  paper  clip 
over  a flame  and  then  applying  it  to  the  nail. 
.\  hole  is  burned  in  the  nail  alter  two  or  three 
applications  of  the  heated  clip.  On  rare  occasions, 
to  effectively  decompress  the  tligit,  the  pulp  must 
be  incised  through  a lateral  hockey-stick  incision. 
When  tension  is  marked  as  a result  of  a hema- 
toma or  an  infectious  process,  such  as  a felon 
or  whitlow  or  following  a grease  gnn  injury, 
drainage  should  be  resorted  to  early.  Post-surgical 
immobilization,  elevation,  the  application  ol  heat 
or  cold,  depending  upon  the  nature  of  the  lesion, 
and  the  use  of  Varida.se  or  a similar  enzyme,  is 
indicated. 

.Another  problem  frequently  encountered  in 
this  area  is  a partial  amputation  ol  the  distal 
portion  *of  the  digit.  The  nail  may  be  avulsed 
and  its  matrix  damaged.  I'he  matrix  being  the 
growth  center  of  the  nail  needs  to  be  molded 
into  as  near  an  anatomical  alignment  as  possible 
if  subsequent  distortion  of  the  new  nail  is  to  be 


prevenied.  II  sutures  are  necessaiy,  they  sliould 
l)e  applied  sparingly  and  loosely.  Complete  avid- 
sion  ol  the  nail  without  damage  to  its  underlying 
bed  may  be  treated  with  a sinqile  jiressure  dress- 
ing. II  the  nail  lemains  jjartially  adhered,  it 
should  be  left  attached  as  it  will  constitute  the 
best  jjossible  dressing.  If  a portion  ol  the  nail  bed 
has  been  destroyed,  this  area  must  be  covered 
M’ith  a split  thickness  skin  graft  to  jnevent  scarring 
and  to  permit  normal  or  near  normal  re-attach- 
ment of  the  new  nail. 

Loss  ol  a portion  or  all  ol  the  pulp  from  the 
tip  ol  the  digit  or  the  volar  aspect  ol  the  digit 
is  seen  following  slicing  and  crushing  injuries. 
When  these  injuries  affect  the  thumb,  without 
exception,  the  remaining  length  of  the  digit  must 
be  preeserved.  Preservation  of  length  of  the  lingers 
is  also  desirable  but  not  so  inqierative,  especially 
if  only  one  digit  has  been  injured.  II  bare  bone, 
tendon,  or  the  distal  interphalangeal  joint  is 
exposed,  a covering  that  will  include  a sub- 
cutaneous pad  must  be  provided.  Rarely  will  a 
local  flap  be  available  without  sacrifice  ol  bone 
and  additional  length.  As  a rule,  the  surgeon 
must  look  beyond  the  injured  digit  to  the  dorso- 
lateral aspect  of  the  contiguous  linger  where 
the  donor  site  can  be  covered  by  a thick  split- 
thickness skin  graft  or  to  the  palm  of  the  hand 
where  a flap  may  be  raised  and  the  donor  site 
similarly  closed.  On  occasions,  the  surgeon  may 
choose  to  go  beyond  the  affected  extremity  to 
obtain  a flap.  Abdominal  skin  and  subctitaneous 
tissue  is  readily  available  and  is  almost  certain 
to  survive  but  has  definite  disadvantages.  It  im- 
mobilizes the  arm  to  the  abdomen  lor  a |K’riod 
of  two  weeks.  Ustially  there  is  some  hair  present. 
Fhe  subcutaneous  tissue  which  is  transferred  to 
the  digit  responds  when  the  patient  gains  or  loses 
weight  as  any  other  lat-storage  deposit.  Also,  and 
probably  most  inqxtrtant,  sensation  is  never  re- 
stored to  a completely  satisfactory  degree  as 
Pacinian  corpuscles  in  the  abdominal  skin  are 
scarce  when  compared  to  skin  of  the  normal  hand. 
Occasionally,  especially  in  children,  the  avulsed 
skin  and  pulp,  if  available  and  not  destroyed,  may 
be  resutured  jnimarily  to  its  bed.  .Should  necrosis 
follow  this  effort,  one  of  the  above  procedures 
may  be  resorted  to  at  an  early  date. 

If  the  injury  has  left  adequate  pulp,  such  as  in 
the  case  of  a complete  amputation  of  the  digit 
through  the  nail,  the  bone  may  be  trimmed  back 
slightly  so  that  most  of  all  of  it  is  then  covered 
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l)y  the  healthy  surrounding  fat  and  the  wound 
covered  by  a free  skin  graft  of  the  Stent  type.  A 
full-thickness  skin  graft,  without  subcutaneous 
fat,  from  the  volar  aspect  of  the  wrist  will  provide 
excellent  coverage,  if  it  adheres.  However,  the 
occasional  operator  will  obtain  more  primary 
takes  by  using  a thick  split-thickness  skin  graft 
from  this  same  area.  The  use  of  a stent  over 
the  skin  graft  rvill  also  increase  the  surgeon’s 
successes.  This  may  be  prepared  by  cutting  the 
silk  sutures  long  that  have  been  used  to  secure 
the  edges  of  the  graft  to  the  digit  and  then  tying 
them  to  one  another  over  a small  fluff  contoured 
over  the  graft.  Failure  of  the  graft  to  survive 
will  be  assured  by  the  presence  of  a hematoma, 
infection,  or  movement  of  the  graft  on  its  bed. 
A stent  should  eliminate  a hematoma  and  motion. 
An  outer  dressing  is  applied,  and  both  are  left 
undisturbed  for  five  to  seven  days,  unless  subse- 
quent complaints  by  the  patient  suggest  that 
inspection  of  the  wound  is  indicated.  After  the 
initial  dressing  has  been  removed,  daily  soaking 
in  warm  water  for  a period  of  15  minutes  followed 
by  application  of  toilet  lanolin  and  gentle  mas- 
sage is  recommended.  Maturing  of  the  adhered 
graft  is  thereby  expedited. 

Traumatic  amputations  of  the  terminal  pha- 
lanx occur  at  all  levels.  They  should  be  closed 
primarily.  If  amputation  is  distal  to  the  junction 
of  the  proximal  and  middle  thirds  of  the  phalanx, 
closure  can  be  effected  by  local  flaps  with  or 
without  minimal  additional  amputation  of  bone. 
This  technique  is  often  the  procedure  of  choice. 
If  local  flaps  are  not  adequate  without  additional 
significant  shortening  of  the  phalanx,  then  clos- 
ure by  one  of  the  methods  described  above  will 
produce  an  excellent  digit  in  most  instances. 
When  amputation  has  occurred  at  the  junction 
of  the  proximal  and  the  middle  thirds  of  the 
phalanx,  the  proximal  third  of  the  digit  may  be 
w'orth  retaining,  depending  upon  the  desires  and 
activities  of  the  patient.  In  this  event,  coverage 
is  accomplished  by  one  of  the  methods  considered. 
However,  in  certain  individuals  and  in  most  in- 
stances where  the  amputation  is  through  the 
proximal  third  of  the  phalanx,  a more  satisfactory 
digit  will  be  obtained  if  re-amputation  is  per- 
formed through  the  distal  interphalangeal  joint 
with  the  extensor  mechanism  being  transected  as 
far  proximally  as  possible  after  which  the  pro- 
fundus tendon  is  pulled  distally  and  cut  at  a 
high  level.  The  long  flexor  and  long  extensor 


tendons  are  never  sutured  to  one  another  across 
the  end  of  the  middle  phalanx.  This  error  will 
not  only  often  produce  a sensitive  amputation 
stump  but  will  result  in  limitation  of  motion  of 
the  contiguous  digits  as  well  as  the  injured  digit 
due  to  the  inter-relationship  between  the  tendons. 
The  cartilage  should  be  removed  from  the  head 
of  the  middle  phalanx  with  a small  rongeur  so 
that  the  subcutaneous  tissue  will  adhere  directly 
to  the  bone.  The  lateral  flare  of  the  head  of  the 
middle  phalanx  is  also  resected  with  the  rongeur 
to  prevent  a bulbous  amputation  stump.  The 
digital  nerves  are  identified  at  the  inferior  bor- 
ders of  the  digit  and  gently  pulled  down  and 
transected  at  as  high  a level  as  possible  in  order 
to  prevent  a painful  neuroma.  The  digital  vessels 
are  ligated  with  3 or  4-0  plain  catgut.  When 
possible,  skin  flaps  are  fashioned  so  that  the 
resulting  scar  traverses  the  mid-portion  of  the 
amputation  stump. 

As  stated  earlier  in  traumatic  amputations 
through  the  terminal  phalanx  of  the  thumb, 
length  is  not  sacrificed.  The  only  exceptions  are 
gangrene  or  uncontrolled  infection.  The  surgeon 
is  obligated  to  provide  proper  coverage  to  the 
injured  thumb  by  one  of  the  acceptable  methods 
described. 

Mallet  finger,  often  erroneously  referred  to  as 
baseball  finger,  is  a condition  resulting  from  an 
avulsion  of  the  extensor  tendon  with  or  without 
a small  bone  fragment  from  the  base  of  the  distal 
phalanx.  As  a rule,  this  follows  forced  flexion  of 
the  digit  at  the  distal  interphalangeal  joint  while 
the  extensor  mechanism  is  in  a contracted  state. 
7'he  recently  injured  digit  reveals  a volar  flexion 
deformity  of  the  terminal  phalanx  of  15  to  45 
degrees.  Treatment  of  this  injury  is  always  diffi- 
cult and  often  unrewarding.  The  author  has 
found  the  method  described  by  Logue  to  be  a 
reasonably  satisfactory  method  for  closed  manage- 
ment of  the  acute  mallet  finger.  This  consists  of 
the  application  of  a forearm  gauntlet  with  con- 
struction of  an  anvil  in  the  palm  over  which  the 
involved  digit  is  immobilized  in  a 90-90-190  de- 
gree position  by  means  of  adhesive  tape.  Im- 
mobilization must  be  continued  for  a period  of 
at  least  four  to  six  weeks  with  the  tape  removed 
and  reapplied  frequently  for  finger  toilet.  The 
treatment  of  an  old  chronic  mallet  finger  comes 
under  the  head  of  reconstructive  surgery  is  not 
considered  in  this  discussion  but  is  considered  in 
reference  1.  Chronic  and  acute  ligamentous  strains 
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and  post-traumatic:  arthritis  involving  the 
terminal  interphalangcal  joint  arc  encountered 
Irccpicntly.  d'hese  injuries  usually  respond  satis- 
lactorily  to  the  intra  ligamentous  or  intra-articu- 
lar  injection,  i/j-i/o  ec.,  ol  Hydrocortisone  (Cortef) 
lollowed  by  immobili/.ation  of  the  digit  on  an 
aluminum  splint  lor  a period  of  one  to  two  weeks. 

The  management  of  frostbite  or  primary  vas- 
cular insufficiencies  is  similar  to  treatment  of  a 
burn.  Treatment  is  dependent  upon  the  depth 
of  the  injury.  Gangrenous  tissues  must  be  re- 
moved when  demarcated  and  the  viable  structures 
covered  by  proper  skin  transference  procedures. 

Transection  of  the  flexor  cligitorum  profundis 
at  the  level  of  the  distal  interphalangeal  joint 


is  repaired  by  distal  advancement  of  the  tendon 
and  its  re-suture  tcj  the  volar  aspect  of  the  base 
of  the  distal  phalanx  l)y  means  of  a Bunnell  pull- 
out wire.  On  occasions,  it  will  be  necessary  for  the 
surgeon  to  make  a mid-lateral  incision  in  the 
digit  proximally,  usually  about  the  level  of  the 
mid-portion  of  the  proximal  phalanx,  to  find 
and  pull  clown  the  retracted  profundus  tendon. 
(Proximal  retraction  is  limited  by  the  origin  and 
insertion  of  the  lumbrical  muscles.)  As  a rule, 
this  method  will  provide  a gratifying  result. 
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In  view  of  the  relatively  recent  and  ever 
expanding  use  of  the  oral  hypoglycemic  agents, 
particularly  since  the  increasing  age  of  our  popu- 
lation promises  to  make  diabetes  an  even  more 
common  disease  than  it  is  now,  I felt  a brief 
review  of  this  subject  might  he  useful  and  perti- 
nent. Prior  to  insulin  many  preparations  were 
used  for  relief  of  the  symptoms  of  this  disease; 
few,  if  any,  yielded  real  benefit.  With  the  dis- 
covery of  insulin  in  1922  all  of  our  ])roblcms 
seemed  to  be  .solved;  insulin  deficiency  caused  the 
disease  and  all  of  its  metabolic  and  widespread 
tissue  con.sequences  would  be  avoided  liy  tlte 
administration  of  the  hormone.  That  the  search 
for  new  methods  of  therapy  has  continued  is  due 
to  the  inconvenience  of  insulin  administration,  to 
the  realization  that  its  lack  may  not  be  the  only 
factor  in  diabetes,  and  to  our  awareness  that  all 
problems  of  diabetic  control  arc  certainly  by  no 
means  solved  by  its  use. 

In  1918  guanidine  was  found  to  be  a hypogly- 
cemic agent  but  neurotoxicity  precluded  clinical 
use.  In  1926  Synthalin  “A”  and  then  “B”  were 
introduced,  however,  a not  too  well  documented, 
hepatotoxicity  led  to  their  abandonment.  The 
hypoglycemic  effect  of  several  sulfonamide  com- 


pounds was  first  mentioned  by  Ruiz  (1)  in  1930, 
but  they  were  not  really  studied  until  1942  when 
janbon  (2)  noted  neurological  disturbances  due 
to  hypoglycemia  in  patients  treated  with  a deriva- 
tive of  sulfonamide.  The  first  real  clinical 
advance  was  made  in  1955  when  Franke  and 
Fuchs  (3)  (along  with  other  Germans  almost 
simultaneously)  reported  the  substitution  of  car- 
butamitle  (a  sidfonamide)  for  insulin  in  a number 
of  maturity  onset  diabetics.  Extensive  clinical 
trials  confirmed  this,  however,  it  proved  too  toxic 
for  general  use.  Nevertheless,  this  provided  the 
necessary  breakthrough  and  many  sulfonyl  com- 
pounds have  since  been  studied.  Tolbutamide* 
has  been  used  most  extensively  in  clinical  practice 
but  chlorpropamide**  has  also  had  considerable 
clinical  trial. 

Although  there  are  definite  limitations  on  the 
use  of  these  compounds  in  the  treatment  of  dia- 
betes, they  have  stimulated  renewed  vigor  in 
research  in  the  field  and  much  knowledge  has 
been  gained  of  the  physiologic  function  and  mode 
of  action  of  insulin  in  addition  to  basic  informa- 
tion of  the  metabolic  abnormalities  of  diabetes. 
Furthermore,  interest  has  again  been  aroused  in 

*Orinase,  Artosin,  Dolipol,  Rastinon. 

**Diabinase. 
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ihc'  scarcli  lor  other  coinpotiiuls  with  hyjwgly- 
(cniic  properties  and  a new  synthetic  dignanide, 
phenethylbignanide* * *,  is  receiving  widespread 
(linical  study. 

I'he  hope  ol  this  paper  will  be  to  review  the 
major  as]K'cts  ol  the  mechanism  of  action,  and  the 
rationale  and  principles  of  use,  of  these  com- 
pounds. 

Ideally  such  an  agent  should  mimic  insulin; 
it  should  directly  increase  glucose  utilization  by 
depancreati/ed  animals  and  tissue  preparations 
in  vitro,  also,  dejjosition  of  muscle  glycogen,  long 
chain  fatty  acids  and  protein  synthesis  should  be 
stinndated.  There  are  .several  alternate  means  by 
which  a decrease  in  blood  glucose  may  occur.  "This 
woidd  follow  from  a direct  effect  on  the  liver 
in  decreasing  hejxitic  glucose  production  or  from 
inhibition  of  gluconeogenesis  by  an  action  on  the 
pituitary-adrenal  system.  I'hey  might  also  func- 
tion by  increasing  the  availability  of  endogenous 
insulin;  either  by  inhibition  of  “insulinase”,  i.e., 
by  a diminished  rate  of  degradation,  or  by  stimu- 
lating insidin  jiroduction  and  release  from  the 
pancreas. 

The  Sulfonylureas 

The  various  sulfonylureas  exert  their  effect  in 
essentially  the  same  manner  and  will  be  consid- 
ered as  a group.  .Since  this  review  is  intended  to 
be  oriented  primarily  along  clinical  lines  it  does 
not  seem  useful  to  present  details  of  the  cpiite 
large  number  of  studies  carried  out  to  determine 
the  mechanism  of  action.  Suffice  to  say  that  in 
spite  of  this  mass  of  information  the  mechanism 
remains  not  clearly  defined.  "There  are  several 
reasons  for  the  lack  of  clarity;  1)  as  with  most 
pharmacologic  agents  the  sulfonylureas  probably 
have  secondary  effects  which  may  be  comple- 
mentary, antagonistic  or  unrelated  to  their 
hypoglycemic  action;  2)  residts  obtained  in  labora- 
tory animals  are  not  necessarily  valid  for  man 
since,  quite  apart  from  species  differences,  the 
matabolic  changes  in  experimentally  induced 
diabetes  differ  in  so  many  respects  from  those  in 
the  naturally  occurring  syndromes  in  man;  3)  the 
factors  which  influence  the  blood  glucose  concen- 
tration are  numerous,  complex,  interdependent 
and  inadequately  understood,  and  too  little  is 
known  of  the  sites  and  mechanism  of  the  action 
of  insulin;  4)  similar  and  apparently  carefully 
conducted  studies  have  often  yielded  conflicting 
results;  5)  and  finally,  it  is  probable  that  several 

**•  DBI,  Phenformin. 


mechanisms  are  involved.  More  detailed  reviews 
with  extensive  bibliographies  should  be  con- 
sulted for  further  information  (4).  I here  is  now 
rather  general  agreement  that  the  stdfonylurea 
compounds  exert  their  effect  chiefly  by  stimulat- 
ing the  release  of  insulin  Irom  the  beta  cells  of 
the  islands  of  Langerhans.  The  details  are  not 
yet  clear  but  that  it  does  occur  has  been  shown 
by  the  finding  of  additional  insulin  (or  a sid)- 
stance  with  insulin-like  activity)  in  the  pancreatic 
vein  blood  following  their  administration.  Fur- 
ther, there  is  a definite  decrease  in  the  granulation 
of  the  beta  cells  following  acute  administration 
of  these  compounds.  This  is  also  supported  by  the 
fact  that  these  compounds  are  not  active  in  de- 
pancreatized  men  or  animals  and  that  the  diabetic 
jjatients  who  respond  best  are  those  in  whom 
there  is  good  reason  to  believe  a considerable 
capacity  to  produce  insidin  remains.  Conversely, 
in  the  usual  juvenile  type,  whose  ability  to  pro- 
duce insulin  approaches  zero,  the  compounds 
are  not  effective.  If  these  agents  indeed  cause  the 
release  of  insulin  and  exert  their  effects  through 
endogenous  insidiu,  one  might  expect  to  find 
all  the  known  metabolic  residts  of  this  hormone 
after  such  therajiy.  However,  though  some  re- 
ports have  been  at  variance,  most  laboratories 
have  been  unable  to  demonstrate  an  increased 
utilization  of  glucose  by  peripheral  tissues  (5). 
k'ollowing  their  administration  it  is  difficult,  if 
not  impossible,  to  demonstrate  a rise  in  respira- 
tory quotient,  an  increase  in  the  arterial-venous 
gluco,se  difference,  a decrease  in  the  serum  phos- 
phorus, or  increase  in  lactate  or  pyruvate  levels 
following  intravenous  adndnistration  of  glucose 
(6).  In  an  effort  to  explain  these  findings  the 
concept  has  gained  considerable  support  that 
the  chief  effect  of  the  insulin  released  by  these 
drugs  is  in  the  liver  where  it  acts  to  reduce  hepatic 
glucose  output  and  thus  contribute  to  the  de- 
crease in  blood  glucose.  Insulin  not  bound  therein 
woidd  be  free  to  act  peripherally. 

Other  ways  in  which  the  sulfonylureas  might 
exert  their  effect  have  been  tested  with  negative, 
or  at  best,  inconclusive,  results.  There  is  little 
or  no  support  for  the  idea  that  they  have  a direct 
effect  on  the  liver.  It  was  once  thought  they  might 
act  by  damaging  the  pancreatic  alpha  cells  and 
thus  inhibiting  the  production  of  glucagon,  but 
this  has  been  disjnoved.  The  concept  of  an  inhibi- 
tion of  insulinase  with  a consequent  decrease  in 
the  destruction  of  endogenous  insulin  has  found 
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no  real  loundation  in  lact  and  linally,  they  appear 
to  have  no  antagonistic  eilect  ot  the  action  ol 
the  pittiitary,  adrenals,  thyroid  or  gonads  and 
remain  active  in  the  absence  ot  these  glands. 

The  selection  of  the  proper  patient,  i.e.,  of  the 
proper  diabetic  “type”  is  all  important  in  the  use 
of  these  drugs.  Wdiife  it  is  quite  true  that  not  all 
patients  selected  using  all  possiltle  criteria  will 
respoml,  it  is  etpially  true  that  virtually  none  of 
those  eliminated  by  those  same  criteria  will  bene- 
fit from  these  agents.  Diabetics  have  long  been 
separated  into  two  groiqjs:  the  juvenile,  unstable 
or  insulin  sensitive  and  the  maturity  onset,  stable 
or  relatively  instdin  resistant.  It  is  this  same 
separation  which  must  be  kept  in  mind  in  the 
choice  of  which  patients  may  be  helped  with  the 
oral  agents,  d’hose  of  the  insulin  sensitive,  juvenile 
type  who  are  completely  insulin  dependent  and 
develop  severe  ketoacidosis  iqton  its  withdrawal 
do  not  respond  to  the  sulfonylurcas.  Those  who 
are  relatively  insulin  resistant,  who,  in  the  ab- 
sence of  infection  or  other  stress,  do  not  develoji 
ketoacidosis  even  without  insulin,  generally  are 
responsive  to  these  drtigs.  It  has  recently  been 
said  (6)  it  is  the  age  of  onset,  rather  than  the 
pre.sent  age,  which  is  important  as  a determining 
factor  and  while  this  certainly  is  generally  true 
I would  emphasi/e  that  in  reality  it  is  the  type 
of  diabetes  which  is  important.  We  have  all  seen 
the  occasional  patient  in  their  sixth  or  seventh 
decade  with  a recent  onset  of  diabetes  who  is 
clinically,  in  every  way,  a classical  “juvenile” 
diabetic,  rhough  there  is  no  arbitrary  dividing 
line  the  generalization  is  often  made  that  from 
70-80%  of  the  patients  who  develop  their  disease 
alter  the  age  of  forty  will  have  the  ustial  insulin 
insensitive  type  while  the  remaining  20-30%,  and 
almost  all  of  those  who  have  the  onset  of  their 
disease  before  the  age  of  thirty-five  will  be  insulin 
dependent.  Thus,  as  a general  screening  aid,  the 
age  of  onset  may  be  said  to  be  the  most  important 
single  factor  in  determining  the  possibility  of 
long-term  responsiveness  to  the  sulfonylureas. 
•Although  an  occasional  young  patient  whose  in- 
sidin  requirement  is  small  and  whose  diabetes  is 
of  recent  onset  may  respond  for  a time,  lasting 
benefit  is  rare  among  these  individuals.  Also,  an 
occasional  patient  who  by  all  counts  promises  to 
be  helped  will  be  found  to  be  completely  unre- 
sponsive. There  is  no  clinical  way  to  predetermine 
who  these  patients  will  be.  In  view  of  this  diffi- 
culty in  anticipating  the  long  range  value  of  such 


therajry  attempts  have  been  made  to  predict  the 
course  by  a single  oral  or  intravenous  dose- 
response  situation.  There  has  been  wide  disagree- 
ment concerning  the  value  of  this  test:  some  have 
felt  it  to  be  a reliable  guide  to  clinical  success  or 
failure,  while  others  have  said  it  is  of  limited  or 
no  value  (4).  I suppose  rather  than  side-stepping 
the  issue  I should  take  some  sort  of  a stand  and 
will  say  I feel  the  test  has  little  clinical  use  in  the 
context  we  are  presently  discussing,  have  rarely 
used  it  and  have  less  often  found  it  to  be  of  aid  in 
my  personal  management  of  a patient.  If  one 
should  desire  trying  it  I feel  that  a negative  result 
(i.e.  no  significant  decrease  in  the  blood  glucose 
following  the  intravenous  administration  of  the 
drug)  is  a good  indication  that  the  patient  will  not 
respoml;  however,  a positive  result  in  no  way 
yields  any  certainty  that  one  will  obtain  a good  or 
lasting  response.  This  test  is  described  in  detail 
elsewhere  (7). 

Even  when  all  giuding  principles  are  observed 
many  apparently  suitable  candidates  will  fail  to 
be  controlled  by  these  agents.  The  only  certain 
method  of  identifying  responsive  patients  is  by 
careful  clinical  trial;  thus  the  matter  of  initial 
selection  becomes  of  utmost  importance.  Patients 
whose  diabetes  can  be  controlled  with  ease  by 
tlietary  restriction  should  not,  in  my  opinion,  be 
given  these  drugs.  Obesity  should  not  be  sup- 
ported with  oral  agents,  nor  with  insulin  for  that 
matter.  On  the  basis  of  careful  clinical  trial  there 
is  general  agreement  that  60  to  65%  of  the  total 
diabetic  population  will  respond  to  long  term 
therapy  with  the  sulfonylureas.  Not  all  of  these 
really  require  stich  treatment  however,  and  the 
estimated  percentage  who  do  varies  widely; 
largely  due  to  national  and  individual  differences 
in  attitude  toward  diet  and  obesity  and  varying 
standards  of  control.  Probably  somewhat  less  than 
25%  of  our  total  diabetic  population  should  be 
placed  on  these  drugs.  In  short,  those  most  likely 
to  respond  and  who  should  be  placed  on  oral 
therapy  are  those  who  have  the  relatively  insulin 
resistant  type  of  disease,  who  require  a daily  insu- 
lin dose  of  40  units  or  less  and  those  patients  who 
are  not  obese  or,  as  a last  resort,  in  those  who 
come  to  grips  with  their  obesity  but  can’t  really 
control  it.  It  is  also  true  that  one  will  have  better 
results  with  those  whose  untreated  fasting  blood 
sugar  is  not  significantly  over  300  mgm%. 

It  should  be  mentioned  that  the  sulfonylureas 
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do  not  actually  improve  the  patients  glucose 
tolerance,  the  range  through  which  the  blood  glu- 
cose moves  during  the  day  is  not  narrowed,  the 
absolute  values  are  simply  lowered.  In  fact,  in  a 
responsive  patient,  the  pretreatment  pattern  is 
reproduced  at  a lower  level.  Since  the  tolerance 
is  not  changed  some  degree  of  dietary  restriction 
is  a necessity  if  undue  hyperglycemia  is  to  be 
avoided— quite  ajjart  from  dietotherajjy  for  weight 
control  purposes  (d). 

.\fter  a patient  has  been  chosen  for  this  form 
of  therapy  the  usual  procedure  is  simply  to  place 
him  on  an  adequate  dose  of  the  drug  and  in  the 
following  da)s  observe  the  effects  on  the  blood 
and  urine  sugar.  In  those  patients  who  are  not 
receiving  insulin  and  who  have  no  acute  symp- 
toms this  sort  of  therapeutic  trial  presents  no  great 
problem.  Dunlop  (8)  has  recommended  that  this 
sort  of  patient  be  given  an  inert  tablet  for  a con- 
trol period,  pointing  out,  cpiite  properly,  that  a 
surprisingly  large  number  will  then  make  renewed 
efforts  to  adhere  to  their  prescribed  diets  to  “give 
the  tablets  a chance”  and  satisfactory  control  re- 
sults. Only  after  this  has  failed  does  he  make  use 
of  the  sulfonylureas.  Academically  this  is  very 
sound  practice,  however,  it  woidcl  seem  to  present 
several  problems  and  implications  in  private  prac- 
tice which  I am  in  no  position  to  evaluate,  .\lmost 
all  workers  in  this  field  have  repeatedly  empha- 
sized that  much  caution  is  needed  in  transferring 
insulin  taking  patients  to  the  oral  drugs  and  it 
has  been  stated  that  the  withdrawal  or  reduction 
of  even  a moderate  dose  of  insulin  from  patients 
who  seem  to  be  in  every  w'ay  suitable  for  therapy 
with  these  compounds  will  result  in  a small  num- 
ber developing  severe  ketoacidosis  with  some 
rapidity  (4).  In  those  patients  receiving  less  than 
20  units  daily  one  may  usually  discontinue  the 
dose  abruptly  when  substituting  the  oral  agent; 
providing  of  course,  that  reasonably  close  contact 
with  the  patient  is  to  be  maintained.  In  those 
patients  receiving  20  to  40  units  daily  some  (6) 
say  the  insulin  dose  should  be  reduced  by  25  to 
30%  daily  or  every  other  day  while  observing  the 
effect  of  the  sulfonylurea  compound  and,  if  the 
result  is  favorable,  the  administration  of  insidin 
may  be  discontinued  entirely  within  a few  days. 
In  those  whose  insulin  requirement  is  more  than 
40  units  daily  the  transition  period  should  be 
accomplished  in  a hospital.  In  this  latter  group 
it  would  seem  generally  unwise  to  even  attempt 


oral  therapy  (hough,  of  course,  we  all  see  the 
occasional  patient  whose  insulin  these  has  inatl- 
vertently  been  gratlually  raised  lar  beyond  that 
which  is  actually  retpiiretl;  usually  through  the 
vicious  cycle  ol  gioss  dietary  e.\ce.sses  or  the  re- 
bound or  .Somogyi  phenomenon  (9).  Some  clini- 
cians tend  to  effect  the  change-over  by  abruptly 
stopping  the  insulin  dosage  while  others  prefer  to 
gradually  move  into  the  transition.  The  latter 
method  increases  the  danger  of  hypoglycemic  epi- 
sodes and  both  prolongs  and  increa.ses  the  diffi- 
culty of  assessing  the  respon.se  to  the  new  agent. 
In  the  diabetic  clinic  at  the  Medical  Center  we 
have  felt  the  abrupt  withdrawal  of  insulin  used 
concomitantly  with  full  thera|jeutic  dosage  of  the 
sulfonylureas  was  best  suited  to  our  needs  and  to 
the  best  of  my  knowledge  have  as  yet  occasioned 
no  unfortunate  consecjuences.  Perhaps  we  have 
been  unusually  fortunate  in  our  selection  of  pa- 
tients. AVhichever  method  is  used  the  patient 
should  ideally  be  seen  every  two  or  three  days  for 
the  first  week.  If  this  is  impractical  they  should 
at  least  check  their  urine  for  sugar  and  acetone 
daily,  preferably  four  times  per  day.  and  report 
to  their  physician  should  ketonuria  develop.  Al- 
though the  maximal  hypoglycemic  response 
usually  occurs  on  the  first  day  some  patients  fail 
to  show  their  full  response  for  several  days.  .\n 
accurate  assessment  of  the  situation  is  usually 
possible  with  one  to  two  weeks,  but  final  regu- 
lation may  retjuire  several  weeks. 

4 he  appetirance  ol  ketosis  in  a patient  usually 
well  controlled  on  an  oral  agent  indicates  a need 
for  insulin  therapy  since  increasing  the  dose  of 
the  sulfon\lurea  will  not  be  effective.  Similarly, 
when  such  a patient  is  presented  with  unusual 
stress,  such  as  an  operation  or  infection,  he  should 
be  carefully  observed  for  metabolic  decompen- 
sation. Should  this  occur  insulin  therapy  is  again 
reejuired. 

There  is  some  intlividual  variation  in  the  mini- 
mal effective  plasma  level  of  these  agents  required 
to  maintain  a proper  control  of  the  blood  glucose. 
The  size  of  the  daily  dose  needed  is  primarilv  de- 
pendent upon  the  plasma  “half-life”  of  the  drug 
(8).  Chlorpropamide  has  a half-life  of  over  30 
hours  and  thus  only  one  daily  dose  is  necessary; 
usually  this  will  range  from  250  to  1000  mgms. 
However,  gastrointestinal  side  effects  are  often 
noted  when  over  500  mgms  is  given  and  doses  of 
1000  mgms  are  best  given  divided.  Tolbutamide 
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lias  a hall-lite  ot  only  4 to  8 hours  and  conse- 
quently the  drug  must  be  given  two,  and  often 
three,  times  per  day.  No  single  dose  should  ex- 
ceed 1.5  to  2.0  gms  since  neither  the  magnitude 
nor  duration  of  response  is  inhanced  by  further 
increases.  An  occasional  patient  who  has  failed 
to  respond  to  lower  dosage  will  do  so  to  3.0  gms 
per  day:  however,  by  far  the  majority  of  })atients 
who  respond  to  this  agent  will  do  so  with  2.0  gms 
or  less. 

Primary  failures  to  these  drugs  are  obviously 
those  patients  who  fail  from  the  beginning  to 
show  any  satisfactory  response.  The  so-called 
secondary  failures  are  those  who  initially  respond 
but  after  a month  or  so  become  refractory.  Some 
have  reported  secondary  failure  rates  as  high  as 
65%  (quoted  from  Duncan)  but  I feel  most  of 
these  represent  poor  initial  selection  or  disregard 
to  diet  and  other  exogenous  factors.  Nonetheless, 
true  resistance  does  seem  to  occur  in  some  5 to 
10%  of  the  people  initially  manifesting  a good 
response  (4).  The  secondary  failure  rate  from 
chlorpropamide  is  not  yet  known  and  while  in 
most  patients  failing  to  respond  to  one  of  the 
sulfonylureas  there  is  little  hope  in  trying  another 
it  is  true  that  some  who  have  developed  resistance 
to  tolbutamide  may  be  managed  with  chlorpropa- 
mide. 

The  toxicity  of  these  two  drugs  is  quite  low 
and  generally  include  only  minor  gastrointestinal 
disturbances,  skin  rashes  and  transient  leukopenia 
which  will  often  revert  to  normal  even  if  the  treat- 
ment is  continued  and  are  seemingly  always  re- 
versible if  the  drug  is  withdrawn.  Hepatic,  renal, 
thyroid  or  cardiovascular  complications  due  to 
tolbutamide  have  not  been  demonstrated.  Jaun- 
dice due  to  intracanalicular  biliary  stasis  has  oc- 
curred with  chlorpropamide  and  occasionally 
symptoms  of  lethary,  muscular  weakness,  ataxia 
and  dizziness  have  been  noted.  These  seem  to  be 
due  to  a direct  action  on  the  central  nervous  sys- 
tem and  not  to  hypoglycemia.  In  addition,  even 
with  currently  smaller  doses,  there  are  occasionally 
cases  of  prolonged  hypoglycemia  due  to  the  slow 
excretion.  Serious  hypoglycemic  reactions  are 
rare  with  these  drugs,  though  they  do  occur  and 
one  fatal  reaction  has  been  reported  due  to  tol- 
butamide in  a malnourished  patient  86  years 
old  (8). 

The  Biquanides 

Although  it  is  not  yet  certain  how  the  sulfonyl- 


ureas and  quanidine  derivatives  exert  their  effect 
and  with  the  latter  drugs  the  data  have  at  times 
been  contradictory  and  often  the  interpretation  of 
results  by  different  workers  has  been  divergent, 
nonetheless,  enough  is  known  to  be  certain  that 
their  pharmacologic  actions  are  quite  different 
for  phenformin  can  reduce  the  blood  glucose  of 
depancreatized  and  completely  alloanized  animals 
or  in  normal  animals.  Strangely  while  they  lower 
blood  glucose  in  diabetic  humans  they  do  not  in 
those  who  are  non-diabetic.  Again  the  details  of 
experimental  work  seem  best  omitted,  particu- 
larly in  this  situation  where  some  cxinsiderable 
degree  of  chaos  exists  in  the  literature.  In  vitro 
studies  have  demonstrated  the  ability  of  phen- 
formin to  inhibit  electron  transport  and  enzymatic 
oxidation  at  the  succinic  dehydrogenase  and/or 
cytochrome  oxidase  level  in  muscle,  adipose  tissue 
and  liver.  This  inhibition  has  been  held  to  ac- 
count for  the  hypoglycemic  effect  of  phenformin. 
Recently,  however,  Ungar  (as  quoted  by  Duncan) 
has  cast  some  doubt  on  this  hypothesis  and  all  we 
can  say  is  that  the  mechanism  of  action  is  un- 
known. 

As  suggested  above  the  selection  of  patients 
with  this  drug  is  somewhat  different  than  with 
the  sulfonylureas.  The  majority  of  diabetics,  re- 
gardless of  the  type  of  disease  they  have,  are  re- 
sponsive to  some  extent  to  the  hypoglycemic  effect 
of  phenformin.  In  the  group  of  patients  benefit- 
ing from  the  sulfonylureas,  phenformin  has  a 
roughly  comparable  effect;  furthermore,  it  is 
capable  of  some  blood  glucose-lowering  action  in 
certain  young  patients  with  the  unstable,  insulin 
sensitive  type  of  diabetes.  Despite  this  wide  range 
of  effectiveness  its  general  use  is  much  restricted 
by  the  incidence  of  gastrointestinal  side  effects. 
Given  in  adequate  dosage  most  stable  diabetics 
could  probably  be  controlled  with  this  agent,  how- 
ever, the  side  effects  often  preclude  this  adequate 
dose.  In  many  patients  who  are  responsive  to,  but 
inadequately  controlled  by,  the  sulfonylureas  the 
addition  of  a small  dose  of  phenformin  offers  great 
promise.  Many  patients  with  labile  diabetes,  read- 
ily developing  ketoacidosis  on  the  withdrawal  of 
insulin,  are  also  responsive  to  phenformin;  how- 
ever, most  such  patients  continue  to  require  insu- 
lin in  addition,  though  in  much  smaller  doses. 
It  has  been  said  (4,  8),  and  our  limited  experience 
would  seem  to  agree  with  this,  that  many  labile, 
poorly  controlled  diabetics  may  benefit  with  the 
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atUlition  of  phcnforinin  lo  ihcii  regimen  by  mueh 
smoother  control  on  more  motlerate  closes  of  insu- 
lin. This  reejnires  more  detailed,  carefnl  study, 
however,  phenformin  has  certainly  been  found  to 
reduce  markedly  the  insulin  recpiirement  in  insu- 
lin resistant  diabetics.  It  wonlcl  .seem  that  this 
combination  of  phenformin  with  insulin  or  a 
sidfonylnrea  will  prove  to  be  the  main  indication 
for  the  drug  though  it  is  too  early  to  dogmatically 
categorize  the  place  of  this  agent  in  onr  thera- 
pe n t ie  armamen tar i nm . 

The  fall  in  blood  glucose  concentration  begins 
about  two  hours  following  a close  of  phenformin 
and  lasts  for  some  six  to  fourteen  hours.  Thus 
the  drug  needs  to  be  given  two  or  three  times  a 
clay.  The  dose  recpiired  differs  from  patient  to 
patient;  many  mild,  stable  diabetics  can  be  con- 
trolled with  50  to  100  mgms  daily  though  probably 
the  majority  will  require  about  150  mgms.  A 
considerable  reduction  in  the  insulin  ret|uirt- 
ment  of  “juvenile”  diabetics  may  be  effected  with 
the  same  dosage.  Anorexia,  nausea,  vomiting  and 
diarrhea  occur  early  in  the  treatment  of  many 
patients,  but  such  side  effects  can  generally  be 
avoided  by  not  exceeding  a daily  dose  of  150 
mgms,  though  some  may  tolerate  much  higher 
closes.  Although  gastrointestinal  complaints  oc- 
ctu  in  some  40  to  60%  of  patients,  they  art  suf- 
ficiently severe  as  to  preclude  continued  therapy 
in  only  20  to  30%.  More  serious  side  effects  have 
not  been  reported.  The  occurrence  of  ketonuria 
in  patients  receiving  biguanidcs  has  long  been 
recognized  and  there  has  been  general  agreement 
that  this  is  related  to  inadequate  carbohydrate 
utilization  and  will  disappear  with  an  increase 
in  dietary  carbohydrate  and  perhaps  an  increase 
in  the  insulin  dose  along  with  a clccrea,sc  in  the 
close  of  phenformin.  Apparently  symptomatic 
ketoacidosis  has  not  been  a significant  problem 
in  the  experience  of  most  clinicians.  However, 
Walker  and  Hannah  (10)  noted  ketonuria  in  34 
(29.1%)  of  117  patients;  an  alkali  reserve  of  less 
than  20  niEg  per  L.  was  found  in  thirteen.  Their 
experience  emphasizes  the  fact  that,  particularly 
in  patients  with  “juvenile”  diabetes,  insulin  must 
form  the  basis  and  mainstay  of  treatment  and 
phenformin  must  be  used  only  as  a supplement. 
Nonetheless,  in  certain  patients  of  this  type 
phenformin  may  smooth  out  the  course  and  re- 
duce the  insulin  requirement  by  as  much  as  25 
to  50%  (6). 


In  the  management  cjI  patients  with  the  oral 
liypoglycemic  agents  the  standards  of  control  are 
no  different  than  for  any  other  type  of  therapy, 
rite  only  consideraticjii  wealth  mentioning  would 
seem  to  be  that  by  far  the  majcjiity  of  the  patients 
one  has  on  this  form  of  therapy  will  be  in  the 
older  age  group  with  stable  diabetes;  these  people 
don't  develop  the  acute  complicatiotis  of  ketoa- 
cidosis anyway  and  it  is  far  too  easy,  for  myself 
at  least,  to  adopt  a rather  casual  attitude  toward 
their  control.  We  tend  to  feel  they  need  only  be 
followed  with  an  occasional  urine  check.  Actually, 
of  course,  the  urine  should  be  checked  four  times 
per  tlay  until  they  become  cpiite  well  stabilized 
and  even  this  method  should  be  used  only  after 
sufficient  blood  glucose  values  have  been  ob- 
tained to  enable  us  to  know  what  a given  urine 
sugar  value  indicates  in  each  patient.  This  is 
particularly  true  since  the  “renal  threshold”  for 
glucose  will  be  considerably  elevated  in  many  of 
this  groiijj.  \Vc  find  twenty-four  hour  urine  glu- 
cose determinations  cjuite  useful  in  following 
these  people.  In  the  use  of  phenformin  the  criteria 
of  control  will  simply  depend  upon  whether  it 
is  being  used  in  one  type  of  diabetic  with  a sul- 
fonylurea or  another  type  in  combination  with 
insulin.  Clertainly  to  justify  its  use  the  control 
must  be  better  than  before  it  was  added. 

Summary 

The  way  in  which  the  sidfonylureas  and  the 
biguanidcs  exert  their  hypoglycemic  effects  is 
still  unknown.  With  regard  to  the  sidfonylureas 
it  is  certain  that,  I)  the  presence  of  endogenous 
insulin  is  essential  for  their  hypoglycemic  action; 
2)  they  stimulate,  at  least  initially,  the  release  of 
insulin  from  the  pancreas;  and  3)  they  reduce 
hepatic  glucose  release.  The  most  widely  accepted 
belief  is  that  the  mechanism  of  action  is  due  to 
the  release  of  insulin  and  the  effect  of  such 
insulin  first  in  the  liver  with  decrease  in  the 
hepatic  glucose  output.  Action  in  the  periphery 
of  insulin  not  bound  in  the  liver  is  not  precluded. 
When  used  in  connection  with  careful  dieto- 
therapy  the  sulfonylurea  compounds  provide 
“good”  or  “fair”  control  of  hyperglycemia  and 
glycosuria  in  50  to  70%  of  patients  with  the  onset 
of  their  disease  after  age  forty  and  requiring  20 
units  or  less  of  insulin.  The  frequency  of  signifi- 
cant side  effects  from  tolbutamide  is  small  anil  it 
is  well  tolerated  by  most  persons.  Chlorpropamide 
is  also  relatively  free  from  side  effects  if  used 
is  dosages  of  no  more  than  500  mgms  daily.  Larger 
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closes  may  lead  to  prolonged  hypoglycemia.  Re- 
versible, cholestatic  jaundice  may  occur  though 
few  cases  have  been  reported  in  recent  years  with 
smaller  doses.  Secondary  failures  do  occur,  but 
poor  adherence  to  diet,  poor  initial  selection  and 
inadecjuate  dosage  seems  to  account  for  mcrst  of 
those  reported,  d he  biguanides  seem  to  be  effec- 
tive in  the  same  group  as  the  sulfonylureas; 
further,  as  a supplement  to  insulin  they  may 
reduce  the  insulin  reejuirement  and  assist  in  the 
control  of  the  young,  insulin  sensitive  diabetic. 
.Vn  inhibition  of  oxidative  metabolism  and  an 
increase  in  anaerobic  glycolysis  seem  the  most 
likely  mechanism  through  which  they  exert  their 
effect  but  this  is  far  from  certain.  .Amounts  of 
phenformin  greater  than  200  mgms  per  day  cause 
a very  significant  incidence  of  gastrointestinal 
side  effects  but  no  case  of  true  tissue  or  organ 
toxicity  has  been  reported.  It  is  important  to 
bear  in  mind  that  the  exact  metabolic  effects  of 
these  drugs  are  not  known  and  that  any  ultimate 
effect  they  may  have  on  our  real  purpose  in  the 
treatment  of  diabetes,  i.e.,  the  long  term  complica- 
tions, is  {Jtiiely  speculative  at  present.  These 
drugs  are  surely  no  more  the  final  answer  to  the 
diabetic  question  than  was  insulin  forty  years 
ago;  however,  they  would  seem  to  be  a most  valu- 
able addition  to  the  therapy  of  this  disease. 
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WHAT  IS  YOUR  INTERPRETATION? 

Age:  70  Sex:  M Build:  Stocky  Blood  Pressure:  94/60 
Medication:  None 

History:  Substernal  pain  11/2  hours  prior  to  electrocardiogram 

ANSWER  ON  PAGE  471 


Prepared  by  J.  S.  Taylor,  M.D.,  Professor  of  Medicine 

The  Department  of  Medicine 
University  of  Arkansas  Medical  Center 
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Prepared  by  the 

Department  of  Radiology,  University  of  Arkansas 
School  of  Medicine,  Little  Rock 
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PUBLIC  HEALTH  AT  A GLANCE 


IMMUNIZATIONS  FOR  INTERNATIONAL  TRAVEL 


International  travel  has  imposed  the  necessity 
lor  various  immunizations  upon  many  Arkansans 
who,  in  turn,  seek  assistance  from  their  physicians. 
In  order  to  expedite  travel  arrangements  not  only 
to  satisfy  the  requirements  of  foreign  countries 
l)ut  also  to  assure  that  our  friends  and  relatives 
may  avoid  acquiring  preventable  contagious 
diseases  known  to  exist  at  a higher  incidence  in 
other  countries,  the  physicians  of  Arkansas  will 
be  called  upon  more  and  more  for  immunizations. 


Arkansas  physicians  are  becoming  increasingly 
familiar  with  the  “International  Certificates  of 
Vaccination”,  which  is  the  official  document  for 
international  travel  and  requires  affixing  an  ap- 
proved stamp  certifying  that  the  physician  is  a 
bona  fide  practitioner  in  the  city,  county,  or  state 
for  which  the  stamp  has  been  prepared.  Each  local 
health  department,  as  well  as  the  .State  Health 
Department,  has  an  official  stamp  for  certifica- 
tion of  these  certificates.  In  order  to  further  assist 
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the  jjhysicians  of  Arkansas,  the  Arkansas  State 
Board  of  Health  furnishes  each  local  health  de- 
partment a copy  of  the  latest  edition  of  the  booklet 
■'Innnunization  Information  for  International 
Fravel”  with  subsequent  pertinent  revisions  at 
weekly  intervals. 

Yellow  fever  vaccination  requests  have  been 
increasing  steadily  since  the  Arkansas  State  Board 
of  Health  was  approved  as  a Designated  Yellow 
Fever  V^accination  Center  in  January,  1957.  Forty- 
one  states,  Puerto  Rico,  American  Samoa,  Wash- 
ington, D.  C.,  and  the  Canal  Zone  have  Designated 
Yellow  Fever  Vaccination  Centers  which  arc 
listed  in  the  booklet  “Immunization  Information 
for  International  'Fravel",  with  the  complete 
adch  css  and  telephone  number  as  well  as  the  clinic 
hours  and  whether  or  not  there  is  a fee.  Strict 
conti'ol  is  mandatory  since  the  yellow  fever  vaccine 
is  highly  therniolabile  and  must  be  transported 
at  sidj-freezing  temperatures  as  well  as  stored  at 
sul)-freezing  temperatures.  'Fhis  live  virus  vaccine 
must  be  used  promptly  upon  thawing  and  may 
not  be  refrozen.  No  other  immunizations  are  given 
at  the  State  office  although  certification  of  other 
immunizations  may  be  done  if  not  already  certi- 
fied by  the  local  health  department.  Not  only  does 


the  local  health  department  certify  vaccinations 
given  by  the  physicians  practicing  in  its  locality, 
but  also  where  approved  by  the  local  Medical 
Society  certain  lontine  immunizations  may  be 
given. 

Sanitaiy  rules  for  international  traffic  and 
travel  are  standardized  through  an  agreement  be- 
tween governments  kno^vn  as  the  International 
Sanitary  Regidations  of  the  World  Health  Organi- 
zation. 'Fravelers  who  fail  to  follow  such  rules  are 
apt  to  run  into  serious  difficulties  and  delays. 
Each  applicant  for  foreign  travel  is  advised  by 
the  Department  of  State  as  to  required  immuniza- 
tions when  the  application  for  passport  is  made. 
Additional  recommendations  of  the  Division  of 
P'oreign  Quarantine  are  for  the  individual  travel- 
er’s safeguard. 

'Fhe  Arkansas  medical  profession  has  the  co- 
operation of  the  local  wholesale  drug  companies 
in  siqjplying  vaccine  against  cholera,  epidemic 
typhus  fever,  and  plague,  in  addition  to  the  rou- 
tine immunizing  preparations. 

Arkansas  State  Board  of 
Health 

Division  of  Communi- 
cable Disease  Control 
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THE  PHYSICIAN  "IMAGE" 

C.  Lewis  Hyatt,  M.D. 


T 

JLhese  days  it  has  l)cc()inc  very  pojjular  to 
speak  ot  the  "image”  ot  vaiiotis  things  such  as 
individuals,  groups,  and  places.  I’m  not  sure  I 
know  exactly  what  is  meant  when  one  speaks 
or  writes  of  the  image  of  the  individual  physician, 
oi  of  the  A.M.A.,  or  ol  say  the  State  of  Arkansas. 
Hut  it  probably  means  just  what  you  would  expect 

— the  generally  accepted  mental  jiictnre  of  the 
designated  individual,  group  or  place. 

At  any  rate,  the  physician  image  of  today  is 
not  as  good  as  it  ought  to  be— nor  is  it  as  good  as 
it  used  to  be. 

This  is  a strange  paradox  because  we  can  give 
our  patients  infinitely  better,  more  elficient  and 
more  prompt  medical  care  than  ever  before  in 
the  history  of  the  world. 

So  I’m  not  sure  I know  just  why  we  have  lost 
stature  in  the  eyes  of  our  patients  and  of  the 
public.  I do  know  some  of  the  reasons. 

A few  decades  ago  the  term  doctor  or  physician 
implied  the  family  physician  to  nearly  everyone. 
In  those  days  the  physician  had  relatively  so  much 
less  to  give  in  a scientific  way  that  he  necessarily 
gave  more  of  himself  in  kindness  and  considera- 
tion and  helpfulness.  A large  part  of  what  he  did 
was  accomplished  through  confidence  and  faith 

— suggestion  and  rapport  for  the  more  modern 
student  who  may  not  know  the  extent  to  which 
confidence  and  faith  aids  healing.  We  are  tending 
to  become  highly  skilled  technicians  instead  of 
warm,  human,  professional  people.  We  could 
overcome  this  defect  if  we  would  give  it  the 
thought  and  effort  it  deserves. 


.Vnother  cause  of  our  loss  of  pidjlic  esteem  is 
a direct  result  of  the  thoughtlessness  or  selfishness 
of  some  specialist  groups  within  our  profession. 
One  grotip  in  particular  has  constantly  enlivened 
and  fed  a .sensational  lay  press  over  the  past  twelve 
to  fifteen  years  with  large  headlines  blazoned 
across  the  whole  nation  of  unwarranted  charges 
amounting  to  criminal  accusation.  Wliat  coidd 
cause  a loss  of  confidence  in  medicine  more  qtiick- 
ly  or  more  surely  than  a learned,  skilled  specialist 
telling  the  press  that  almost  every  doctor  who  does 
not  belong  to  his  small  group  is  incompetent  and 
practices  highly  unethical  procedures?  And  now 
that  group  states  that  its  mendjcrs  are  forbidden 
to  give  any  instruction  to  a jjhysician  outside  of 
his  specialty  group.  No  better  ammunition  could 
l)e  given  critics  of  the  medical  profe.ssion.  No 
amount  of  organized  piddic  relations  effort  can 
counteract  the  effect  of  this  intraprofessional 
bickering.  I’liis  cause  of  our  loss  of  stature  could 
and  shoukl  and  must  be  corrected  within  our 
profession  if  we  are  to  regain  our  image  in  the 
mind  of  the  jniblic. 

One  other  important  reason  for  otir  loss  ol 
professional  prestige  is  the  definite  decrease  in 
our  dedication  to  organized  medicine.  I know 
there  has  been  a great  increase  in  the  number  of 
recreational,  social,  political,  community  and  re- 
ligious phases  of  our  busy  lives.  I'hese  are  largely 
good  and  I am  pleased  that  physicians  take  such 
active  parts.  But  tw'enty-five  or  more  years  ago 
the  average  physician  was  much  more  dedicated 
to  organized  medicine  than  he  is  today.  I have 
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watched  the  same  small  groiij)  of  faithful  physi- 
cians wrestling  time  after  time  with  problems 
concerning  the  entire  medical  profession.  They 
were  away  from  their  family,  foregoing  some  much 
needed  recreation  and  often  incurring  the  dis- 
pleasure of  some  of  their  colleagues  because  they 
dared  to  try  to  solve  some  knotty  problems.  I 
have  heard  some  of  these  same  dedicated  physi- 
cians referred  to  in  a derogatory  manner  as  a 
member  of  a small  clitpie  who  runs  the  Arkansas 
Medical  Society  or  the  .\.M.A.  by  one  who  almost 
never  goes  to  any  medical  meeting.  Brother,  if 
you  are  not  going  to  express  your  opinion  and 
tliscuss  and  help  to  arrive  at  good  solutions  to  the 
serious  problems  that  confront  us  today,  don’t 
knock  the  ones  who  are  trying.  They  are  not  doing 


it  for  power  or  influence  but  because  they  feel 
it  is  necessary  for  someone  to  do  the  job  for  us. 

Organized  medicine  speaks  for  us.  If  you  can’t 
speak  with  and  for  it,  don’t  speak  against  it.  If 
every  physician  would  participate  in  medical 
affairs  and  give  just  a little  of  his  time  and  effort 
and  means,  how  much  stronger  would  be  the 
influence  of  our  profession  in  public  and  private 
life  today.  This  is  another  factor  in  our  loss  of 
image  tvhich  coidd  and  should  be  corrected. 

There  are,  of  course,  other  reasons  which  have 
affected  our  public  relations  or  our  public  image. 
However,  these  are  among  the  more  important, 
and  they  are  all  reasons  which  could  be  corrected 
if  we  in  the  profession  are  of  a mind  to  do  it. 
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EIGHTY-FIRST  ANNUAL  SESSION 
ARKANSAS  MEDICAL  SOCIETY 
ARLINGTON  HOTEL,  HOT  SPRINGS,  ARKANSAS 
APRIL  29,  30-MAY  1,  2,  1962 

ANNOUNCEMENTS 

REGISTRATION 

The  registration  desk  will  be  located  on  the  me/.zanine  floor  of  the  Arlington 
Hotel  and  will  be  open  from  1 1:00  a. in.  to  5:00  p.ni.  on  Sunday,  April  29th,  from 
9:00  a.m.  to  5:00  ji.m.  Monilay  and  Tuesday,  and  from  9:00  a.m.  to  noon  on 
W'ednesday. 

Delegates  are  requested  to  register  as  early  as  possible,  presenting  credentials 
in  proper  form  at  the  time  of  registration.  Members  and  visitors  are  required  to 
register,  as  admission  to  all  sessions  will  be  by  badge.  Bring  your  1962  membership 
card  to  facilitate  registration.  Members  of  the  American  Medical  Association  from 
other  states  may  register  as  guests. 

Special  telephone  service  will  be  maintained  at  the  registration  desk— phone 
number  NAtional  4-4122. 


MEETINGS  OF  THE  COUNCIL 

The  Council  of  the  Arkansas  Medical  Society,  including  past  presidents,  will 
meet  as  follows: 

Sunday  afternoon,  April  29th,  2:00  p.m.,  Montague  Room,  Arlington  Hotel 
Monday,  April  30th,  12:00  noon,  Montague  Room,  Arlington  Hotel 
Tuesday,  May  1st,  12:00  noon,  Montague  Room,  Arlington  Hotel 
W'ednesday,  May  2nd,  9:00  a.m.,  Montague  Room,  .Arlington  Hotel 

REFERENCE  COMMITTEE  HEARINGS 

Reference  Committees  appointed  by  the  Speaker  of  the  House  of  Delegates 
will  hold  open  hearings  to  discu-ss  resolutions  and  committee  reports  referred  to 
them  as  follows; 

Committee  Number  One— W'ill  meet  Monday  afternoon,  April  30th,  from  2:00  to 
4:00  p.m.  in  the  Fountain  Room  of  the  Arlington  Hotel. 

H.  \A".  Thomas,  Dermolt,  Chairman;  C.  C.  Long,  O/ark;  Jose|)h 
Buchman,  Little  Rock. 

Committee  Number  Two— \\411  meet  Monday  morning,  April  30th,  at  9:00  a.m. 
in  Cafe  2 of  the  Arlington  Hotel. 

C.  R.  Ellis,  Malvern,  Chairman;  James  Af.  Kolb,  Clarksville;  James 
V\'.  Headstream,  Little  Rock. 

ELECTION  TO  FILL  VACANCY  ON  THE  ARKANSAS  STATE  MEDICAL  BOARD 

A vacancy  occurs  in  the  FAfth  Congressional  District,  the  counties  of  which 
are  listed  below.  All  members  from  these  counties  are  eligible  to  attend  the  meet- 
ing and  vote  for  nominees.  Please  meet  in  Fountain  Room  of  the  Arlington  Hotel 
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immediately  following  the  House  of  Delegates  meeting  on  Sunday,  April  29th. 
Counties  of  the  Fifth  Congressional  District  are:  Conway,  Faulkner,  Perry,  Pope, 
Pulaski  and  Yell. 

PRESENT  MEMBER:  William  A.  Snodgrass,  Jr.,  Little  Rock,  who  is  eligible 
for  reappointment. 

ELECTION  TO  FILL  VACANCY  ON  THE  ARKANSAS  STATE  BOARD  OF  HEALTH 

A vacancy  occurs  in  the  Second  Congressional  District,  the  counties  of  which 
are  listed  below.  All  members  from  these  counties  are  eligible  to  attend  the  meet- 
ing and  vote  for  nominees.  Please  meet  in  Fountain  Room  of  the  Arlington 
Hotel  immediately  following  the  House  of  Delegates  meeting  on  Sunday,  April 
29th.  Counties  of  the  Second  Congressional  District  are:  Cleburne,  Fulton,  Inde- 
pendence, Izard,  Jackson,  Lawrence,  Monroe,  Prairie,  Randolph,  Sharp,  Stone, 
W'hite  and  Woodruff. 

PRESENT  MEMBER:  Dr.  Ed  D.  McKnight,  Brinkley,  who  is  eligible  for 
reappointment. 

DERMATOLOGY  SECTION 

The  Arkansas  Dermatological  Society  will  meet  on  Sunday  April  29th  at 
Medicine  Clinic,  University  of  Arkansas  Medical  Center  in  Little  Rock. 
Program: 

9:00  a.m.  Presentation  of  Clinical  Cases 
11:00  a.m.  Discussion  of  presentations 
12:30  Luncheon— Coachman’s  Inn 

Speaker,  Dr.  Ed  Cawley— “Angioid  Streaks” 

PAST  PRESIDENTS'  BREAKFAST 

The  past  presidents’  breakfast  will  be  held  in  Cafe  2 of  the  Arlington  Hotel 
at  7:30  a.m.  on  Wednesday,  May  2nd. 

FIFTY  YEAR  CLUB  BREAKFAST 

A breakfast  for  members  of  the  Eifty  Year  Club  of  the  Arkansas  Medical 
Society  will  be  held  in  the  Montague  Room  of  the  Arlington  Hotel  at  7:30  a.m. 
on  Tuesday,  May  1st.  Members  are  requested  to  contact  Dr.  J.  H.  McCurry, 
Fifty  Year  Club  Secretary,  at  the  Arlington  Hotel  before  7:00  p.m.  on  Monday. 

SCIENTIFIC  EXHIBITS 

Scientific  exhibits  have  been  arranged  in  the  mezzanine  area  near  the 
entrance  to  the  Ballroom.  You  will  be  interested  in  seeing  these  displays  by 
Arkansas  and  out-of-state  physicians. 

COMMERCIAL  EXHIBITS 

The  commercial  exhibits  in  the  Ballroom  display  the  products  and  services 
of  well-known  and  reputable  firms.  Their  presence  here  represents  an  important 
financial  contribution  to  our  annual  session.  You  are  urged  to  visit  each  booth 
and  register  with  the  representatives  in  attendance. 

GOLF  TOURNAMENT 

The  Annual  Golf  Tournament  will  be  played  at  the  Hot  Springs  Golf  and 
Country  Club  on  Sunday,  Monday,  and  Tuesday,  April  29,  30  and  May  1.  Register 
with  club  pro  at  Pro  Shop.  The  first  three  prizes  will  be  announced  at  the  annual 
banquet  Tuesday  evening.  Gaston  Hebert  and  Thomas  Burrow  are  the  members 
of  the  Golf  Tournament  Committee. 
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CANCER  SEMINAR 

i he  Arkansas  .\ss()t  iation  ol  Tumor  Clinic  Stall  Members  will  present  a 
Cancer  Seminar  on  Sunday,  A})ril  29th,  beginning  at  2:00  p.m.  in  the  Vekla  Rose 
Motel.  The  subject  lor  the  seminar  will  be  “Leukemias  and  Lymphomas”.  Guest 
speakers  will  be  Steven  G.  Economou  of  the  University  of  Illinois  School  of 
Medicine,  Chicago,  and  Bernard  faslowit/  ol  .New  "S'oik  City.  .\ll  members  of  the 
Societv  are  iin  ited  to  attend. 


HOUSE  OF  DELEGATES 
Sunday,  April  29th,  1 962,  4:30  p.m. 

Fountain  Room,  Arlington  Hotel 

Lhe  first  session  of  the  House  of  Delegates  will  convene  at  4:30  p.m.  in  the 
Fountain  Room  of  the  Arlington  on  Sunday,  April  29th.  The  order  of  business 
will  be  as  follows: 

Call  to  Order 

Roll  Call  of  Delegates 

Report  of  Credentials  Committee 

Introduction  of  Guests 

.\doption  of  minutes  of  85th  Annual  Session 
Report  of  the  Council 
Report  of  Committees 
New  Business 

Selection  of  Nominating  Committee 
.Adjournment 


FIRST  GENERAL  SESSION 
Monday,  April  30th,  1962,  9:00  a.m. 
Crystal  Ballroom,  Arlington  Hotel 

9:00  a.m.  FILM:  “Ten  Years  After  Hiroshima” 

VISIT  EXHIBITS 


SCIENTIFIC  SESSION 


Charlks  W’.  Reid,  Pine  Bluff,  Second  Vice  President,  presiding 


9:30  a.m. 

10:00  a.m. 


10:30  a.m. 
11:00  a.m. 
11:30  a.m. 


“The  Management  of  Neck  Masses”,  Steven  G.  Economou,  University 
of  Illinois  School  ol  Medicine,  Chicago,  Illinois 

“Systemic  Comjronents  of  Cutaneous  Disease”,  Edward  P.  Cawley, 
Department  of  Deimatology,  University  of  Virginia  Hospital,  Char- 
lottesville, Virginia 

Intermission— Visit  Exhibits 

“Contact  Lens,  Pro  and  Con”,  Joseph  Dixon,  Birmingham,  Alabama 

Invocation— Very  Reverend  Monsignor  Joseph  M.  Burns 
President’s  Address,  William  A.  Snodgrass,  Jr.,  Little  Rock 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts; 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  Big 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

"Theragran’*  is  a Squibb  trademark 


**nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^ 

1.  Youmans,  J.  B.;  Am.  J.  Med.  25:659  (Nov.)  195B 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

d*  > > o 

isease.  ■ 2.  Kampmeier,  R.H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis'  ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . 

3,  Fernandez-Herlihy,  L.  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

R rpll  (^011  nPl  1 Sebrell.  W.  H.:  Am.  J.  Med.  2 5;  67  3 (Nov.)  1958.  5.  Pollack,  H.,  and  Hal  pern,  S.  L.:  Therapeutic  Nutrition, 

National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  6.0verhotser.  W.,  and  Fong,  T.C.C.  in  Stieglitz,  E,  J.:  Geriatric  Medicine.  3rd  edition.  J.  B.  Lippi ncott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.'^  7 Goidsm.th,  g a 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec. 10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . . There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


POR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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2:00  p.m. 

2:30  p.m. 

3:00  p.m. 
3:20  p.m. 

3:50  p.m. 


9:00  a.m. 
9:30  a.m. 

10:00  a.m. 

10:30  a.m. 
1 1 :00  a.m. 

1 1 :3()  a.m. 


SECOND  GENERAL  SESSION 
Monday,  April  30th,  1962,  2:00  p.m. 

Crystal  Ballroom,  Arlington  Hotel 

M.  E.  Blanton,  Jonesboro,  First  Vice  President,  presiding 

“General  Principles  in  the  Diagnosis  and  Treatment  of  Patients 
With  Malignant  Lymphomas,”  Bernard  W.  Jaslowitz,  New  York, 
N.Y. 

“Pyelonephritis”,  J.  W.  Schlegel,  Department  of  Urology,  Tulane 
University  School  of  Medicine,  New  Orleans,  Louisiana 

Intermission— Visit  Exhibits 

“Advances  in  Anesthesiology”,  Vincent  Collins,  Department  of  Anes- 
thesiology, Cook  County  Hospital,  Chicago,  Illinois 

“Non  Infectious  Lesions  of  the  Respiratory  Tract  in  Infants  and 
Children”,  Harvey  White,  Chicago,  Illinois 


Monday  Evening,  April  30th,  1962 

Cocktail  Party 
{Swimming  Pool) 

6:00-7:30  p.m. 

Hors  d’oeuvres 

Organist 


FINAL  GENERAL  SESSION 
Tuesday,May  1,1962 
9:00  a.m. 

Crystal  Ballroom,  Arlington  Hotel 

L.  E.  Drewrey,  Camden,  Third  Vice  President,  presiding 
FILM:  “Treatment  of  Thoracic  Injuries” 

“Medical  Aspects  of  Therapy  of  Complete  Heart  Block  and  Cardiac 
Arrest”,  Edward  Massie,  Barnes  Hospital,  St.  Louis,  Missouri 

“Obstetric  Shock”,  Roy  T.  Parker,  Associate  Professor,  Department 
of  Obstetrics  and  Gynecology,  Duke  University  School  of  Medicine, 
Durham,  North  Carolina 

Intermission— Visit  Exhibits 

“Stress  and  Coronary  Artery  Disease”,  James  F.  Hammersten,  Profes- 
sor of  Medicine,  University  of  Oklahoma,  Oklahoma  City,  Oklahoma 

Memorial  Service 

Crystal  Ballroom,  Arlington  Hotel 
W'm.  a.  Snougra.ss,  Jr.,  President,  Presiding 
Invocation:  John  Wm.  Smith,  Little  Rock 

Reading  of  the  names  of  the  deceased  members  of  the  Auxiliary  by 
Mrs.  T.  Duel  Brown,  Chaplain 
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Reading  ol  the  names  ol  the  deceased  mend)ers  ot  the  Society,  Dr. 
Snodgrass 

Memorial  Address:  W alter  H.  O'Xeal,  Little  Roc  k 
■Music  by  Harold  Hawley.  North  Little  Rock 
Benediction:  Dr.  Smith 


Tuesday,  May  1,1962 

SPECIALTY  SECTION  MEETINGS 

(There  is  no  General  Session  Scheduled  for  Tuesday  Afternoon ) 

EYE,  EAR,  NOSE  AND  THROAT 

The  E.E.N.T.  Section  will  meet  in  the  Fcjimtain  Room  ol  the  .\rlington  Hotel, 
beginning  at  9:00  a.m.  on  Tuesday,  May  1.  There  will  be  a morning  .scientilic 
session,  followed  by  a luncheon  and  business  meeting.  The  afternoon  scientific 
session  will  begin  at  1:00  p.m.  and  continue  until  4:00  p.m.  Joseph  Dixon,  of 
Birmingham,  Alabama,  will  present  a paper  on  “Corneal  Trauma,  Vasculariza- 
tion, Bacteria,  and  Virus  Infection  Due  to  Corneal  Lenses”. 


PEDIATRICS 

The  Pediatric  Section  will  meet  with  the  General  Practice  Section  for 
luncheon  and  a scientific  session  in  the  Velda  Rose  Motel,  beginning  at  12:30  p.m. 

UROLOGY 

The  Urology  Section  will  meet  for  luncheon  in  the  Presidential  Suite  of  the 
Velda  Rose  Motel.  Following  the  luncheon,  there  will  be  a scientific  session  with 
Dr.  J.  U.  Schlegel  as  guest  speaker  and  a business  meeting.  Dr.  Schlegel  will  discuss 
“The  Therapeutic  Application  of  Renal  Physiology”. 


GENERAL  PRACTICE 

The  Arkansas  Academy  of  General  Practice  will  hold  a luncheon  in  the  Velda 
Rose  Motel,  beginning  at  12:30  p.m.  There  will  be  a scientific  session  with  Dr. 
Harry  G.  Shirkey  of  Birmingham,  Alabama,  as  gtiest  speaker,  and  panel  discussions 
by  members  of  the  staff  of  the  University  of  .Arkansas  School  of  Medicine.  Dr. 
Shirkey’s  first  talk  on  “Respiratory  Infections  in  Children:  Office  and  Out- 
Patient  Evaluation,  Treatment”  will  be  discussed  by  4X411.  L.  Knicker  and  .Alice 
G.  Beard.  A second  paper  on  “Diagnosis  by  Inspection”  will  be  discussed  by  F. 
Stanley  Porter  and  Delbert  .A.  Fisher.  This  meeting  will  be  acceptable  for  two 
hours  credit.  Category  1. 


INTERNAL  MEDICINE 


12:15  p.m. 
2:00  p.m. 
2:00  p.m. 


2:45  p.m. 


Luncheon  and  Business  Meeting,  Arkansas  Society  of  Internal  Medi- 
cine, Main  Dining  Room,  .Arlington  Hotel 

Internal  Medicine  Section  Meeting  (.All  Physicians  invited).  Grand 
Ballroom,  .Arlington  Hotel,  Daniel  .Autry,  presiding 

“Important  Factors  in  the  Prevention  of  Coronary  Disease”,  Edward 
Massie,  University  of  Illinois  School  of  Medicine,  Chicago 

Intermission 
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3:00  p.m.  “Sarcoidosis:  Clinical,  Epidemiological  and  Laboratory  Aspects’’, 
James  F.  Hammersten,  Elniversity  of  Oklahoma  School  of  Medicine, 
Oklahoma  City 


RADIOLOGY 

I'he  Radiology  Section  will  meet  for  luncheon  in  the  Arlington  Hotel,  Cafe  2, 
beginning  at  12:00  noon.  There  will  be  a business  meeting  at  1:00  p.m.,  followed 
by  the  jnesentation  of  a paper  on  “Congenital  Abnormalities  of  the  Esophagus  in 
Infants  and  Children  with  Cine  Roentgenograph ic  Studies”  by  Dr.  Harvey  White 
of  Chicago.  There  will  be  a discussion  period  moderated  by  Dr.  How’ard  Barn- 
hard  and  a film  reading  session  moderated  by  Dr.  AVhite. 

OBSTETRICS  AND  GYNECOLOGY 

I'he  Section  on  Obstetrics  and  Gynecology  will  meet  for  luncheon  in  the 
Banquet  Room,  Arlington  Hotel,  beginning  at  12:30  p.m.  Following  the  luncheon, 
Dr.  Roy  T.  Parker  of  Durham,  North  Carolina,  will  present  a paper  on  “Chemo- 
therapy in  Genital  Cancer”.  Dr.  Willis  E.  Brown,  Dr.  Melvin  McCaskill  and  Dr. 
Deane  D.  Wallace,  all  of  Little  Rock,  will  participate  in  a panel  discussion  on 
“Current  Problems  in  Obstetrics  and  Gynecology.”  There  will  be  a brief  business 
meeting. 


ANESTHESIOLOGY 

The  Section  on  Anesthesiology  will  meet  for  a scientific  session  in  the  Pirlor, 
Arlington  Hotel,  beginning  at  2:00  p.m.  Dr.  Vincent  Gollins  of  New  York  will  talk 
on  “Management  of  Patients  with  Cardiac  Disease”. 

SURGERY 

Time  and  place  to  be  announced. 


TUESDAY  EVENING 
May  1,  1962 

ANNUAL  BANQUET  AND  INSTALLATION 
7:00  p.m.,  Arlington  Hotel 

WiLLiA.M  A.  Snodgrass,  Jr.,  Society  President,  presiding 
Music  by  Hotel  Orchestra 

Speaker:  Mr.  Roger  Fleming,  Secretary  Treasurer,  America  Farm  Bureau 

Federation,  Washington,  D.C. 

Announcement  of  Golf  Awards 
Installation  of  New  Piesident,  H.  King  Wade,  Jr.,  Hot  Springs 


FINAL  SESSION,  HOUSE  OF  DELEGATES 
Wednesday,  May  2,  1962 
10:00  a.m. 

Crystal  Ballroom,  Arlington  Hotel 

Roll  Call 

Report  of  Nominating  Committee 
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Klt'clion  ()l  Oriiccis: 

Presidciu-elc'ct 
Kirsl  \d(c  Piesidciu 
Secoiul  \dce  PiesidciU 
riiiicl  Vice  President 
rreasurer 
Secretary 

Speaker  of  the  House  of  Delegates 
Vice  Speaker  of  the  House  of  Delegates 
(Councilors  (one  from  each  of  the  ten  districts) 

((Councilors  whose  terms  expire  are; 

1.  Joe  Verser 

2.  Hugh  R.  Edwards 

3.  K.  E.  Beaton 

4.  H.  W.  Thomas 

5.  J.  L.  Dedman 

6.  John  P.  Wootl 

7.  Martin  Eisele 

8.  Robert  D.  Jones 

9.  Ross  Fow’ler 

10,  L.  A.  Whittaker 

Delegate  to  the  American  Medical  Association  House  of  Delegates 

(term  of  Dr.  James  M.  Kolb,  eligible  for  re-election,  expires  December 
31,  1962) 

Alternate  Delegate  to  the  American  Medical  Association  House  of  Delegates 
(term  of  Dr.  C.  C.  Long,  eligible  for  re-election,  expires  December  31, 
1962) 

Delegate  to  the  American  Medical  Association  House  of  Delegates 

(unexpired  term  of  Dr.  Fount  Richardson,  deceased.  Term  ending 
December  31,  1963) 

Report  of  Reference  Committees 
Supplementary  Report  of  the  Council 
Report  of  Committees 
New  Business 

Selection  of  Time  and  Place  of  1964  Meeting 
Adjournment 


COUNCIL  MEETING 

riie  new  Council  will  convene  for  a brief  reorganizational  meeting  immedi- 
ately following  adjournment  of  the  Final  Session  of  the  House  of  Delegates. 

COMMERCIAL  EXHIBITORS 

The  business  firms  who  purchase  exhibit  space  at  our  annual  session  con- 
tribute a great  deal  to  the  financing  as  well  as  to  the  educational  aspects  of  the 
meeting.  The  number  of  visits  to  the  commercial  exhibits  are  the  only  criteria 
by  which  these  companies  can  judge  the  value  they  receive  from  the  investment 
in  booth  rental,  displays  and  employee’s  time.  You  will  be  rewarded  for  the  time 
you  spend  visiting  the  following  exhibits. 
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CDMMERCMl  EXHIBITORS 


MP:AD  JOHNSON  AND  COMPANY 

The  Mead  Jolinson  Laljoratories'  exliihit  has  heen  ar- 
ranged to  give  yon  tlie  o|>iiinnni  in  quick  ser\  ice  and 
product  information.  To  make  your  visit  productive, 
specialh  trained  representatites  will  he  on  duty  to  tell 
you  ahout  their  products. 

HERBERT  COX  CORRECT  SHOES 
Eootwear  needs  of  doctors'  patients  extend  from  ortho- 
pedics anti  pediatrics  into  ohstetrics.  surgery,  geriatrics, 
internal  medicine  with  manifold  ramifications.  Herbert 
Cox  Shoes,  Little  Rock,  has  an  outstanding  record  for 
shoe  service  in  therapy  as  well  as  prophylaxis.  The  exhibit 
permits  discussion  of  medical  contingencies  with  a senior 
staff  member  of  the  Herbert  Co\  Shoe  Company. 

A B BOT  E LA  BO  R ATORI ES 

Abbott  Laboratories  invites  voii  to  visit  our  exhibit. 
Our  representatives  will  be  happv  to  answer  any  questions 
sou  may  have  concerning  otir  leading  products  and  nesv 
developments. 

(,EIGY  PHARMACECITC.M.S 

Ceigy  cordially  invites  members  ami  guests  of  the  So- 
ciety to  sisit  its  exhibit.  The  exhibit  features  important 
new  therapeutic  developments  in  the  management  of  in- 
flammation, as  well  as  current  concepts  in  the  control  of 
hs pertension  and  edema;  depression;  obesity;  and  other 
disorders,  which  mas  he  discus.sed  svith  |>hysicians  and 
representatives  in  attendance. 

STLART  COMPANY 

cordial  invitation  is  extendeil  to  all  members  and 
guests  attending  this  meeting  to  sisit  the  Sttiart  Compans 
booth.  Specially  trained  representatives  svill  be  in  at- 
tendance to  answer  vour  cjtiestions  on  new  products  de- 
seloped  in  our  nesv  and  modern  laboratories  svhich  base 
received  international  acclaim. 

ROCHE  LABORATORIES 

The  follosving  two  products  svill  he  featured  in  the 
Roche  booth;  LIBRIUM,  a therapeutic  agent  for  superior, 
safer,  faster  control  of  nervousness,  anxiety,  tension  and 
other  common  emotional  disturbances  without  the  dulling 
effect  or  depressant  action  of  the  tranquili/ers;  LIBR.W. 
a formulation  of  Librium  and  Quarzan  for  the  control  of 
gastrointestinal  disorders  and  associated  emotional  symp- 
toms. A convenience  single-ca|)side  formulation  of  Libritnu. 
specific  for  all  degrees  of  anxiets  and  tension,  and  Quarzan, 
the  nesv  highlv  effective  Roche  anticholinergic. 

\VARNER-CHILCOTT  LABOR.MORIES 

The  Warner-Chilcott  booth  svill  feature  the  follosving 
products.  Gelusil,  the  physician's  antacid  — for  the  relief 
of  gastric  hyperacidity  and  management  of  peptic  tilcer. 
Provides  tsvo  protective  coating  gels  for  prompt,  prolonged 
relief  of  pain.  Geltisil  is  all  antacid  in  action  — is  non- 
constipating, contains  no  laxative.  Peritrate  — a long- 
acting  coronary  sa.sodilator  for  patients  with  coronary 
artery  disease  — whether  angina  pectoris  or  coronary 
occlusion.  Peritrate  improves  coronary  blood  flow,  therebs 
increasing  collateral  circulation,  with  no  significant  change 
in  blood  pressure  or  pulse  rate.  Stnooth  onset  of  action 
virtually  eliminates  nitrate  headache. 

SANDOZ  PHARMACEUTIGAUS 

Sandoz  Pharmaceuticals  cordialls  invites  you  to  visit 
Out  display  at  Booth  No.  10  where  we  are  featuring  Mellaril, 


Torecan.  Any  of  onr  representatives  in  attendance  will 
gladly  answer  questions  about  these  and  other  Sandoz 
products. 

[.  A.  MAJORS  CO.MPANY 

The  latest  publications  of  the  ^V.  B.  Saunders  Company 
will  he  on  display  for  your  examination;  1962  Current 
Therapv;  Williams  — ENDOCRINOLOGY  (new  third  edi- 
tion) ; Hogan  and  Zimmerman  — ATLAS  OE  OPHTHAL- 
.MIC  PATHOLOGY;  Reid  - TEXTBOOK  OE  OBSTET- 
RICS; Lore  - ATLAS  OE  HEAD  AND  NECK  SURGERY. 

I IRST  TEXAS  PHARMACEUTICALS,  INC. 

Eirst  Texas  Pharmaceuticals,  Inc.,  will  display  several 
specialties  of  interest  to  the  busy  physician.  The  personnel 
in  charge  are  well  equipped  to  answer  any  question  re- 
garding the  products  on  display.  Your  visit  to  our  booth 
svill  he  sincerelv  appreciated. 

C..  D.  SEARLE  AND  COMPANY 

^’ou  are  cordially  invited  to  visit  the  Searle  booth  where 
our  representatives  will  he  happy  to  answer  any  questions 
regarding  Searle  Products  of  Research. 

DABBS-SULLIVAN  COMPANY,  INC. -Investment  Securi- 
ties 

Mr.  Melvin  Spear,  .-Account  Executive  with  Dabbs  Sulli- 
van Company.  Inc.,  svill  exhibit  pamphlets  and  brochures 
regarding  investment  securities.  Included  in  his  exhibits 
are  .Mutual  Ftind  Prospectus  and  associated  literature.  Mr. 
Spear  is  available  to  answer  any  of  your  questions. 

RATHER  AND  BEYER 

Rather  and  Beyer  Agents,  who  are  administrators  of  our 
group  plans  of  di.sability  insurance  and  professional  over- 
heatl  expense  insurance,  which  are  officially  endorsed  by 
.-\M.S,  svill  have  complete  literature  regarding  these  plans 
at  their  booth.  Gordon  S.  Rather  and  James  R.  Harper, 
partners  of  Rather  and  Beyer,  will  be  in  attendance  and 
will  be  glad  to  answer  any  questions  regarding  the  coverage 
which  sou  mas  have.  They  invite  you  to  visit  their  booth. 

1 HE  COCA-COLA  COMP.4NY 
Ice-cold  Coca-Cola  served  through  the  courtesy  and  co- 
operation of  the  CMca-Cola  Bottling  Company  of  Hot 
.Springs,  and  the  Coca-Cola  Company. 

E.  R.  SQUIBB  AND  .SONS 

E.  R.  Scpiibh  and  Sons  has  long  been  a leader  in  develop- 
ment of  nesv  therapetitic  agents  for  prevention  and  treat- 
ment of  di.sease.  The  results  of  our  diligent  research  are 
available  to  the  medical  profession  in  new  products  or 
improvements  in  products  already  marketed.  At  Booth 
No.  17,  we  are  plea.sed  to  present  up-to-date  information 
on  these  advances  for  your  consideration. 

IVM.  T.  STOVER  COMPANY 
'Lhe  Win.  T.  Stover  Company,  celebrating  its  22nd  year 
of  operation  in  the  surgical  husine.ss  in  Arkansas,  in  the 
same  location  for  15  years,  will  be  extremely  happy  to 
visit  with  you  at  your  annual  meeting.  There  will  be  many 
new  items,  too  numerous  to  list,  on  display  from  our  Surgi- 
cal X-Ray  and  Laboratory  Departments,  as  well  as  many 
old  items,  such  as  Bill  Stover,  Massie,  Fetzek,  Love,  Robert- 
son, Boedeker,  Deglow,  Holmes,  Solinger,  and  Rose.  And 
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wc  mean  ''old  '!  ! ! riieir  c\|)ei  ieiuc  in  ihcir  specialtv  trades 
totals  217  years. 

IM.Ol  C;H  I ABORA  lORlKS,  INC. 

The  Plough  I.ahoratories  display  includes  two  demon- 
strations of  the  uni(|ue  pharmacological  activity  of  SILAIN, 
a gastrointestinal  defrolhicant.  In  vitro— SILAIN  hreaking 
the  form  which  holds  much  gas— aids  in  its  elimination. 
In  \ ivo— gastroscopic  photogra[)hs  show  SIL.MN'S  effect 
on  foam  in  the  stomach. 

P.VRKE,  DAVIS  AND  COMP.WV 

•Medical  serv  ice  members  of  our  staff  will  he  in  attendance 
at  t)ur  booth  to  discu.ss  important  Parke-Davis  specialties 
which  will  be  on  display. 

A.  H.  ROBINS  COMPANY.  INC. 

Heard  any  digestive  complaints  lately?  Check  at  the 
Robins  display  on  the  natural  supplement  for  digestive 
enzymes,  ENTOZYME,  and  the  time-tested  sedative-anti- 
spasmodic,  DONN.VE.AL.  Eor  "nervous  indigestion"  these 
widely  accepted  products  are  combined  in  DONN'.AZVME. 
•Also  featured:  DI.MET.ANE  EXTENT.ABS  for  unsurpassed, 
lO-to-12  hour  antihistaniinic  |K)tency  with  placebo-like  side 
effects;  and  new  ROB.ANUL,  the  "rigitl  ring  " anticholiner- 
gic for  duodenal  ulcer. 

C;iBA  PHARMACEUTICAL  CO.MPANY 
SER-,AP-ES  is  a combination  of  3 antihv  pet  tensive  agents 
from  CIBA  research-SERPASIL,  APRESOLINE,  and  ESl- 
DRIX— in  a single  tablet.  SER-.-\P-ES  lowers  blood  pres- 
sure uniforndy,  consistently  and  safely,  while  it  controls 
such  hypertensive  complications  as  anxiety,  impaired  renal 
circulation  and  edema.  With  .SER-.\P-ES,  moderate  to 
severe  hypertension  can  be  treated  effectively,  with  greater 
convenience,  and  at  a lower  cost  to  the  patient. 

MERCK,  SHARP  AND  DOHME 

I he  theme  of  the  Merck,  Sharp  and  Dohine  exhibit  is 


"SER\’IC;E  to  medicine."  one  phase  features  the  de- 
tails of  the  Merck,  Shaip  and  Dohme  Postgraduate  Pro- 
gram. .Another  feature  includes  information  on  teaching 
films  for  use  by  the  profession,  anti  also,  lay  films  that 
can  be  utili/cd  to  portray  tbc  story  of  medicine  to  the  lav 
public,  riie  exhibit  is  concluded  with  a display  of  finger- 
tip files  on  selectetl  Meick,  Sharp  and  Dohme  products. 

ELI  LILLY  AND  CO.MPANY 

You  are  cordially  invited  to  visit  the  Lilly  exhibit  located 
in  space  No.  26.  The  Lilly  sales  people  in  attendance  wel- 
come your  cjuestions  about  Liliv  products  and  recent  thera- 
peutic developments. 

ARKANSAS  X-RAY  & SURGICAL,  INC. 

I he  new  ELEC  I R.\  100  ALA  at  100  PKV  X-RAY  liNIT. 
complete  with  rotating  anode  tube,  automatic  push  button 
control  mounted  on  a lead  screen,  electric  drive  tube  stand 
that  can  be  installed  in  a minimal  space  and  costly  ceiling 
mounting  eliminated.  DLAPULSE,  the  inilsed  high  fre- 
(juency  approach  through  stimulation  of  the  host  defence 
mechanism  will  be  demonstrated.  RITTER  UNTVERS.AL 
r.ABLES,  outstanding  features  will  be  shown,  along  with 
the  NO.  8 EXAMINING  LIGHT,  009  AUTOCLAVE  and 
the  OFFICE  BOVIE. 

PFIZER  LABORATORIES 

Professional  Service  Representatives  from  Pfi^er  Labora- 
tories will  be  pleased  to  have  von  in  attendance  at  their 
booth  to  discuss  the  latest  protlucts  of  Pfi/er  research. 

SOUIHWESTERN  BELL  TELEPHONE  CO. 

The  telephone  company  will  again  displav  such  things 
as  artificial  larynx,  voice  amplifier,  aid  for  hearing,  prin- 
cess telephone,  recorder  answering  service,  and  other  mod- 
ern equipment  to  be  used  in  the  doctors  offices. 

DICK  X-RAY  CO.MPANY 

KAY  SURGICAL  COMPANY,  INC. 

ARKANSAS  MEDICAL  AND  HOSPITAL  SERVICE,  INC. 
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COMMITTEE  ON  CANCER  CONTROL 


Jean  C.  Gladden,  Chairman 


riie  Committee  on  Cancer  Control  of  the  Arkansas 
Medical  Society  met  on  one  occasion  during  the  past  year 
at  which  time  it  approved  the  showing  of  the  American 
Cancer  Society  film  entitled  "Life  Story”.  The  film  deals 
with  cancer  of  the  colon  and  rectum  and  it  is  for  lav 
education.  The  film  will  he  shown  extensivelv  throughout 
the  Ihiited  States  by  the  .American  Cancer  Society  this 
year. 

.Most  of  the  members  of  the  Cancer  Control  Committee 
are  also  members  of  the  lioard  of  Directors  of  the  Arkansas 
Division  of  the  .American  Cancer  Society.  These  members 
have  regularly  attended  the  Board  Meetings  of  the  Arkansas 
Division  during  the  past  year  and  participated  in  the  ac- 
tirities  of  the  .Arkansas  Dirision  of  the  .American  Cancer 
Society. 


COMMITTEE  ON  RURAL  HEALTH 

Ben  N.  Saltzman,  Chairman 

^'our  chairman  has  been  honored  bv  being  given  a seat 
on  the  Rural  Communitv  Improvement  Board  of  Directors. 
This  year,  the  Arkansas  Medical  Society  through  its  Com- 
mittee on  Rural  Health  is  sponsoring  four  health  projects 
for  competition  among  the  rural  communities  of  the  State 
of  .Arkansas.  Over  fifty  commtniities  are  competing  in  most 
t)f  the.se  projects.  The  projects  are  (1)  Physical  and  Dental 
Examinations.  (2)  Sanitation,  (3)  Immunizations  and  (4) 
Rotlent  Control.  It  is  my  understanditig  that  many  more 
communities  have  shown  interest  in  this  competition  and 
should  be  entries  by  early  spring.  It  is  the  feeling  of  the 
Committee  on  Rttral  Health  that  this  is  a more  successful 
way  to  make  rural  people  aware  of  health  problems  and 
their  solution.  The  fact  that  the  Medical  Society  will 
donate  plaques  to  winners  in  three  divisions  should  be 
evidence  of  the  interest  of  the  physicians  of  the  state  in  rural 
health  problems.  Your  chairman  continues  to  be  a member 
of  the  Council  on  Rural  Health  of  the  .American  Medical 
Association  and  is  thus  in  a position  to  bring  the  latest 
thinking  of  the  .A.M..A.  to  this  committee  of  the  State 
Medical  Society. 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

John  G.  Watkins,  Chairman 

The  (Committee  on  Industrial  Health  reports  no  activity 
during  the  year. 

SUB-COMMITTEE  ON  TUBERCULOSIS 

Stanford  C.  Monroe,  Chairman 

The  Sub-Committee  on  Tuberculosis  met  on  December 
3.  1961  at  McRae  Sanitorium  as  guests  of  Committee  mem- 
ber, Dr.  Hugh  .A.  Browne.  Those  in  attendance  were  Chair- 
man. Dr.  Stanford  C.  Monroe,  Members,  Dr.  Hugh  A. 
Browne  and  Dr.  Harley  C.  Darnell.  Absent  were  Dr.  David 
P.  Hefner.  Dr.  M.  L.  Godley,  and  Dr.  Richard  V.  Ebert. 

The  agenda  for  the  meeting  as  follows: 

1.  Review  of  treatment  and  hospital  program  of  the 
Tuberculosis  Sanitoriums. 

2.  Review  of  tuberculin  skin  testing  program  in  the 
schools. 

3.  Review  of  mobile  chest  x-ray  program. 

4.  Discussion  of  home  treatment  program. 

The  Committee  had  as  its  guest  at  this  meeting  Dr.  Jones, 
the  .Medical  Director  at  Booneville  Sanitorium  and  Dr.  Rea- 


gan, Chief  of  the  Tuberculosis  Control  Branch  of  the  .Ar- 
kansas State  Health  Department.  Dr.  Jones  and  Dr.  Reagan 
contributed  greatly  to  the  discussions  and  their  advice  and 
counseling  were  a great  help  to  the  work  of  the  Committee. 

The  following  recommendations  are  made  with  unani- 
mous approval  of  the  Committee: 

1.  The  Sub-Committee  on  Tuberculosis  should  include 
as  ex-officio  members  the  medical  directors  of  the 
State  ruberculosis  Sanitoriums  and  the  director  of 
Tuberculosis  Control  of  the  State  Health  Depart- 
ment. 

2.  I'he  State  .Medical  Society  give  its  full  support  toward 
obtaining  additional  full  time,  competent,  medical 
personnel  at  each  of  the  sanitoriums. 

3.  That  a review  be  made  by  the  Legislative  Committee 
of  the  .Arkansas  Medical  Society  in  regard  to  the  law 
relating  to  the  so-called  recalcitrant  patient  to  insure 
that  the  hospital  admission  under  this  law  constitutes 
a tuberculosis  problem,  rather  than  a means  of  dis- 
posing of  alcoholics  or  other  problem  individuals. 

4.  That  patients  sent  to  the  Sanitoriums  for  admission 
should  always  be  referred  and  admitted  through  the 
usual  accepted  channels. 

.5.  The  practice  of  submitting  routine  x-ray  films  to  the 
Sanitoriums  for  interpretation,  such  as  those  required 
for  teachers,  food  handlers,  pre-employment  and  pre- 
school examinations,  should  he  discontinued.  It  is 
suggested  that  the  problem  of  interpretation  of  these 
films  be  referred  to  the  Radiological  Society  for  their 
recommendations.  It  is  further  suggested  that  when 
x-ray  films  are  submitted  to  the  Sanitoriums  a cover- 
ing letter  should  always  accompany  the  films. 

6.  It  is  recommended  that  the  State  Health  Department 
take  such  necessary  action  to  educate  and  encourage 
individuals  to  keep  the  number  record  of  their  mobile 
chest  x-ray. 

7.  The  continuation  of  the  tuberculin  skin  testing  pro- 
gram in  the  schools  is  recommended,  but  only  in  such 
localities  after  an  intensive  educational  program  to 
inform  and  educate  all  parents,  teachers  and  the 
community  of  the  significance  of  a positive  or  negative 
skin  test. 

8.  It  is  recommended  to  the  program  committee  on 
annual  meetings  that  each  program  include  a speaker 
on  diseases  of  the  chest  and  that  funds  necessary  to 
secure  such  a speaker  he  solicited  from  the  State 
Tuberculosis  .Association. 

9.  Encouragement  of  Chest  Clinic  programs  is  recom- 
mended with  coordination  of  Chest  Clinic  activities, 
both  professionally  and  administratively,  through  local 
and  State  Health  Agencies  and  .Societies. 

SUB-COMMITTEE  ON  MENTAL  HEALTH 

W.  Payton  Kolb,  Chairman 

The  primary  problem  in  the  field  of  Mental  Health  in 
this  state  continues  to  be  that  of  a shortage  of  personnel 
in  all  fields  working  in  this  area.  There  is  also  a noticeable 
rise  in  requests  from  communities  for  Mental  Health  facili- 
ties which  is  being  hampered  by  this  lack  of  personnel.  In 
the  area  of  psychiatry  the  increase  in  residency  training 
programs  and  residents  is  encouraging  and  these  programs 
should  have  the  backing  and  encouragement  of  all  the 
doctors  of  the  state. 

No  additional  recommendations  are  being  made  this 
year  in  regard  to  the  report  of  last  year  concerning  the 
possibility  of  a central  Mental  Health  authority  for  the 
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stale  of  Arkansas.  Some  diseussioiis  lia\e  heeii  lield  and  are 
eoiuinning  to  he  held  hnt  there  are  no  recommendations 
this  year. 

The  most  important  development  in  the  field  of  .Mental 
Health,  both  for  the  state  and  the  nation,  this  year  was 
the  issuance  of  the  final  rejxnt  of  the  Joint  Commission 
on  .Nfental  Illness  and  Health.  This  report  should  he  read 
hy  every  doctor  in  the  state  and  is  ohtainahle  in  the  form 
of  a hook,  “.Action  For  .Nfental  Health". 

The  (Governor's  (ionference  in  Hawaii  took  special  note 
of  this  and  set  up  a special  conference  in  Chicago  on 
November  !)-l()  which  was  attended  hv  your  chairman. 

There  are  a number  of  recommendations  which  should 
he  carried  out.  There  are  some  recommendations  that  are 
somewhat  controversial  and  should  he  stiulied.  One  of  the 
principal  points  iinolves  the  recommendation  that  expendi- 
tures for  Nfental  Health  should  he  douhletl  in  the  next  five 
vears  and  tripled  in  the  next  ten.  The  majoritv  of  the 
governors  feel  that  this  can  he  done  only  through  federal 
participation.  This  should  be  studied  very  thoroughly  and 
all  of  medicine  should  take  a part  in  this. 

The  .Arkansas  Psychiatric  ,A.ssociation  with  the  .American 
Psychiatric  .Association  are  working  on  the  other  recom- 
mendations. 

SUB-COMMITTEE  ON  LIAISON  WITH  STATE 
BOARD  OF  HEALTH 

Hugh  R.  Edwards,  Chairman 

There  has  been  no  activity  of  the  .Sub-Committee  on 
Liaison  with  the  State  Board  of  Health  during  the  past 
year. 

POLIO  ADVISORY  SUB-COMMITTEE 

B.  P.  Briggs,  Chairman 

The  Polio  .Advisory  Sub-Committee  has  had  no  meetings 
this  year.  No  especial  problems  have  occurred  to  warrant 
a meeting.  It  is  anticipated,  however,  that  in  1962  the  Polio 
Adx  i,sory  Sub-Committee  will  be  active  inasmuch  as  all  three 
types  of  oral  polio  vaccine  will  be  available.  .At  that  time 
measures  will  he  instituted  and  advice  given  as  to  the 
recommendations  for  community  innocnlation  using  live 
polio  vaccine.  It  has  not  been  felt  advisable  to  institute- 
such  procedures  until  all  three  types  are  available  of  the 
live  polio  vaccine. 

COMMITTEE  ON  MEDICAL  EDUCATION 

C.  C.  Long,  Chairman 

The  Committee  on  Medical  Education  met  in  Little 
Rock  with  the  Dean  of  the  Medical  .School  and  the  Presi- 
dent of  the  State  Medical  Society.  .At  this  meeting  it  was 
decided  that  the  committee  would  make  a survey.  This 
survey  xvas  to  he  made  in  each  county  of  the  state  to  de- 
termine the  number  of  towns  that  could  attract  and  support 
a physician  that  were  not  adequately  supplied  at  this  time. 
Plans  to  implement  this  survey  are  under  way  now.  It 
was  felt  hy  the  committee  that  the  survey  wouhl  he  valu- 
able to  the  school,  the  State  Medical  Society  ami  the  state 
legislature  in  tletermining  the  future  need  of  the  state 
and  means  of  providing  for  them. 

In  1960,  the  Council  ami  the  House  of  Delegates  approved 
the  action  of  the  Committee  on  Medical  Education  in  es- 
tablishing, under  the  auspices  of  the  L'niversity  of  .Arkansas, 
an  educational  program  of  Medical  Assistants.  This  pro- 
gram has  developetl  well  and  we  are  able  to  report  that 


the  conr.ses  held  in  various  towns  all  oxer  the  State  are 
progressing  to  the  benefit  of  all  concerned. 

Eighty-three  girls  haxe  completed  the  six-weeks  tourse 
in  Medical  Terminology  in  Magnolia,  Texarkana.  Tayette- 
xille.  Tort  Smith  and  Little  Rock.  Courses  in  .Anatomy  and 
Physiology  haxe  been  completed  in  Tavetteville  and  Texar- 
kana, and  have  been  started  in  Fort  Smith.  We  understand 
that  this  course  is  al.so  to  he  begun  in  Little  Rock  in  the 
near  future.  Preliminarv  xvork  is  being  done  to  set  up 
the  beginning  cour.se  in  Medical  Terminology  in  Jonesboro. 

It  is  emphasized  that  these  courses  are  conducted  xvithin 
the  standards  of  the  l'niversity  of  .Arkansas  in  the  best 
academic  traditions,  and  the  Medical  .Assistants  xvho  take 
them  are  distinctly  improved  in  their  understanding  of 
their  xvork  for  physicians. 

The  committee  xvill  continue  to  encourage  and  support 
the  establishment  of  courses  in  more  towns  in  the  .State 
and  the  continuation  of  the  advanced  courses  planned  in 
iho.se  places  where  the  program  has  been  started. 

SUB-COMMITTEE  ON  POSTGRADUATE 
EDUCATION 

C.  Lewis  Hyatt,  Chairman 

The  past  year,  1961-62,  has  probably  been  the  best  year 
in  the  history  of  the  .Arkansas  Medical  Society  so  far  as  the 
postgraduate  study  available  to  its  members  is  concerned. 

The  greater  part  of  the  effort  to  make  this  year  so 
effectixe  has  been  made  by  the  Postgraduate  Division  of 
the  University  of  .Arkansas  School  of  .Medicine  under  Dr. 
John  Riggin  and  by  the  Education  Committee  of  the 
Arkan.sas  .Academy  of  (General  Practice  under  the  chair- 
manship of  Drs.  .A.  R.  Hammon  and  James  Patrick.  But 
the.se  men  have  hatl  good  help  from  faculty  members,  com- 
mittee members,  pharmaceutical  firms,  Lippincott’s  Medical 
Science,  and  the  various  research-charitable  organizations 
such  as  the  Heart  .Association,  Cancer  Society,  Tuberculosis 
.Association.  Trudeau  Society  and  others. 

.An  excellent  scientific  program  xvas  given  this  year  at 
the  annual  se.ssion  of  the  .Arkansas  .Academy  of  (General 
Practice,  and  an  equally  impressive  ijrogram  is  planned  for 
the  coming  annual  session  of  the  .Arkansas  Medical  Societx 
in  Hot  Springs. 

Formal  training  has  been  readily  available  in  the  post- 
graduate .sessions  at  the  Medical  Center  in  Little  Rock, 
xvhich  presented  a wide  range  of  clinical  subjects  in  .seven 
one  and  two-day  .sessions.  .Also  presented  xvere  special 
seminars  in  Cariliology  and  Ward  Rounds  and  Demonstra- 
tions on  an  indivitlual  or  small  group  basis. 

The  .Arkansas  .Academy  of  (General  Practice  has  held 
formal  short  courses  in  the  folloxving  cities  oxer  the  State: 
Paragould,  Warren,  Fayetteville,  Dumas,  Batesville,  Monti- 
cello,  Camden  and  Tort  Smith. 

There  have  been  numerous  other  excellent  postgradu- 
ate meetings  available  to  us  such  as  the  Ft.  Roots'  Neuro- 
Psychiatry  Institute,  the  District  Councilor  and  (Gountx 
or  Regional  meetings,  various  specialty  group  meetings, 
and  hospital  staff  scientific  meetings. 

Recent  di.scussions  among  members  of  this  committee 
haxe  been  aimed  at  improving  still  the  convenience  of 
atteiuling  the  studx  courses  as  to  time,  date,  place  and 
subject  matter. 

During  the  past  year  any  physician  in  this  .State  could 
have  attended  an  informative  refresher  course  on  almost 
any  clinical  subject  of  his  choosing  xvith  a minimum  of 
effort  and  inconx enience.  .Attendance  xvas  in  fact  verv 
good. 
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COMMITTEE  ON  HOSPITALS 

Guy  Shrigley,  Chairman 

This  committee  has  had  no  matters  presented  during  the 
past  year  which  required  formal  action. 

Your  committee  stands  ready  to  serve  and  act  in  anv 
matter  coming  under  its  jurisdiction. 


SUB-COMMITTEE  ON  LIAISON  WITH  BLUE  CROSS- 
BLUE SHIELD 


A.  S.  Koenig,  Chairman 

Investigation  of  Arkansas  Blue  Cross-Blue  Shield 

Program. 

.At  the  time  of  the  annual  session  of  tlie  Arkansas  Medical 
Society  in  April  1961.  there  was  considerable  discontent 
expressed  by  many  members  of  the  Society  with  the  opera- 
tion of  the  Arkansas  Blue  Cross-BItie  Shield  Plan  and  there 
was  considerable  sentiment  at  that  time  indicating  that 
many  of  the  doctors  felt  it  wotdd  be  advisable  to  separate 
Blue  Cross  and  Blue  Shield,  each  to  be  operated  as  an 
independent  corporation.  A hearing  was  held  at  the  Albert 
Pike  Hotel  which  was  attended  by  members  of  the  council 
and  other  interested  physicians,  the  exectitive  staff  person- 
nel and  all  of  the  members  of  tbe  Board  of  Trustees  of 
the  Blue  Cross-Blue  Shield  Plan.  .As  a restdt  of  the  meeting, 
at  which  titne  there  was  considerable  discussion  about 
many  of  the  grievances  which  physicians  had  against  the 
Plan,  it  was  decided  to  conduct  an  investigation  of  the 
operation  of  the  Plan,  the  investigation  to  be  made  by  a 
management  consultant  firm  to  be  agreed  upon  by  the 
Executive  Committee  of  the  .Arkansas  Medical  Societ^ 
and  the  Executive  Committee  of  the  Board  of  Trustees  of 
T he  Blue  Cross-Blue  Shield  Plan. 

This  investigation  was  conducted  dtiring  the  stimmer 
of  1961  by  the  A.  T.  Kearney  & Co.  Management  Consult- 
ants of  Chicago,  Illinois.  Their  report  was  renderetl  on 
September  19,  1961  and  copies  of  their  report  were  pro- 
vided to  the  executive  officers  of  the  .Arkansas  Medical 
Society.  Following  the  stdmiission  of  their  report,  the 
Executive  Committee  of  the  Society  met  with  representa- 
tives of  the  Board  of  Trustees  and  a representative  from 
the  .A.  T.  Kearney  & Co.  to  go  over  the  recommendations 
of  the  Management  Consultant  Firm. 

Briefly,  the  findings  of  the  firm  were  favorable  to  the 
existing  policies  of  the  operation  of  the  .Arkansas  Blue 
Cross-Blue  Shield  program.  Certain  recommendations  were 
made  in  regard  to  exploration  of  extensions  of  benefits  to 
subscribers  and  possible  increasetl  benefits  to  physicians 
timler  the  existing  atid  new  contracts.  .A  brief  stimmarv 
of  the  findings  of  \.  F.  Kearney  R:  Co.  was  sent  to  all  of 
the  membership  of  the  .Arkansas  Medical  Society. 


Senior  Certificate. 

In  the  Spring  of  1961  the  .Arkansas  Blue  Clross-Blue 
Shield  Plan  prepared  to  i.ssue  the  Comprehensive  Senior 
Certificate  which  was  developed  throtigh  negotiation  with 
the  Arkansas  Medical  Society.  The  Certificate  contained 
a provision  for  a co-insurance  feature  after  the  first  $250.00 
of  benefit  which  would  make  the  payment  of  benefits 
difficult  to  administer.  It  would  be  impossible  to  make 
payments  under  this  Certificate  tintil  all  of  the  bills 
had  been  received  by  tbe  Plan  and  proper  pro-ration  coidd 
be  made  betw’een  medical  and  hospital  benefits.  Because 
of  the  diffictdty  in  atlministering  the  program,  the  Pro- 
fessional Committee  recommended  to  tlie  Board  of  Trustees 
that  the  certificate  not  be  issueil  ami  another  with  similar 


benefits  be  developed  which  would  be  easier  to  administer 
and  prov  ide  for  more  prompt  payment.  The  Council  of  the 
Arkansas  Medical  Society  was  so  notified  and  agreed  to 
the  deferment  on  the  issuance  of  the  Comprehensive  Senior 
Certificate. 

In  January  of  1962  the  .American  Medical  Association 
and  in  conjunction  with  the  National  .Association  of  Blue 
Shield  Plans  proposed  the  offering  of  a prepayment  health 
insurance  policy  under  national  Blue  Shield  which,  to  all 
intents  ami  purposes,  was  almost  itlentical  to  the  Compre- 
hensive Senior  Certificate  which  the  .Arkansas  Plan  had 
developed  the  preceding  year.  One  of  the  principle  fea- 
tures in  the  national  program  is  the  provision  of  service 
benefits  for  individuals  in  certain  income  categories.  Early 
in  February  the  .American  Medical  Association  urged  all 
physicians  in  the  United  States  to  accept  the  service 
principle  for  the  implementation  of  the  over-65  health 
insurance  contract.  The  Board  of  Trustees  and  the  staff 
personnel  of  the  .Arkansas  Plan  are  in  the  process  of  de- 
veloping a Comprehensive  Senior  Certificate  along  the 
lines  of  the  national  program  which  will  be  shortly  offered 
to  the  membership  of  the  .Arkansas  Medical  Society  for 
their  approval. 

Expansion  of  Benefits. 

The  Professional  Committee  of  the  Board  of  Trustees 
will  shortly  be  meeting  with  the  Dermatologists  to  work 
out  an  equitable  fee  schedule  for  the  removal  of  skin 
malignancies. 

The  Professional  Committee  has  also  been  in  negotia- 
tion with  representatives  of  the  .Arkansas  Dental  Society 
for  the  provision  of  eligibility  for  members  of  the  dental 
profession  to  participate  in  some  of  the  surgical  benefits 
and  for  oral  surgery. 

During  the  past  year  all  of  the  pre-existing  group  and 
non-group  Bltie  Cross  and  Blue  Shiekl  contracts  have  been 
replaced  by  new  contracts,  offering  expansions  in  medical 
and  stirgical  benefits  as  well  as  in  hospitalization,  over  the 
old  contracts.  The  extensions  of  benefits  were  provided  at 
tbe  time  an  increa.se  in  dties  became  necessary  for  the  opera- 
tion of  the  Plan. 

The  Board  of  Trustees  of  the  Blue  Cross-Blue  Shield 
Plan  has  begun  exploratory  steps  into  the  provision  of  the 
availability  of  riders  to  existing  Blue  Shield  contracts  for 
the  provision  of  out-of-hospital  diagnostic  services. 

It  is  the  desire  of  the  Plan  for  representatives  to  meet 
with  each  county  medical  society  in  the  State  to  thorough- 
ly explain  coverages  and  to  receive  suggestions  from  the 
physicians  of  the  State  for  corrections  of  problems  and 
for  possible  expansions  of  benefits.  This  information  will  be 
of  considerable  value  to  the  Plan  in  developing  future 
programs  in  Prepayment  Health  Insurance.  It  is  urged 
bv  the  Committee  that  each  county  medical  society  make 
time  available  at  one  of  their  monthly  meetings  during 
the  year  for  a representative  of  the  Blue  Cross-Blue  Shield 
Plan  to  visit  with  them. 

SUB-COMMITTEE  ON  STATE  HEALTH  AND 
MEDICAL  RESOURCES  FOR  CIVIL  DEFENSE 

M.  D.  McClain,  Chairman 

.As  far  as  can  be  determined  not  one  person  read  the 
report  which  appeared  in  The  Journal  of  the  Arkansas 
Medical  Society  in  1961  of  the  sub  committee  on  Civil 
Defense.  Consequently,  this  report  will  be  more  brief  and 
otulinetl. 

In  the  fall  of  1961  a regional  meeting  which  included 
one  third  of  the  United  States  in  this  region  was  attended 
in  which  the  details  of  the  Medical  Self-Help  Program  was 
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explained.  Only  one  kil  for  leaching  insmuTors  wa.s 
available  in  Arkan.sas  until  I'elmiaiy  2,  l!l()2  al  which  time 
the  State  Civil  Defen.se  got  the  states'  allocation  of  about 
35  Kits.  The  aim  will  he  to  trv  to  teach  one  member  of 
each  family  some  basic  facts  in  ca.se  they  have  to  do  without 
the  medical  profession  for  a |)criod  of  up  to  two  weeks. 
This  is  a long  range  program  to  cover  approximately  three 
years.  All  of  the  para  medical  groups  will  he  included 
in  this  and  also  the  state  education  tiepartment  of  the 
state  has  given  their  full  cooperation.  This  is  a “spoon- 
feeding" type  of  program  both  for  the  instructor  anil  stu- 
dent as  well  hut  with  the  availability  of  certificates  for 
this  course.  It  is  thought  that  this  will  hold  the  interest 
during  this  cour.se  to  the  end  as  well  as  stimulating  interest 
during  the  time. 

Recommendations: 

1.  It  is  strongly  recommended  that  this  suh-commitlee 
he  made  a separate  committee  of  disaster  surt  ival  with 
some  members  being  carried  on  for  a term  of  more 
than  one  year.  (.Some  states  have  a Medical  Director 
appointed  by  the  Governor  and  others  a Medical  Direc- 
tor appointed  by  the  President  of  the  respective  Medi- 
cal Society.)  This  committee  should  be  given  more 
importance  and  particularly  needs  more  cooperation 
from  the  County  and  Council  heads. 

2.  It  is  recommended  that  each  individual  doctor  in  the 
state  read  and  recommend  to  patients  “FALL  OUT 
PROTECTION,  WHAT  TO  KNOW  AND  DO 
ABOUT  NUCLEAR  .ATTACK",  (pamphlets  are  avail- 
able at  all  Post  Offices)  , not  for  themselves  hut  to  he 
able  to  take  their  proper  place  in  the  community. 

3.  Recommend  a conference  of  the  para  medical  chair- 
men of  disaster  committees  when  the  Aledical  Self-Help 
Kits  are  available  to  them  both  to  expedite  this 
training  as  well  as  to  have  better  liaison  between  these 
groups  which  is  sorely  needed. 

4.  It  is  recommended  that  a sub -com  in  it  tee  be  appointed 
possibly  from  the  flying  doctors  of  the  state  for  the 
purpose  of  creating  a radio  network  to  include  doctors 
and  hospitals. 

SUB-COMMITTEE  ON  LIAISON  WITH  THE 
AUXILIARY 

William  A.  Snodgrass,  Jr.,  Chairman 

The  committee  met  with  the  .Auxiliary  on  .August  6. 
1061  at  the  Marion  Hotel  from  11:00  a.m.  to  4:00  p.m. 
At  this  meeting  the  finances  of  the  .Auxiliary  were  studied 
and  found  in  very  good  condition.  The  Auxiliary  re- 
ejuested  advice  about  investing  some  reserve  funds,  which 
was  given  and  accepted  by  the  .Auxiliary. 

The  second  meeting  was  September  28.  1061  at  the 
Coachmans  Inn  at  which  time  a program  was  given  on 
"The  National  Trend  Foward  Socialism".  .A  verv  able 
speaker,  Louise  Bushnell,  from  the  National  Manufacturers 
As.sociation  gave  a very  excellent  talk. 

The  chairman  attended  the  Pulaski  Countv  Medical 
Auxiliary  on  Oct.  18th,  at  which  time  he  spoke  to  the 
group  on  the  Kerr-Mills  Bill. 

TVe  wish  to  commend  the  .Auxiliary  for  their  tirele.ss 
efforts  and  much  success  toward  publicizitig  atid  imple- 
mentitig  the  Kerr-Mills  program. 


ADVISORY  COMMITTEE  TO  THE  MEDICAL 
ASSISTANTS  SOCIETY 

Stanley  Applegate,  Chairman 

I he  .\ikansa.s  State  Medical  .Assistants  .Society,  with 
the  help  of  the  .Arkatisas  Medical  Society,  has  organized  an 
educational  program.  'I  he  courses  are  arranged  and  con- 
ducted under  the  supervisioti  of  the  L'niversity  of  .Arkansas, 
Divisioti  of  General  Extetisioti.  The  first  iti  a .series  of 
courses,  Medical  Terminology,  was  completed  in  Fexar- 
kana,  Fayetteville  atul  Magnolia  in  the  spring  of  1961.  I he 
same  cour.se  has  recently  started  under  the  directioti  of 
the  Utiiversity  at  Fort  Smith  Junior  College.  The  secotid 
course,  .Anatomv  and  Physiology  has  been  completed  in 
Fayetteville  and  Texarkana. 

4'he  above  courses  arc  sponsored  by  the  Medical  .Assist- 
ants and  the  Medical  Societv  but  anyone  interested  in 
preparing  thenrselves  for  a career  in  this  w'ork  may  etiroll. 

1 he  House  of  Delegates  of  the  .Arkansas  State  Medical 
.Assistants  Society  met  in  l.ittle  Rock.  The  following  re- 
ports were  given:  Bulletin-Bettye  DcBierre,  Convention- 
Mildred  Ruck,  Education-Francis  Reibe,  Legislative-Phyllis 
Walden,  Membership-Faye  Moser,  Public  Relations-I.ouise 
Carroll,  Ways  & Means-Maudine  Dollorhide,  Executive 
Secretary-Charleen  Hardeman. 

Following  the  luncheon,  a report  was  given  on  the 
.A..A.M.A.  Convention  held  in  Reno,  Nevada  by  Frances 
Reibe.  1 he  new  Slate  of  Nominees  for  state  officers  was 
jnesented  by  Veda  Tassey,  Nomination  Chairman. 

'Ihe  .Medical  .Assistants  Society  will  hold  their  State 
Convention  in  Little  Rock.  .Arkansas  at  the  Hotel  Lafayette 
on  .A|>ril  14th  and  15th,  1962.  Little  Rock  is  planning  a 
good  convention  and  a good  time  for  all  — 

SUB-COMMITTEE  ON  VETERANS 
ADMINISTRATION  AFFAIRS 

A.  J.  Forestiere,  Chairman 

I’here  has  been  no  activity  in  the  Committee  on  Veterans 
.\dministration  .Affairs  during  the  past  year. 

COMMITTEE  ON  INSURANCE 

Thomas  D.  Honeycutt,  Chairman 

Your  Insurance  Committee  has  been  most  active  in  the 
past  year,  principally  in  its  representation  on  the  HIP 
Ciommittee  (Hospital  - Insurance  - Physician  Committee)  , 
where  numerous  complaints  involving  hospitalization  poli- 
cies, insurance  companies,  hospitals  and  physicians  were 
di.scus.sed. 

Considerable  understanding  between  the  insurance  in- 
dustry and  the  physicians  on  the  HIP  Committee  has  been 
reached. 

The  only  other  business  coming  before  the  Insurance 
fiomrnittee  was  a proposal  by  the  Pension  Planning  Com- 
pany of  Kan.sas  City  and  St.  Louis,  whereby  they  proposed 
to  obtain  tax  sheltered  pension  plans  for  individual  society 
memhers  within  the  Corporate  Practice  of  Medicine  Law, 
recentlv  jia.ssed  by  the  .Arkansas  Legislature.  This  proposal 
was  not  a workable  plan,  in  all  probability,  since  the  com- 
jiany,  after  studying  the  law,  did  not  pursue  the  matter 
furtiier. 

I'hc  most  important  recommendations  this  committee 
could  make  are: 

1.  That  physicians  be  more  exact  in  their  completion 
of  insurance  forms,  both  with  respect  to  completeness 
and  accuraev  and  agreement  of  forms  with  other  rec- 
ords available,  such  as  hospital  records. 
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2.  That  physicians  become  aware  of  insurance  policies 
aiul  their  content  and  limitations  and  spread  this  in- 
formation to  their  patients. 

3.  Continue  to  he  aware  that  the  Insurance  Committee 
stands  ready  to  mediate  griefs  against  insurance  com- 
panies. 

Insurance  Committee  Addenum: 

The  Group  Life  Insurance  program  for  the  Arkansas 
Medical  Society,  underwritten  by  Northwestern  National 
Life  Insurance  Company,  has  continued  to  be  a good  thing 
for  the  members  of  the  Society. 

At  the  present  time,  more  than  five  million  dollars  are 
in  force.  During  1961,  five  death  claims  were  paid  for  a 
total  of  .150.000.00.  Over  half  of  members  obtaining  this 
coverage  could  not  be  itisured  on  an  individual  basis  or 
through  other  associations,  requiring  evidence  of  insur- 
ability. 

■At  the  present  time  there  is  no  plati  to  open  the  enroll- 
ment to  those  members  who  did  not  avail  themselves  of 
the  opportunity  when  the  plan  was  inaugurated,  however, 
any  new  AMS  members  can  purcha.se  the  insurance  upon 
joining  the  .Society.  Members  who  now  have  the  basic 
.|10,000.0()  coverage  may  obtain  an  additional  .|40,000.00  by 
completing  a medical  cjuestionnaire. 

TRAFFIC  SAFETY  COMMITTEE 

C.  Lewis  Hyatt,  Chairman 

Activities  of  the  Traffic  Safety  Committee  during  the 
past  year  have  been  as  follows: 

1)  Received  and  distributed  various  correspondence  and 
pamphlets  and  educational  material  from  many  sources: 
the  Federal  Government,  such  as  Hearings  on  Motor  Vehicle 
Safety  Standards:  from  AMA  and  State  Medical  Societies 
on  activities— such  as  correspondence  concerning  the  re- 
quirement of  safety  seat  belts  on  all  automobiles  of  1962 
or  later  in  the  State  of  Wisconsin;  from  the  National  Safety 
Gouncil  and  from  many  other  interested  and  active  groups. 

2)  Aided  and  assistetl  the  above  listed  and  other  groups 
in  their  Traffic  Safety  endeavors  such  as  continued  public 
support  of  traffic  safetv  laws— specifically  in  my  own  area 
constant  recpie.sts  to  see  that  the  State  I.ivestock  Law  is 
enforced. 

3)  Corresponded,  conversed  and  cooperated  with  the 
State  Health  Officer  and  members  of  the  State  Board  of 
Health  in  their  efforts  to  promote  Traffic  Safety.  One 
hundred  thirty  (130)  employees  of  the  State  Board  of 
Health  have  purcha.sed  and  installed  and  are  using  auto 
safety  belts  in  cars  used  by  them  in  the  State  and  County 
Health  Departments  and  in  their  personal  and  family  cars. 
This  is  an  excellent  example  of  “practicing  what  you 
preach.”  I have  installed  one  of  these  safety  belts  in  my 
private  car,  and  I and  members  of  my  family  use  it  regularly. 
Have  you  installed  one  in  yours? 

COMMITTEE  ON  CONSTITUTION  REVISION 

Louis  K.  Hundley,  Chairman 

No  matters  have  been  referred  to  this  Committee  during 
the  past  year.  Consequently,  the  Committee  has  had  no 
meetings. 

SENIOR  MEDICAL  DAY  COMMITTEE 

Joe  Norton,  Chairman 

The  eighth  annual  Senior  Medical  Day,  sponsored  by 
the  Arkansas  Medical  Society  and  the  Arkansas  Academy 


of  General  Practice,  with  the  assistance  of  the  University 
of  Arkansas  School  of  Medicine,  for  seniors  and  their  wives 
or  invited  guests,  was  held  May  26th  1961  at  seven  P.M.  in 
the  Continental  Room  of  the  Hotel  Marion  in  Little  Rock. 
Dr.  William  A.  Snodgrass,  President  of  the  Arkansas  Medical 
■Society,  presided. 

Invitations  were  sent  to  eighty-two  senior  medical  stu- 
dents and  their  wives  or  guests,  to  the  officers  and  the 
members  of  the  Council  of  the  Arkansas  Academy  of  General 
Practice  and  of  the  Arkansas  Medical  .Society,  to  the  officers 
of  the  Pulaski  County  Medical  Society,  and  to  officials  of 
the  University  of  Arkansas  Medical  Center;  wives  were  in- 
vited. 

The  officers  of  the  Arkansas  Medical  Society  and  of  the 
.Arkansas  Academy  of  General  Practice,  with  their  wives, 
formed  a receiving  line  to  greet  the  .senior  medical  students 
and  their  wives  and  guests. 

The  program  is  an, annual  activity  of  the  Arkansas  Medi- 
cal .Society.  Its  purpose  is  to  welcome  graduating  senior 
medical  students  into  the  medical  profession,  and  to  urge 
students  to  become  not  only  good  professional  men,  but  also 
to  take  active  part  in  the  various  medical  organizations, 
and  to  participate  in  civic  affairs  to  promote  the  well  being 
of  the  people  in  the  area  in  which  they  may  practice. 

A particular  effort  was  made  to  keep  the  entire  program 
relaxed  and  informal,  moving  rapidly.  The  program  was 
completed  about  nine  P.M.  Pompous  advice  was  neither 
solicited  nor  given. 

The  excellent  panel  for  the  evening  included  Mrs.  Hoyt 
Choate  of  Little  Rock  discussing  the  Doctor’s  Wife,  Dr. 
Amail  Chudy  of  North  Little  Rock,  discussing  the  Doctor 
In  General  Practice,  and  Dr.  Thomas  Townsend  of  Pine 
Bluff,  discussing  the  Doctor  In  Organized  Medicine.  Each 
of  these  participants  did  a superb  job  and  their  efforts  were 
well  received.  Dr.  Snodgrass  conducted  the  Question  ami 
.Answer  period  following  the  panel. 

I can  only  suggest  that  this  project  be  continued,  but 
that  the  date  be  moved  up  earlier  in  the  spring.  I am 
grateful  to  all  who  helped  to  make  the  program  such  a 
tremendous  success. 

COMMITTEE  ON  LIAISON  WITH  THE  WELFARE 
DEPARTMENT 

C.  R.  Ellis,  Chairman 

The  Liaison  Committee  with  the  Arkansas  Welfare  De- 
partment met  on  February  8,  1962,  along  with  the  Execu- 
tive Committee,  Mr.  Carl  .Adams,  Mr.  Storm  Whaley,  and 
Dean  Winston  Shorey. 

This  committee  reviewed  the  discussions  and  actions  of 
the  Executive  Committee  and  the  Council  concerning  the 
Welfare  Department,  especially  pertaining  to  the  Medical 
Care  of  the  Aged.  After  much  discussion,  the  following 
classification  of  clinics  was  recommended  to  the  Executive 
Committee  as  our  working  agreement  with  the  Welfare 
Department; 

Clinics.  Clinics  approved  to  provide  services  for  eligible 
individuals  under  the  Department  Program  will  be  divided 
into  three  (3)  classifications.  These  three  classifications 
of  clinics  are  hereby  established  based  upon  the  recom- 
mendations of  the  Arkansas  Medical  Society  and  are  desig- 
nated as  Class  “A”,  Class  “B”  and  Class  “C”  clinics. 
Definition: 

A Class  “A”  clinic  must  have  within  its  own  resources 
sufficient  facilities  and  professional  staff  to  render  definite 
diagnostic  and  therapeutic  services  in  all  areas  of  medical 
practice.  (Psychiatry  is  excepted  for  purposes  of  this  defini- 
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lion)  . SpccificalK  llic  facilities  and  professional  staff  sliall 
h;ive  the  c;ip;icitN  of  r;iiins>  lot  all  patients  letpiiiiiiff 
diagnostic  or  therapeutic  ser\  ice  in  the  fields  of  derma- 
tolog)  : gNiiccology;  internal  medicine;  nenrolog\:  ohstetrics; 
othorhinolarvngologv:  ophthalmologv;  pediatrics;  and  sur- 
gery. including  its  suhspecialtics  such  as  cardiovascular, 
plastic,  and  thoracic  surgerv,  as  well  as  the  more  commonlv 
recognized  surgical  specialties;  namely;  neurosurgery,  ortho- 
pedic  surgery,  and  urology.  Like  clinic  shall  have  included 
within  its  own  resources  the  uecessarv  support  from  radi- 
ology, clinical  pathology,  and  ti.ssue  pathology  to  carry 
out  the  clinical  fields  enumerated  above.  Effectire  March 
1.  1962  the  rate  of  payment  for  \ isits  for  welfare  ])atient.s 
will  he  S6.(M)  per  visit. 

cla.ss  "B  " clinic  must  he  a part  of  the  operation  of 
a hospital  approred  and  licen.sed  by  the  Arkansas  .State 
Health  Department.  It  must  ha\e  available  approved  lab- 
oratory etjuipment;  x-ra\  etpiipment;  and  such  supplies 
of  drugs  as  may  he  necessary;  such  medical  personnel- 
surgeons.  technicians,  nurses,  and  diagnostic  serrices  as  to 
qualify  it  to  render  adequate  diagnostic  services  and  medical 
treatment  to  individuals  who  are  eligible  under  the  wel- 
fare program  for  medical  .services.  Effective  March  1,  1962, 
the  rate  of  payment  for  visits  for  welfare  patients  will  he 
■S.'i.OO  per  visit. 

A class  "C”  clinic  must  he  approved  by  the  Welfare  De- 
partment on  recommendation  of  the  Arkansas  Medical  So- 
ciety and  have  an  emergency  room;  an  approved  laboratory: 
x-ray  equipment:  and  a supply  of  drugs,  dressings  and 
other  medical  necessities  adequate  for  emergency  treatment. 
The  clinic  staff  must  include  at  least  one  licensetl  physician; 
one  registered  nurse,  or  a qualified  practical  nurse;  anti 
such  other  personnel  as  may  be  necessary  to  provide  for 
the  medical  care  of  patients  treated.  The  rate  of  payment 
to  these  clinics  will  he  $3.00  per  visit  for  welfare  patients. 

FIRST  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

R.  C.  Shanlever,  Chairman 

During  the  year  1961  my  committee  has  had  no  grievances 
presented  to  us,  so  there  has  been  very  little  activity.  We 
have  reviewed  .several  Medicare  claims  and  I think  these 
were  all  settled  satisfactorily. 

SECOND  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

Jabez  Jackson,  Chairman 

There  have  been  no  cases  submitted  to  this  committee 
for  the  year  1961. 

THIRD  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

A.  F.  Barr,  Chairman 

Only  one  case  was  referred  to  this  committee  during  the 
last  period,  and  that  by  Medicare.  In  this  instance,  voiir 
committee  submitted  recommendations  for  what  we  be- 
lieved to  be  a fair  and  equitable  settlement  of  the  differ- 
ences involved. 

FOURTH  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

H.  T.  Smith,  Chairman 

No  matters  of  import  have  been  referred  to  this  Commit- 
tee during  the  past  year. 


SIXTH  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

John  Walter  Jones,  Chairman 

I he  I’lofessional  Relations  C'.ommittee  of  the  .Sixth  Coun- 
cilor District  handled  three  cases  of  .Medicare  questioning 
of  physicians'  statements.  In  two  of  these  cases,  it  was 
fell  that  the  charges  and  medical  treatment  were  reasonable 
and  indicative.  In  the  other  one,  it  was  felt  that  the  charge 
was  a little  greater  than  is  usual  for  that  .service  in  this 
community.  I he  problem  ])resents  itself  as  to  why  some 
of  these  jjrocedures  are  done  on  .Medicare  patients  when 
they  are  not  in  any  sense  of  the  word  emergencies.  I his 
summarizes  all  of  the  activity  of  this  committee  as  of  this 
date. 

SEVENTH  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

J.  W.  Kennedy,  Chairman 

For  the  year  1961.  the  Committee  processed  some  10  or 
12  Profe.ssional  Relations  Committee  functions  regarding 
Medicare  Cases.  There  was  only  one  case  possibly  involv- 
ing lawsuit  which  was  settled  out  of  court,  without  com- 
plications. 

There  was  no  outstanding  problems  for  the  Committee 
in  the  Councilor  District.  The  usual  procedure  in  processing 
the  .Medicare  claims  which  were  undecided  by  the  .Medicare 
Program  were  settled  satisfactorily. 

EIGHTH  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

STATE  PROFESSIONAL  RELATIONS  COMMITTEE 

Richard  M.  Logue,  Chairman 

The  only  problems  that  have  come  before  the  .State 
Profe,ssional  Relations  Committee  for  the  year  1961  have 
been  handled  by  telephone  survey  of  the  respective  mem- 
hers  of  this  committee.  No  official  meetings  were  held. 
The  same  is  true  for  the  Eighth  Councilor  District. 

TENTH  COUNCILOR  DISTRICT  PROFESSIONAL 
RELATIONS  COMMITTEE 

I'his  committee  has  only  been  presented  with  one  com- 
plaint during  the  past  year.  This  complaint  was  concerning 
a fee  charge,  was  thoroughly  investigated,  and  settled 
amicably. 

Your  committee  has  also  adjudicated  all  Medicare  claims 
from  this  district  which  were  not  covered  by  the  Medicare 
.Schetlule. 

There  has  been  no  other  activity  by  this  committee,  and 
no  other  matters  have  been  presented  requiring  action. 

ADVISORY  COMMITTEE  TO  THE  ARKANSAS 
SELECTIVE  SERVICE  SYSTEM 

Gerald  H.  Teasley,  Chairman 

There  has  been  very  little  activity  of  the  .Advisory  Com- 
mittee during  the  year  1961.  This  is  due  principally  to 
the  fact  that  physicians  and  dentists  have  volunteered  for 
active  duty  upon  completion  of  their  internship  and  or 
residency,  thus  making  it  unnecessary  to  call  physicians  or 
dentists  who  are  already  in  practice. 

The  recent  flurry  in  military  activity  as  a result  of  call 
to  active  duty  of  reserve  units  dkl  not  appreciably  affect 
the  status  of  this  committee.  One  or  two  requests  for  the 


Volume  58,  Number  10-MARCH,  1962 


451 


Arkansas  Medical  Society  Meeting,  April  29-May  2,  1962 


status  of  individuals  were  received  and  acted  upon  without 
undue  difficulty. 

COMMITTEE  ON  ARRANGEMENTS  FOR  THE 
ANNUAL  SESSION 

W.  Martin  Eisele,  Chairman 

TTie  Committee  on  Arrangements  of  the  annual  meeting 
of  the  .Arkansas  State  Medical  .Society  held  its  first  meeting 
in  August.  1961  and  has  held  several  meetings  intermittently 
since  that  time.  The  last,  and  probably  final,  meeting  was 
held  at  the  Arlington  Hotel,  February  1st. 

It  w'ould  seem,  from  reviewing  the  past  history  of  the 
Committee,  that  each  year  presents  very  consistent  and 
similar  difficulties.  .Several  years  back  a plan  w^as  instituted 
whereby  each  Specialty  .Section  would  submit  to  the  Com- 
mittee the  names  of  at  least  two  well  qualified  men  in  their 
respective  specialties  in  order  that  the  Committee  could 
attempt  to  obtain  one  as  the  speaker  for  the  annual  meeting. 
Consistent  w’ith  the  experience  of  the  past  two  years,  this 
year,  apparently.  W'as  no  different  in  that  most  of  the  sec- 
tions were  very  cooperative  and  prompt  in  assisting  our 
committee,  whereas  others,  in  spite  of  repeated  contacts, 
never  made  any  specific  suggestions.  This  committee  could 
rationalize  no  other  choice  but  to  cooperate  with  those 
sections  that  were  most  cooperative  with  us.  The  results 
of  this  might  well  be  reflected  in  our  annual  scientific  pro- 
gram. 

One  departure  from  the  traditional  format  of  the  annual 
meeting  was  made.  In  view  of  the  many  recreational  and 
entertainment  facilities  available  in  Hot  Springs,  the  com- 
mittee recommended  the  omission  of  the  annual  dance. 
This  action  was  approved  by  the  Council  of  the  State 
Society. 

At  the  present  time  the  arrangements  of  the  Scientific 
program,  and  practically  all  details  of  the  annual  meeting 
have  been  completed.  We  feel  this  will  be  one  of  the  best 
meetings  in  the  history  of  the  Society. 

VV'e  would  like  to  close  this  report  with  one  very  specific 
suggestion  to  all  members  who  expect  to  attend  the  annual 
meeting  and  that  is  if  anyone  anticipates  attending  any  of 
the  local  places  of  entertainment,  we  strongly  urge  each  one 
to  individually  make  reservations  far  in  advance.  Details 
of  entertainment,  time  of  shows,  minimum  cover  charge, 
and  other  details  will  be  found  eksewhere  in  the  Journal. 

REPORT  OF  THE  COUNCIL 

Joe  Verser,  Chairman 

The  Council  of  the  Arkansas  Medical  Society  met  on  June 
15th,  1961  and  transacted  the  following  business: 

I.  Approved  plans  of  the  State  Welfare  Department  for 
implementation  of  the  Kerr-Mills  Law  in  Arkansas 
on  July  1st,  1961. 

II.  Referred  to  the  .Society  delegates  to  AMA  a resolution 
on  para-medical  personnel  submitted  by  Arkansas 
pathologists. 

III.  Went  on  record  opposing  federal  aid  to  education. 

IV.  Approved  payment  of  expenses  for  Dr.  Snodgrass, 
president,  to  the  AMA  meeting  in  New  York. 

The  Council  met  on  August  20th,  1961  and  transacted 
the  following  business: 

I.  Confirmed  the  appointment  of  Dr.  Fred  B.  Stone 
as  Chairman  of  the  Third  Councilor  District  Pro- 
fessional Relations  Committee. 

II.  Approved  the  Executive  Committee's  selection  of 


nominees  for  .AM.A  Legislative  Keyman  from  Ar- 
kansas: 

C.  Lewis  Hyatt 
Fount  Richardson 
J.  J.  Monfort 

III,  Adopted  a resolution  putting  the  Society  on  record 
as  feeling  that  the  .American  Medical  Association 
does  represent  its  will  and  desire  and  reiterated  the 
full  confidence  of  the  .Arkansas  Medical  Society  in 
the  .American  Medical  A.s.sociation. 

IV.  .Approved  new  plans  submittetl  by  the  State  Welfare 

Department  for  implementation  of  the  Kerr-Mills 
Law  in  .Arkansas  to  be  effective  September  15th. 
Plans  called  for  payment  of  |3.()0  for  office  visits. 
y.  Directed  the  Executive  Secretary  to  request  clari- 
fication of  a contract  revision  by  Medicare  requiring 
that  maximum  fees  no  longer  be  divulged  to  Arkan- 
sas physicians.. 

VI.  .Appointed  a committee  to  study  the  operation  and 
structure  of  the  State  Professional  Relations  Com- 
mittee with  a view  to  making  it  more  active. 

Vll.  .Approved  a “Standards  of  Practice  Governing  the 
Relationship  between  Lawyers  and  Physicians”  and 
directed  that  it  be  published  in  the  Journal  of  the 
.Arkansas  Medical  Society. 

VIII.  Referred  to  the  Executive  Committee  of  the  Council 
a decision  on  whether  to  send  a representative  to  a 
meeting  of  the  United  States  Chamber  of  Commerce 
meeting  in  St.  Louis.  The  Executive  Committee  de- 
cided to  ask  Dr.  Snodgrass,  president,  to  attend. 

The  Council  met  on  December  10th  and  transacted  busi- 
ness as  follows: 

1.  Observed  a moment  of  silence  in  memory  of  Dr. 
Fount  Richardson,  who  passed  away  on  November 
2,3,  1961. 

II.  .Adopted  a resolution  memorializing  Dr.  Richardson. 

III.  Upon  hearing  the  resignation  of  Dr.  Fred  Stone,  be- 
cause of  ill  health.  Dr.  Paul  Millar  of  Stuttgart 
W'as  elected  to  fill  Dr.  Stone’s  unexpired  term  as 
Councilor  of  the  Third  District.  Dr.  John  Hestir 
was  elected  to  fill  Dr.  Stone's  unexpired  term  on  the 
Professional  Relations  Committee  of  the  Third  Dis- 
trict. 

IV.  Decided  that  in  view  of  the  many  fine  private  clubs 
in  Hot  Springs  that  a dance  in  connection  with  the 
86th  Annual  Session  would  not  be  held. 

V.  Decided  against  issuing  new'  charters  to  old  county 
societies  adopting  new  constitutions. 

VI.  Approved  the  decision  of  Blue  Cross-Blue  Shield  to 
postpone  selling  a special  insurance  policy  to  persons 
over  65  pending  modification  of  the  policy  to  over- 
come administrative  problems. 

VH.  .Approved  a condensation  of  a report  by  A.  T.  Kear- 
ney and  Company,  Management  Consultants,  on  the 
operation  of  Arkansas  Blue  Cross-Blue  Shield.  The 
Council  adopted  a vote  of  confidence  in  and  ap- 
preciation of  the  work  of  the  members  of  the  Board 
of  Trustees  of  Blue  Cross-Blue  Shield. 

VIII.  Approved  Executive  Committee  action  allowing  pay- 
ment of  one-half  travel  expense  for  legal  counsel 
to  attend  a meeting  on  medical  quackery  in  Wash- 
ington, D.  C.,  and  for  the  Chairman  of  the  Civil 
Defense  Committee  to  attend  a Civil  Defense  meeting 
in  California. 

IX.  Voted  to  table  action  on  the  Medicare  contract  modi- 
fication requiring  that  maximum  fees  no  longer  be 
divulged  to  Arkansas  physicians. 
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\.  ApproM’il  iIr’  liaiisft'r  of  .V'ioOO  from  ihe  Soticty's 
Medicare  operating  fund  to  the  general  fninls  of  the 
Society. 

\1.  Adopted  a resolution  opposing  the  Kefau\er-Cleller 
Bill  to  regulate  pharmaceutical  manufacturing. 

XII.  Heard  State  Welfare  Department  discuss  develop- 
ments ami  criticism  of  the  .Arkansas  implementation 
of  the  Kerr-Mills  Bill  and  the  tlifficulty  of  protect- 
ing the  income  of  the  L'nitersity  of  .Arkansas  Medical 
Clenter  while  eliminating  criticisms  in  connection 
with  the  clinic  pha.ses  of  the  program  and  satisfying 
the  retjuirements  of  the  United  States  Department 
of  Health.  Education  ami  AVelfare. 

XIII.  Endorsed  a program  for  a health  examination  survey 
by  the  United  States  Public  Health  .Sertice  in  Jack- 
son  and  Lawrence  counties. 

\IA’.  Directed  the  Chairman  to  appoint  two  members 
to  serve  on  a state  committee  on  Civil  Defense  to 
promote  Medical  Self-Help-Education. 

.\V.  Directed  the  Executive  Committee  of  the  Council  to 
appoint  a Board  of  Directors,  comprised  of  one  phy- 
sician from  each  Councilor  District  for  the  .American 
Medical  Political  .Action  Committee. 

The  Council  met  after  the  general  meeting  of  the  .Society 
on  December  10th.  1961  and  transacted  the  following  busi- 
ness: 

I.  .Adopted  a classification  of  clinics  under  the  Kerr- 
.Mills  Program  designed  to  overcome  objections  to 
the  clinic  phase  of  the  program  and  protect  the  Uni- 
versity of  .Arkan.sas  Medical  Center  income. 

II.  .Authorized  necessary  funds  for  a program  to  buy 
advertisements  publicizing  the  Kerr-Mills  Program 
and  asked  the  Executive  Committee  of  the  Council 
to  implement  this  action.  The  Executive  Committee 
subsequently  approved  necessary  funds  and  copy  for 
ads  which  appeared  in  nine  .Arkansas  newspapers 
and  the  Commercial  Appeal  of  Memphis. 

REPORT  OF  DELEGATES  TO  AMERICAN  MEDICAL 
ASSOCIATION 

James  M.  Kolb  and  Jack  W.  Kennedy 

The  Denver  Meeting 

This  summary  covers  only  a few  of  Ihe  many 
important  subjects  dealt  uhth  by  the  A.M.A.  House 
of  Delegates  at  its  Denver  meeting  and  is  not  in- 
tended as  a detailed  report  on  all  actions  taken. 

Social  Securiiv  health  care,  relations  with  the  .American 
College  of  Surgeons,  organization  of  the  .American  Medical 
Political  Action  Committee,  medical  discipline  and  polio- 
myelitis vaccine  were  among  the  major  subjects  acted  upon 
by  the  House  of  Delegates  at  the  .American  Medical  .As.socia- 
tion's  Eifteenth  Clinical  Meeting  held  November  26  to  30  in 
Denver. 

Sounding  the  keynote  for  the  .Association's  campaigti 
to  oppose  enactment  of  the  King-Anderson  type  of  legisla- 
tion in  1962.  Dr.  Leonard  W.  Larson  of  Bismarck,  N.  D., 
.A.M..A.  president,  told  the  opening  session  of  the  House 
that  proposals  to  incorporate  health  care  benefits  into  the 
Social  Security  system  “woidd  certainly  represent  the  first 
major,  irreversible  step  toward  the  complete  socialization 
of  medical  care.” 

The  compelling  issue.  Dr.  Larson  declared,  is  socialization 
versus  voluntarism— or  compulsion  versus  freedom  of  choice. 
He  predicted  that  courage,  determination  and  the  will  to 
w’in  on  the  part  of  physicians  will  bring  the  defeat  of  the 
King-Anderson  Bill  in  Congress  next  year. 


Pointing  out  that  'we  are  engaged  in  an  historic  snuggle 
to  |)reser\e  our  country's  unique  system  of  medical  care 
and  onr  stature  as  a profession.  ’ Dr.  Larson  said: 

“V\'e  are  for  \ olunlarism.  AA'e  do  not  believe  that  .Ameri- 
cans, acting  either  as  citizens  or  as  patients,  require  central 
direction  from  government  in  their  choice  of  doctor  or 
hospital,  in  the  spending  of  their  health  care  dollars,  or  in 
their  selection  of  the  health  services  and  facilities  best  suited 
to  their  owm  individual  needs. 

"We  take  our  stand  for  voluntary  cooperation,  for  preser- 
vation of  the  historic  federal-state  organizatiotial  structure, 
for  indicidital  responsibility,  for  help  for  tho.se  persons  who 
need  help.” 

Dr.  Lanson  emphasized  that  the  .A.M.A.  will  contituie 
to  give  primary  attetition  to  implementing  the  Kerr-Mills 
.Act  in  the  states,  promotitig  voluntary  health  insuratice  and 
prepayment  plans  designed  for  the  aged,  and  upgrading 
nursing  homes. 

The  House  of  Delegates  gave  enthusiastic  approval  to  Dr. 
I.ar.soti's  address  and  took  several  actions  reaffirming  strong 
support  for  the  Kerr-Mills  program  to  aid  the  needy  and 
near-needy  aged,  and  urging  a concerted,  determitied  fight 
against  .Social  Security  health  care  proposals  in  Congress. 

The  House  advised  all  state  and  county  medical  societies 
to  recognize  the  impending  threat  and  to  prepare  now'  for 
any  eventuality  by  continuing  to  oppose  any  scheme  which 
tries  to  impose  a sub-standard  system  of  medical  care  on 
the  .American  people. 

"United,  as  w'ell  as  individual  effort,  is  essential,  ’ the 
House  declared.  "To  stop  short  of  our  total  effort  is  to 
incite  disaster  and  to  let  loose  upon  our  beloved  .America 
irreversible  forces  which  will  ultimately  destroy  her.  \Ve 
cannot  and  we  must  not  fail.” 

American  College  of  Surgeons 

The  House  agreed  with  the  intent  of  five  resolutions 
which  expressed  strong  dissatisfaction  over  recent  state- 
ments by  a spokesman  for  the  American  College  of  Surgeons, 
and  it  also  approved  a Board  of  Trustees  report  informing 
the  House  that  arrangements  have  been  made  for  a January 
meeting  with  the  A.C.S.  Board  of  Regents  to  discuss  the 
organization’s  recent  statements  and  policy  positions.  The 
report  expres.sed  hope  that  the  meeting  "will  lead  to  a 
unification  of  effort  in  behalf  of  .American  medicine.” 

The  House  instructed  the  Boanl  of  Trustees  to  take  the 
five  resolutions  to  the  January  meeting  and  to  report  to  the 
delegates  as  soon  as  possible  on  the  results  of  the  meeting. 
In  taking  the  action,  the  House  approved  a reference  com- 
mittee report  which  said: 

"Your  reference  committee  believes  the  public  airing  of 
disagreements  between  large  segments  of  medicine  can  only 
confuse  and  shake  the  confidence  of  the  public  in  the 
medical  profession  and  distort  the  true  image  of  medicine 
which  the  .American  people  should  have. 

"However,  in  its  hearings  upon  the  several  resolutions 
relating  to  the  recent  statements  of  the  .American  College 
of  Surgeons,  all  those  who  testified  were  in  opposition  to 
the  actions  and  statements  of  the  .A.C.S.  The  majority  of 
those  who  spoke  W'ere  Fellows  of  the  .American  College  of 
Surgeotis. 

"Your  reference  committee  has  no  w'ish  to  fan  the  flames 
of  controversv  ignited  by  the  statements  of  the  .American 
College  of  Surgeons.  On  the  other  hand,  the  committee 
feels  the  House  has  an  obligation  to  its  membership— w'hich 
includes  physicians  in  all  types  of  practice— to  agree  with 
the  indignation  manifested  by  the  introduction  of  these 
resolutions  and  in  the  discussions  before  the  committee. 

" This  is  all  the  more  important  because  the  position  of 
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the  American  College  of  Surgeons  is  based  on  an  incorrect 
interpretation  of  the  action  of  this  House  which  in  no  sense 
is  a retreat  from  its  position  of  firm  opposition  to  fee 
splitting." 

American  Medical  Political  Action  Committee 

T he  House  heartily  approved  the  purposes  and  goals  of 
the  recently-organized  American  Medical  Political  Action 
Committee  and  urged  all  physicians,  their  wives  and  in- 
terested friends  to  join  A.M.P.A.C  and  other  political  action 
committees  in  their  states  and  communities. 

"Effective  political  action  must  he  carried  on  at  the  local 
level  and  effective  implementation  must  be  done  by  local 
groups  of  physicians."  the  House  said.  "The  formation 
of  .A.M.P..A.C.  recognizes  the  need  for  a national  medical 
political  action  committee  to  coordinate  the  political  activi- 
ties of  physician  groups  at  all  levels  throughout  the  coun- 
try." 

The  purposes  of  A.M.P..A.C.,  which  is  an  organization 
separate  and  distinct  from  the  .American  Medical  .Associa- 
tion as  required  by  federal  law,  are: 

1.  To  promote  and  strive  for  the  improvement  of  govern- 
ment by  encouraging  and  stimtdating  physicians  and  others 
to  take  a more  active  and  effective  part  in  governmental 
affairs. 

2.  To  encourage  physicians  and  others  to  understand  the 
nature  and  actions  of  their  government  as  to  important 
political  issues  and  as  to  the  records  and  positions  of  polit- 
ical parties,  officeholders  and  candidates  for  elective  office. 

3.  To  assist  physicians  and  others  in  organizing  them- 
.selves  for  more  effective  political  action  and  for  carrying 
out  their  civic  responsibilities. 

4.  To  do  any  atui  all  things  necessary  or  desirahle  for  the 
attainment  of  the  purposes  stated  above. 

Medical  Discipline 

The  House  received  from  the  Council  on  Constitution 
and  By-laws  a proposed  amendment  which  would  have  made 
it  possible  to  implement  a recommendation  by  the  Medical 
Disciplinary  Committee  that  was  approved  by  the  House 
at  the  June,  1961,  meeting.  This  recommendation  was  to 
change  the  by-laws  so  as  to  confer  original  jurisdiction  on 
the  Association  to  suspend  and/or  revoke  the  A.M.A.  mem- 
bership of  a physician  found  guilty  of  violating  the  Princi- 
ples of  Medical  Ethics  or  the  ethical  policies  of  the  Associa- 
tion, regardless  of  wTiether  or  not  action  has  been  taken 
against  him  at  the  local  level.  However,  after  considerable 
discussion  on  the  floor  of  the  House,  the  proposed  amend- 
ment was  referred  back  to  the  Council  on  Constitution  and 
By-laws. 

In  another  action  on  medical  discipline  the  House  ap- 
proved the  expanded  activities  of  the  Judicial  Council, 
which  has  taken  over  permanent  responsibility  in  that  area, 
and  said  that  the  Council  program  should  benefit  all  physi- 
cians, the  public  and  the  profession. 

Poliomyelitis  Vaccine 

The  House  adopted  a resolution  which  urged  that  medi- 
cal societies  at  the  local,  county,  district  or  state  levels 
throughout  the  United  States  should  encourage,  stimulate 
and  participate  in  surveys  to  determine  the  percentage  of 
individuals  in  each  community  who  have  undergone  im- 
munizing procedures  for  poliomyelitis. 

The  resolution  stated  that  on  the  basis  of  the  results  of 
the  surveys,  the  local  medical  society  should  determine 
the  type  of  vaccine  and  the  most  effective  type  of  program 
which  will  be  of  greatest  benefit  to  the  public. 

Until  such  time  as  all  three  types  of  oral  vaccine  are 


available,  the  resolution  concluded,  the  Salk  vaccine  should 
be  the  vaccine  of  choice  for  routine  poliomyelitis  immuniza- 
tion, with  the  choice  of  program  for  administering  the  vac- 
cine to  be  determined  on  a local  basis  by  each  county  medi- 
cal society. 

Miscellaneous  Actions 

In  consitlering  a wide  variety  of  resolutions  and  annual 
and  supplementary  reports,  the  House  also: 

Disapproved  of  two  proposals  wTiich  would  have  required 
that  resolutions  be  introduced  30  and  4.3  days,  respectively, 
before  .Association  meetings. 

.Approved  a statement  that  physicians  have  an  ethical 
obligation  to  participate  in  medical  society  activities  and 
express  their  opinions  fully  and  freely. 

Reaffirmed  .A.M..A.  policy  that  it  is  not  considered  un- 
ethical for  a physician  to  own  or  operate  a pharmacy  pro- 
vided there  is  no  exploitation  of  the  patient. 

.Agreed  with  the  Judicial  Council  that  the  physician 
himself  is  responsible  for  the  control  and  custody  of  drug 
samples  once  they  come  into  his  posse.ssion,  and  in  the  high 
tradition  of  the  medical  profe.ssion  he  should  not  dispose 
of  them  in  any  way  that  could  cause  harm  to  others. 

Commendetl  those  constituent  medical  societies  which 
have  moved  forward  in  the  area  of  human  relations  by 
eliminating  membership  restrictions  ba.sed  on  race  or  color. 
In  connection  with  the  same  subject.  Dr.  Peter  Murray  of 
New  A'ork.  retiring  after  12  years  of  service  in  the  House, 
told  the  delegates  in  a farewell  adtlress  that  Negro  physi- 
cians now’  have  some  kind  of  medical  society  membership 
in  every  state  except  one. 

Approved  a recommendation  that  a special  House  com- 
mittee be  appointed  to  investigate  all  facets  of  the  operation 
of  the  Joint  Commission  on  Accreditation  of  Hospitals. 

Agreed  with  the  Board's  choice  of  Miami  Beach,  Florida, 
as  the  site  for  the  1964  Clinical  Meeting. 

.Approved  the  combining  of  the  American  Medical  Educa- 
tion Foundation  and  the  .American  Medical  Research  Foun- 
dation into  the  American  Medical  Association  Education 
and  Research  F'oundation,  effective  January  1,  1962. 

Deferred  action  on  a proposed  study  of  fund  raising  by 
voluntary  health  agencies,  pending  the  development  of 
additional  information  by  the  A.M.A.  Committee  on  Volun- 
tary Health  Agencies. 

Reaffirmed  the  previous  policy  that  physicians  have  the 
privilege  of  prescribing  drugs  by  either  generic  or  brand 
name. 

Approved  the  principle  of  income  tax  deductions  for 
medical  care  of  the  aged. 

Recommended,  in  reviewing  the  Medicare  Program,  that 
all  county  medical  societies  in  the  area  surrounding  armed 
forces  hospitals  make  a serious  attempt  to  establish  formal 
liaison  with  the  physicians  on  those  hospital  staffs. 

Endorsed  the  administration  of  indigent  medical  care 
programs  developed  in  cooperation  with  local  medical 
organizations  as  a legitimate  activity  of  state  and  local 
health  departments. 

Urged  the  elimination  of  all  ‘‘categories’’  in  programs  of 
assistance  to  the  needy  at  the  federal  and  state  level,  with 
all  assistance  provided  through  a single  program. 

Referred  to  the  Council  on  Medical  Services  a resolution 
proposing  the  use  of  state  and  federal  tax  funds  to  provide 
voluntary  prepayment  health  insurance  protection  for  the 
aged.  In  a related  action  the  House  approved  of  experi- 
mentation with  prepayment  plans  under  assistance  pro- 
grams. 

Urged  more  vigorous  promotion  of  voluntary  non-profit 
prepayment  health  plans. 
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Urged  evcrv  pliysieiaii  in  ilic  I'nitcd  States  to  use  auto- 
mobile seat  belts. 

Recommended,  as  a civil  defense  measure,  a mass  im- 
muni/ation  ])rogram  for  tbe  general  public. 

Suggested  that  tbe  Boaril  of  Trustees  continue  its  nego- 
tiations to  develop  a group  disability  insurance  program  for 
A.Nf.A.  members. 

Concurred  in  the  Board's  appointment  of  a special  com- 
mittee to  study  tbe  organizational  status  of  A.M..\.  Sec- 
tions, the  functions  of  tbe  Scientific  Assembly  and  existing 
procedures  for  establishing  medical  certifying  boards. 

Instructed  tbe  Council  on  Metlical  Education  and  Hospi- 
tals to  study  tbe  present  and  potential  contribution  of  the 
■American  Board  of  .Abilominal  Surgerv  to  the  advancement 
of  the  art  and  science  of  surgerv  and  the  betterment  of 
public  health,  to  determine  whether  it  should  be  approved 
as  a recognized  examining  board. 

■Approved  and  commended  the  objectives  and  program 
submitted  by  the  Committee  for  Liaison  with  National 
Nursing  Organizations. 

Recommetided  that  the  Secretary  of  Defense  consider  the 
advisability  of  developing  a training  program  for  re.serve 
medical  officers. 

The  .A.M.^A.  Board  of  Trustees  presented  a special  cita- 
tion to  the  producers  and  cast  of  The  Donna  Reed  Show 
for  its  “contribution  to  public  understanding  of  the  high 
ideals  of  the  medical  profession.”  Carl  Betz,  who  portrays 
Dr.  .Alex  Stone  on  the  television  show,  received  the  award 
from  Dr.  Hugh  H.  Hussey  Jr.,  A.M..A.  Board  chairman,  at 
the  AVednesday  Session  of  the  House. 

Contributions  totaling  $435,275.93  from  member  physi- 
cians in  six  states  were  presented  to  the  American  Medical 
Education  Eoundation. 

Einal  registration  at  the  meeting  reached  a total  of  6,138, 
including  2,976  physicians. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 

Mr.  Paul  C.  Schaefer 

The  income  of  the  .Arkansas  Medical  Society,  due  to  the 
efforts  of  the  Council  and  the  headquarters  staff,  has  almost 
tripled  in  the  past  12  years.  The  expanded  legislative,  edu- 
cational and  organizational  activities  have  also  increa,sed 
expenses.  These  activities  are  subject  to  the  wishes  and 
control  of  the  Council  and  the  House  of  Delegates. 

Not  subject  to  the  control  of  the  Society  or  the  head- 
quarters is  the  inexorable  pressure  of  the  progressively  in- 
creasing inflation.  If  one  accepts  the  oft  repeated  govern- 
ment figure  of  "oidy  3%”  inflation  per  year  the  cumulative 
effect  is  36%  increase  in  costs  in  the  period  mentioned. 
The  rate  of  increase  of  inflation  goes  on  at  a quickened 
pace  year  in  and  vear  out  with  every  government  deficit 
budget. 

Society  income  has  leveled  off  in  the  neighborhood  of 
$100,000  but  costs  of  carrying  on  the  same  amount  of  activ  ity 


continue  to  rise.  For  cxam|jle,  in  1961  the  Society  spent 
ajqtroximately  .$3400  ttn  postage.  If  one  breaks  this  down 
into  fotir  cent  stamps,  it  amttuiUs  to  85,000  pieces  of  mail. 
A|)plying  this  number  to  tbe  first  class  postage  rate  (3 
cents)  in  1958  results  in  a figure  of  $2550.  If  not  one  more 
|)iece  of  mail  is  dis|)atched  from  our  office  in  1962,  the  cost 
will  be  at  the  rate  of  ,$4250  per  year.  This,  of  course,  is  due 
to  the  increase  in  first  class  postage  rates  to  five  cents 
which  may  have  gone  into  effect  bv  the  time  of  the  Society’s 
convention.  Thus  the  increase  in  this  one  budget  item 
alone  in  the  short  span  of  onlv  four  years  has  iticreased 
40%  or  $2000.  Similar,  though  not  as  precisely  measurable, 
increases  in  cost  due  to  inflation  alone  have  elevated  almost 
every  item  in  our  budget. 

W ith  our  income  apparently  stabilized  at  about  $100,- 
000,  the  Society  finds  itself  much  in  the  same  position  as 
a retired  person  on  a fixed  income— at  the  mercy  of  the 
forces  of  inflation— who  in  order  to  live  within  his  income 
must  not  only  economize  and  restrict  his  activities,  but 
must  reduce  tbem  a little  each  year. 

BUDGET  COMMITTEE 

W.  R.  Brooksher,  Chairman 

The  following  proposed  budget  has  received  the  careful 
study  of  the  Budget  Committee. 

Three  courses  of  action  are  available  to  tbe  .Societv  at 
this  time: 

1.  The  Society  may  pare  its  expenditures  to  correspond 
with  its  present  curtailed  income.  This  has  the  obvious 
connotation  of  decreased  Societv  activity  and  growth 
and  curtailment  of  functions.  This  may  be  most 
important  to  current  political  problems.  Certainlv 
the  established  growth  pattern  of  the  Society  will  be 
seriously  impaired.  Seeking  possible  cuts  in  addition 
to  those  mentioned.  I can  onlv  see  a further  reduction 
in  the  amount  budgeted  for  "travel  and  convention” 
and  the  “.Arkansas  Breakfast  budget".  I have  no  desire 
to  support  a move  for  cancellation  of  these  although 
1 am  of  the  opinion  that  a case  may  be  made  for  their 
deletion. 

2.  The  Society  may  operate  on  the  proposed  budget  which 
is  definitely  a “deficit”  budget.  This  may  be  popular 
in  present  Federal  government  affairs  but  does  not 
meet  with  my  approval. 

3.  A\'e  can  realize  that  we  are  a part  of  a growing,  alert, 
medical  organization,  one  which  has  fullv  emphasized 
its  worth  to  its  individual  members,  to  the  people 
and  to  other  state  societies.  Our  growth  pattern  can 
only  be  maintained  by  proper  financing.  There  is  but 
one  solution,  as  I see  it,  for  the  provision  of  additional 
income  and  that  is  by  increase  in  the  annual  assess- 
ment. 


Income 

Budget  Item 
Membership  Dues 

Journal  .Advertising 
Booth  Income 
■Annual  Session  Income 
■AM.A  Reimbursement 
Income  from  Medicare 


PROPOSED  BUDGET 


Propo-sed  .Amount 
$35,700.00 


30.000. 00 
5,000.00 
5,450.00 

250.00 

20.000. 00 


Rem.vrks 

Does  not  include  $5  earmarked  for  Medical 
Education  Eoundation 

$4,725  for  sale  in  Hot  Springs 


Includes  $1,685  earned  but  not  received  in 
1961 


Volume  58,  Number  10— AAARCH,  1962 


455 


Arkansas  Medical  Society  Meeting,  April  29-May  2,  1962 


Miscellaneous 

300.00 

Interest  on  Bonds 

2,770.00 

Retirement 

198.00 

.$99,668.00 

Expense 

Budget  Item 

Proposed  Amount 

Salaries— 

Medicare 

$10,500.00 

Journal 

A.M.S. 

10,620.00 

13,886.00 

$35,006.00 

Travel  and  Convention 

9,500.00 

Taxes 

Retirement  Fuiiil— 

640.00 

Medicare 

900.00 

A.M.S. 

2,021.00 

2,921.00 

Stationery  & Printi 
Medicare 

'>g 

600.00 

A.M.S. 

800.00 

1,400.00 

Office  Supplies  & 
Medicare 

Expense 

2,500.00 

A.M.S. 

1 ,500.00 

4,000.00 

Telephone  & Telegraph 
Medicare  500.00 

A.M.S. 

1,800.00 

2,300.00 

Rent— 

Medicare 

1,000.00 

A.M.S. 

1,136.00 

2,136.00 

Postage- 

Medicare 

700.00 

A.M.S. 

3,000.00 

3,700.00 

Insurance  & Bonds 

Medicare 

150.00 

A.M.S. 

499.00 

649.00 

Auditing 

Medicare 

510.00 

A.M.S. 

150.00 

660.00 

Council  Expense 
journal  Printing  & 

Expense 

300.00 

27,500.00 

Annual  Session 

7,500.00 

Senior  Medical  Day 

500.00 

Public  Relations 

1,500.00 

Dues  & Subscriptions 

500.00 

Contributions  & Gifts 

715.00 

Woman’s  Auxiliary 

1,100.00 

Legal  Service 

2,200.00 

Remarks 


1 1,400  for  IBM  Medicare 
work 


$400  added  for  postage  rate 
increase 


Increased  advertising,  in- 
creased printing  rates; 
Includes  expense  for  lease 
and  operating  Society 
car 

Probably  too  low 

$711  already  spent  in  1962 
for  Kerr-Mills  advertising 
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Special  Coniinittees  300.00 

Rural  Healili  500.00 

Mi.scellaueous  175.00 

Freight  100.00 

.■\rkan.sas  Hreakfa.st  1,600.00 

Depreciation  1,100.00 

Office  Equipment  700.00 


$109,202.00 


REPORT  OF  THE  ARKANSAS  STATE 
MEDICAL  BOARD 

Joe  Veiser,  Secretary 

The  Secretary  of  the  Arkansas  State  Medical  Board  makes 
the  following  report  of  the  activities  of  this  Board  since 
the  last  meeting  of  the  .Arkansas  Medical  Society: 

The  Officers  and  Members  are  as  follows; 

Frank  M.  Burton,  M.  D.,  Chairman 

Jeff  Baggett,  M.  D.,  Vice-Chairman 

Joe  Verser,  M.  D.,  Secretary  and  Treasurer 

G.  D.  Murphy,  Jr.,  M.  I). 

Win.  A.  Snodgrass,  Jr.,  M.  D. 

H.  J.  Hall,  M.  D. 

Hugh  R.  Edwards,  M.  D. 

Earle  D.  McKelvey,  M.  D. 

John  E.  Guenthner,  M.  D. 

The  Board  investigated  every  case  of  violation  of  the 
Medical  Practice  Act  reported  to  the  Secretary  during  the 
year.  Two  court  convictions  were  obtained  and  six  cases  are 
now  pending.  Two  injunctions  were  issued. 

The  Board  revoked  the  license  of  one  physician  because 
of  a narcotic  violation,  this  physician  having  previously 
been  convicted  in  Eederal  Court. 

.A  yearly  financial  report  of  the  Board's  activities,  as  pre- 
pared by  Johnson,  Freeman  & Company,  Certified  Public 
Accountants,  was  sent  to  and  approved  by  the  Council  of 
the  Arkansas  Medical  Society  and  published  in  the  Journal. 

Following  is  a report  of  the  Board’s  proceedings  from 


February  1,  1961  to  February  1,  1962: 

Physicians  registered  for  1962: 

Resident 1224 

Non-resident  689 

Physicians  licensed  by  examination  80 

Physicians  licensed  by  reciprocity  33 

Physicians  certified  to  other  states  83 

Licenses  revoked  for  non-payment  of  annual 

registration  fee 29 

Licenses  suspended  for  non-payment  of  annual 

registration  fee  58 

Court  convictions  obtained  2 

Cases  pending  6 

Injunctions  issued  2 

Licenses  revoked  1 


Following  is  a financial  report  covering  the  period  Febru- 
ary 1,  1961  to  February  1,  1962.  A yearly  audit  will  be  made 
in  June,  1962. 


Cash  balance  in  bank— February  I,  1961  9,843,21 


Time  deposits  ..  14,102.25  23,945.46 


RECEIPTS: 

Registration  fees  7,412.00 

Certification  fees 1,265.00 

Reciprocity  fees  4,200.00 

Examination  fees  4,475.00 

Duplicate  certificates  15.00 

Directory  sales  192.00 

Physical  Therapy  fees  and  dues  326.00 

Temporary  permits 130.00 

Mi.scellaneous  54.10 

Medical  Corporation  registration  fees  210.00 
Interest  on  time  deposits  424.71  18,703.81 


TOTAL  CASH  AVAILABLE  42,649.27 

DISBURSEMENTS: 

Salaries,  FICA  taxes.  Board  Members’ 

fees  and  expenses  9,549.09 

.Attorney’s  fee,  expense  and 

investigations  2,807.67 

Dues  and  expenses  to  Federation  of 

State  Boards  of  U.S 600.00 

Office  rent,  supplies,  printing, 

telephone,  postage,  etc  2,027.68 

Refund  of  fees  592.50 

CPA  audit  175.00 

Physical  Therapy  expense 31.00 

.Aliscellaneous— returned  checks,  bond, 
box  rent,  etc.  125.50  15,908.44 

Cash  balance  in  bank— February  1,  1962  12,213.87 

Time  deposits  14,526.96  26,740.83 


42,649.27 


ANNUAL  REPORT  TO  THE  ARKANSAS 
MEDICAL  SOCIETY 

From  Arkansas  State  Board  of  Health 
John  T.  Herron,  M.D.,  State  Health  Officer 

Vital  Statistics 

A total  of  41,006  current  births  were  recorded  in  the 
calendar  year  of  1960,  representing  a rate  of  229.6  per 
100,000  population.  17,801  deaths  were  recorded,  showing 


Volume  58,  Number  10— MARCH,  1962 


457 


Arkansas  Medical  Society  MeetinG;,  April  29-May  2,  1962 


a death  rate  of  99.7  per  100.000  population.  Also,  a total 
of  703  fetal  deaths  were  recorded,  representing  a rate  of  1.7 
per  100,000  live  births. 

The  ten  leading  causes  of  death  for  1960  were  as  follows; 


Cause  of  Death 

Total 

Rate  per  100,000  Pop 

1.  Heart  disease  (all  forms) 

6,621 

370.7 

2.  Neoplasm  (cancer) 

2,410 

134.9 

3.  Vascular  lesions  affecting 

central  nervous  system 

(stroke) 

2,284 

127.9 

4.  Accidents  (all  forms) 

1.191 

66.7 

5.  Influenza  and  Pneumonia 

901 

50.4 

6.  Diseases  of  early  infancy 

563 

31.5 

7.  Diebetes  mellitus 

249 

13.9 

8.  Nephritis  and  Nephrosis 

218 

12.2 

9.  Diseases  of  liver,  gallbladder. 

and  pancreas 

183 

10.2 

10  Tuberculosis  (all  types) 

168 

9.4 

All  deaths  are  coded  as  to  the  primary  statistical  cause 
according  to  the  rules  of  the  Manual  of  Joint  Causes  of 
Death  as  set  forth  in  the  International  Statistical  Classifica- 
tion of  Diseases,  Injuries,  and  Causes  of  Death. 

There  were  8,120  delayed  birth  certificates  and  11,272 
prior  to  the  year  1914  certificates  of  birth  placed  on  file 
during  the  year  1960, 

18,647  marriages  and  6,791  divorces  were  filed  in  the 
year  1960.  This  represents  a ratio  of  2.7  marriages  to  each 
divorce.  We  are  current  in  alphabetizing,  numbering,  and 
binding  of  marriage  and  divorce  records. 

A total  of  983  adoptions  were  processed  during  the  year 
1960.  Also,  a total  of  166  legitimations  and  a total  of  147 
changes  of  names  by  Court  order  were  processed. 

Hospitals  and  Nursing  Homes 

During  1961  the  Division  of  Hospitals  and  Nursing  Homes 
licen.sed  139  hospitals,  11  infirmaries,  and  100  nursing 
homes.  .Several  new  hospitals  and  nursing  homes  were 
licensed.  Privately  financed  atlditions  were  constructed  to 
seven  nursing  homes  in  the  .State,  adding  a total  of  164  beds. 
Thirteen  new  privately  financed  nursing  homes,  adding 
a total  of  ,630  beds,  were  completed.  Five  new  privately 
financed  nursing  homes  are  now  under  construction,  with 
a total  of  286  additional  beds.  .'\lso  two  additions  to  exist- 
ing nursing  homes,  adding  a total  of  41  beds,  are  now  in 
the  planning  stage. 

Progress  in  obtaining  compliance  with  the  Licensing  Law 
and  Standards  for  Nursing  Homes  in  the  nursing  homes  in 
the  State  is  continuing.  The  Division  now  has  a fairly 
adequate  staff  for  use  in  the  nursing  home  inspection  and 
licensure  program. 

The  annual  revision  of  the  “State  Plan  for  the  Construc- 
tion of  Hospitals  and  Related  Facilities”  was  made  as  re- 
qiured  under  the  federal  Hill-Burton  Hospital  Construction 
Prograin. 

Under  the  Hill-Burton  Program  three  nursing  home 
projects,  two  rehabilitation  center  projects,  and  two  public 
health  center  projects  were  completed  during  the  year. 
Construction  was  underway  on  fourteen  other  projects,  and 
plans  were  being  prepared  on  fourteen  others.  Also,  there 
were  ten  hospital  construction  projects  underway  where 
the  cost  of  construction  was  paid  from  local  funds. 

Plans  and  specifications  for  all  hospital  and  nursing  home 
construction  in  the  State  are  reviewed  and  approved  by 
the  Division.  Other  services  provided  by  the  Division 
personnel  include  inspection  of  all  hospital  and  nursing 
home  construction  and  routine  inspection  of  hospitals, 
nursing  homes,  and  buildings  which  are  proposed  for  use 
as  nursing  homes. 


Public  Health  Education 

The  procurement,  processing,  and  utilization  of  literature 
and  audiovisual  equipment  and  material  have  been  con- 
tinued as  in  years  past. 

Literature  processed  through  this  Division  includes  ap- 
proximately 300  titles  on  a wide  range  of  health  subjects. 
These  are  available  to  the  public  through  local  health  de- 
partments. 

At  the  end  of  the  year  the  film  library  was  composed 
of  approximately  1,100  titles,  with  1,600  prints.  There 
were  10,516  bookings  of  material,  with  an  average  of  25 
viewers  to  the  booking.  .State  Health  Department  health 
films  are  used  by  schools,  community  groups,  churches, 
hospitals,  and  medical,  nursing,  and  dental  professional 
groups,  and  schools  for  the  training  of  these.  Consultation 
and  instruction  on  the  use  of  audiovisual  materials  and 
equipment  have  been  given  to  new  personnel  when  re- 
ejuested. 

The  Division  has  given  assistance  to  other  bureaus  and 
divisions  on  request  in  conducting  workshops,  seminars, 
courses,  etc.  Also,  the  Director  and  the  health  educator 
spoke  to  several  professional  and  community  groups  in  the 
.State  on  invitation  on  subjects  relating  to  health  education. 
A major  project  of  the  year  was  a series  of  staff  education 
conferences  for  public  health  nurses  on  the  basic  concept 
and  methods  of  public  health  education. 

At  the  present  time  this  Division,  in  cooperation  with 
the  State  Library  Commission,  is  engaged  in  a project 
directed  toward  placing  up-to-date  collections  of  health 
educaiion  materials  in  all  the  public  libraries  of  the  State. 

Local  Health  Services 

Established  basic  local  public  health  services  are  being 
maintained  and  improved  when  possible.  Certain  services 
such  as  tuberculosis  control,  chronic  disease  .services,  and 
civil  defense  or  radiological  health  services  are  being  added 
and  expanded.  However,  these  services  as  well  as  many 
direct  services  to  the  local  communities  provided  by  the 
State  Health  Department  are  still  below  minimal  adequate 
standards.  It  is  impossible  to  reach  desirable  standards 
and  add  needed  services  without  considerable  additional 
financial  support  from  local,  state,  and  national  (federal) 
appropriating  bodies. 

The  recruitment  of  qualified  professional  personnel  in 
pidtlic  health  is  still  a major  problem  due  chiefly  to  our 
low  salary  scales.  We  continue  to  lose  highly  trained  person- 
nel to  other  higher  paying  opportunities.  The  total  number 
of  full-time  pidtlic  health  workers  now  employed  in  the 
.State  is  approximately  50  per  cent  of  the  number  needed 
to  render  minimal  adequate  services. 

The  total  health  of  our  population  will  improve  as  ad- 
vances are  made  in  new  medical  discoveries,  new  and 
improved  immunizations,  advances  in  environmental  sani- 
tation, nutrition,  improved  foods  and  diets,  as  well  as 
advances  in  early  detection,  diagnosis,  and  treatment  of 
preventable  and  curable  diseases  and  disorders.  The  knowl- 
edge and  awareness  of  the  public  and  its  interest  in  de- 
manditig  needed  services  to  improve  its  total  health  will 
eventually  eliminate  many  diseases,  disabilities,  and  dis- 
orders in  our  population. 

Communicabla  Disease  Control 

Again  in  1961,  as  in  1960,  approximately  1,000  more  cases 
of  notifiable  diseases  and  conditions  (951  and  1,045  respec- 
tively) were  reported  than  during  the  previous  year.  Our 
first  thought  is  that  reporting  is  improving,  but  the  increase 
in  reported  cases  of  infectious  hepatitis  (258  to  1,005) 
accounts  for  much  of  the  total  increase.  Other  noticeable 


458 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Arkansas  Mkdicai.  Socii.tv  Mkki inc,,  Arrii  29-i\Ia\  2,  I9(i2 


increases  ocemred  in  animal  bites  ( 1 ,()G4  to  1,209),  cancer 
(1,12()  to  1,339),  and  measles  (1,410  to  1,7(59)  . Noticeable 
tlecrea.ses  occurred  in  Cierman  measles  (218  to  1(58)  , mumps 
(1.071  to  7(59)  , rabies  in  animals  (320  to  234)  , streptococcal 
sore  throat  (332  to  270)  . tularemia  (73  to  (50)  , and  typhoid 
fever  (.52  to  32)  . Tbese  figures  largely  account  for  the  net 
increa.se  of  931  ca.ses. 

The  first  case  of  botulism  recoriled  in  Arkansas  morbidity 
occurretl  when  a 3(5-year-old  white  female  resident  of  White 
Clounty  was  hospitali/etl  in  an  adjoining  county  on  Novem- 
ber 23  with  acute  food  poisoning  anil  died  within  .seven 
hours.  The  death  certificate  was  signed  out  as  "footl  poison- 
ing, probably  botulism.  " First  information  came  from  the 
death  certificate  filed  in  the  Bureau  of  Vital  .Statistics, 
Oecember  (5,  19(51;  no  further  details  were  available  to  sub- 
stantiate the  diagnosis  of  botidism. 

For  the  13th  consecutive  year  no  smallpox  case  has  oc- 
curred in  the  State:  and  for  the  2nd  consecutive  year  no 
proven  malaria  case  has  been  recorded,  and  for  the  11th 
vear  no  case  of  local  transmission  of  malaria  has  been 
proven.  The  4 cases  of  diphtheria  and  the  23  cases  of  polio- 
mvelitis  reported  constitute  an  all-time  low  for  these  con- 
ditions. Intensification  of  immunization  of  susceptibles  will 
keep  our  sights  on  the  goal  of  eradication. 

1961  iluplicated  the  1958  all-time  low  of  32  cases  of 
typhoid  fever  since  recording  began  in  1920.  The  all-time 
high  reporting  of  typhoid  fever  was  in  1925  when  1,367 
cases  were  reported.  Of  the  32  cases  reported  in  1961,  5 
were  traceil  to  a chronic  typhoid  carrier  who  was  identified 
in  1960  when  she  w'as  responsible  for  8 cases.  All  13  cases 
were  family  contacts.  The  sources  of  the  2 cases  in  Missis- 
sippi County  were  found  to  be  the  patient's  grandmother 
in  each  instance.  One  patient's  grandmother  lived  in  Missis- 
sippi County,  and  the  other  patient’s  grandmother  in  Sharp 
County.  Sources  were  not  located  for  the  other  25  cases: 
Pulaski  County  4;  Benton  County  3;  Desha,  Garland,  Grant, 
Pope,  2 each;  and  Boone,  Chicot,  Jefferson,  Lee,  Miller, 
•Monroe.  Sebastian,  Sharp,  Van  Buren,  Yell,  1 each.  One; 
other  "granilmother”  carrier  was  identified  in  Ouachita 
County  by  epidemiological  investigation  resulting  from  a 
ca,se  in  a California  resident  who  had  visited  her  grand- 
parents and  other  relatives  in  .Arkansas.  Three  known 
carriers  moved  into  .Arkansas  from  other  states,  but  one 
sub.sequently  returned  to  the  state  of  origin.  One  Arkansas 
carrier  also  moved  to  another  state  during  1961 . two  carriers 
died,  and  two  were  relea.sed  after  complying  with  .Arkansas 
State  Board  of  Health  regulations.  We  can  expect  an 
occasional  case  of  typhoid  as  long  as  there  are  110  known 
active  carriers  of  the  182  that  have  been  identified,  even 
though  this  group  remains  under  surveillance.  .Al.so  there 
are  obv  iously  some  ‘mis.sed  cases  ",  as  well  as  unknown 
number  of  typhoiil  carriers  that  for  some  reason  or  other 
elude  identification,  who  compose  the  reservoir  of  the  in- 
fection. 

We  are  grateful  to  the  .American  National  Red  Cro.ss 
for  furnishing,  free  of  charge,  gamma  globulin  to  .Arkansas 
for  the  17th  consecutive  year.  The  supply  is  meager  and  is 
allocated  on  a population  basis  to  the  counties  of  the  State 
for  distribution  through  the  local  health  departments  for 
use  in  prevention  of  measles  (rubeola  ) and  infectious  hepa- 
titis in  family  contacts.  Demands  for  gamma  globulin 
greatly  exceed  the  local  supply:  therefore,  every  effort 
should  be  made  to  utilize  privately  purchaseil  gamma 
globulin  when  possible. 

Tetanus  reporting  in  most  instances  has  been  from  death 
certificates,  with  1 1 cases  reported  each  of  the  past  two 
years. 


Sligbl  increases  were  noted  lor  amebiasis,  blastomycosis, 
brucellosis,  encephalitis,  histoplasmosis,  enteric  conditions, 
and  endemic  tvphns  fever,  as  well  as  occupational  disca.se 
of  the  eye.  It  is  obvious  that  unclcr-re|jorting  is  a common 
occurrence  in  all  conditions.  I he  more  serious  the  ailment, 
usually  the  more  dependable  reporting  is;  however,  we  en- 
deavor to  follow  leads  of  outbreaks  in  order  to  improve 
the  accuracy  of  the  .Arkansas  incidence  of  disease  that  we 
may,  in  turn,  make  available  to  the  medical  ]jrofe.s,sioTi  a 
more  accurate  statistical  picture  of  the  true  situation  in 
Arkansas. 

Veterinary  Public  Health  Services 

1 he  veterinary  public  health  program  of  the  .State  of 
.Vrkansas  experienced  a verv  Imsy  year  in  the  area  of  animal 
diseases  tran.smi.ssible  to  man,  as  well  as  conditions  which 
are  common  to  man  and  animals.  The  problems  encountered 
were  approached  with  vigor  and  enthusiasm.  The  idea 
behind  such  efforts  was  to  expedite  the  distribution  and 
application  ol  all  known  knowledge  relative  to  the  control 
of  tbese  animal  diseases.  .\  particular  effort  was  made  to 
place  much  material  and  information  in  the  hands  ot  local 
health  iitiits,  veterinary  practitioners,  phvsicians,  and  other 
interested  individuals  and  agencies. 

.\  few  ot  the  diseases  which  are  readily  acquired  by  man 
from  animals  and  prevalent  in  .\rkansas  are:  rabies,  brucel- 
losis, lejrtosirirosis,  tularemia,  anthrax,  bovine  tidrercnlosis, 
psitticosis,  salmonellosis,  equine  encephalomyelitis,  and  a 
number  of  fungus  diseases,  such  as  blastomycosis,  histoplas- 
mosis, actinomycosis  and  nocardiosis.  Other  diseases  which 
occur  to  a slightly  lesser  extent  and  may  be  associated  with 
animals  are  tentanus  and  ringworm. 

For  1961.  the  .State  of  Arkansas  had  a total  of  246  cases 
of  rabies  reported  in  animals.  Fhis  total  represents  a re- 
duction of  94  cases  from  the  previous  year.  1 he  reduction 
was  more  noticeable  in  the  dog  populations  of  tlie  State. 
For  example,  the  reported  cases  of  positive  rabies  in  dogs 
was  almost  50  per  cent  fewer.  4 here  were  seven  or  eight 
fewer  cases  leported  in  foxes,  while  cattle  had  more  cases 
re|K)rtcd  as  positive  over  the  year  1960.  .A  breakdown  of 
the  leported  cases  of  rabies  in  animals  by  species  is  as 
follows;  foxes  107;  dogs  41;  cattle  81;  cats  7:  others  10.  1 he 
.State  Hygienic  Laboratory  examined  803  animal  heads  for 
rabies  during  the  year  1961.  During  the  year  1961,  the  State 
Health  Department  received  reports  of  1,209  animal  bites 
to  humans.  Out  of  this  number  of  exposed  individuals  to 
animals  bites  it  was  necessary  for  the  fandly  physician  to 
administer  the  Pasteur  treatment  to  a reported  474  in- 
dividuals. 1 he  records  also  indicate  that  well  over  90,000 
dogs  maintained  in  the  State  received  injections  of  pre- 
ventive vaccine  for  rabies.  The  State  of  .Arkansas  still 
has  sizeable  and  serious  rabies  problems  to  combat.  Fhis 
is  especially  true  of  the  fox  and  cattle  popidations  of  the 
State. 

File  State  Health  Department  prepared  a brochnre  on 
the  Control  of  Rabies  and  Dog  Bite  Cases  and  distributed 
to  physicians,  veterinarians,  pidilic  health  units,  and  emer- 
gency hospital  clinics.  4 his  publication  was  well  received 
bv  all  interested  individuals  as  being  timely  and  helpful  in 
the  treatment  and  phases  of  management  in  connection 
with  animal  rabies  and  human  exposures. 

File  .Animal  Morbiditv  Report  which  is  published  each 
month  and  distributed  by  the  State  Health  Department 
continues  to  receive  excellent  response  from  interested 
individuals  and  agencies.  The  report  has  a rc|)utation  of 
being  one  of  the  most  interesting,  and  perhaps  the  "Num- 
ber 1"  reiiort,  of  its  kind  in  the  I'nited  States. 

In  addition  to  the  above  activities,  the  Division  ot  \'et- 
erinary  Public  Health  had  an  active  part  in  two  research 
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projects:  1)  Pre-exposure  human  rabies  protection  for  high 
risk  individuals.  2)  The  presence  of  blastomycosis  and 
other  fungus  diseases  in  the  dog  population  of  Arkansas; 
also  provided  lectures  and  periods  of  instruction  for  medi- 
cal students,  pharmacy  students,  microbiology  sections, 
physicians,  veterinarians  and  interested  civic  groups  on  the 
disease  of  animals  transmissible  to  man. 

Tuberculosis  Control 

During  1961  the  Division  of  T ulterculosis  Control  con- 
tinued its  program  of  case  detection  through  the  Mobile 
•Survey  Units  and  specific  nursing  activities  and  maintained 
a Central  Registry  of  all  known  cases  of  tuberculosis  and 
tuberculosis  suspects.  At  tbe  1961  meeting  of  the  State 
Legislature,  .Act  275  was  passed  providing  additional  funds 
earmarked  for  expanding  the  tuberculosis  program  to 
provide  diagnostic  and  supervisory  out-patient  chest  clinics 
in  areas  of  high  incidence  throughout  the  State. 

During  the  last  six  months  of  1961  an  analysis  was  made 
of  the  tuberculosis  problem  in  many  areas  of  the  State. 
Certainly  the  main  problems  confronting  us  are  adequate 
evaluation  of  contacts  to  known  cases  and  other  suspects  and 
thorough  treatment  of  proven  cases. 

We  can  be  optimistic  about  ttibcrculosis  control  in  .Ar- 
kansas if  known  principles  of  diagnosis  and  treatment  arc 
applied  on  a broad  scale.  Everv  effort  to  provide  a consult- 
ing service  to  individual  physidavis  and  health  departments 
throughout  the  State  to  help  in  this  endeavor  is  being 
made. 

Venereal  Disease  Control 

Calendar  year  1961  showed  an  increase  in  jiiimarv  and 
secondary  syphilis  of  thirty  per  cent  ocer  1960.  thus  making 
the  fifth  consecutive  vear  that  earlv  syphilis  morbidity 
has  inclined. 

T he  State  Health  Department  is  cognizant  of  the  vital 
role  played  by  the  general  practitioner  in  the  ultimate 
control  of  syphilis,  as  more  than  fifty  per  cent  of  the 
State’s  early  infectious  cases  were  reported  bv  this  grotip. 

Personnel  of  the  Venereal  Disease  Control  Division  have 
personally  visited  1,032  physicians  in  an  attempt  to  solicit 
their  cooperation  in  methodical  reporting  of  cases.  These 
workers  have  been  well  received  bv  ninety-five  per  cent  of 
the  physicians  visited,  and  most  physicians  have  agreed  to 
accept  the  interviewer-investigator  services  offered  by  the 
department. 

The  Division  continues  to  [novide  consultation  to  local 
health  departments  in  carrying  out  jnograms  of  selective 
blood  testing,  assisting  in  programs  of  jniblic  information, 
and  in  the  maintenance  of  records  and  reporting  proce- 
dures. 

.As  always,  the  lack  of  adequate  diagnostic  and  treatment 
services  for  medically  indigent  patients  continues  to  serious- 
ly curtail  the  efforts  of  the  Division  in  effecting  venereal 
disease  control. 

Maternal  and  Child  Health 

I he  Division  personnel  at  the  end  of  the  year  consisted 
of  a director,  consultants  in  pediatrics,  obstetrics,  nutrition, 
maternal  and  child  health  nursing,  school  health  educa- 
tion, hearing  and  vision,  audiology,  speech  pathology, 
speech  therapy,  psychologists,  a medical  social  consultant, 
and  clerical  staff. 

The  Division  operates  a Hearing  and  Speech  Center 
and  a Special  Project  for  Evaluation  of  Mentally  Retarded 
Children;  cooperates  in  a .Special  Project  for  Obstetric 
Education  and  Consultation  in  the  University  of  Arkansas 
■School  of  Medicine  and  in  support  of  the  Arkansas  Council 
on  Children  and  Youth. 

The  professional  staff  had  major  responsibility  for  or- 
ganizing a workshop  in  school  health  and  was  active  in 


numerous  other  workshops,  institutes,  teaching  conferences, 
college  lectures  and  programs  of  community  organizations, 
radio,  and  television.  For  the  Ihiiversity  of  Arkansas  Medi- 
cal Center,  Maternal  and  Child  Health  Division  staff  mem- 
bers organized  and  took  part  in  teaching  the  unit  on  public 
health  for  second  year  medical  students,  taught  in  the 
courses  in  public  health  for  senior  pharmacy  students  and 
nursing  students,  and  taught  in  courses  in  obstetrics  and  in 
jjediatrics  for  third  year  medical  students.  They  also  took 
part  in  orientation  of  newly-employed  local  public  health 
personnel. 

Maternity  Care 

Maternity  clinics  were  conducted  by  local  physicians  as- 
sisted bv  public  health  nurses  in  seventeen  counties  as  part 
of  the  local  health  program  for  pre-  and  post-natal  care 
of  maternity  patients,  especially  those  expecting  to  use 
midwives.  In  1960  a total  of  2,534  w’omen  attended  these 
clinics  for  an  average  of  2.63  visits  each;  767  were  given 
post-j)artum  examination  within  twelve  weeks  after  de- 
livery. Six  of  the  clinics  were  used  as  teaching  clinics  for 
medical  students,  arranged  by  the  Special  Obstetric  Project 
as  a means  of  familiarizing  the  students  rvith  public  health 
as|5ects  of  maternity  care. 

Midwife  Control 

In  nine  years  since  regulations  were  passed  by  the  State 
Board  of  Health  setting  up  standards  for  obtaining  permits 
to  practice  midwifery  and  forbidding  practice  without  a 
permit,  the  total  number  of  active  midwives  dropped  from 
719  to  325,  the  fewest  ever  registered  in  the  State,  These 
325  reported  3,614  deliveries,  8.8  per  cent  of  total  live 
births  in  1960,  also  a new  low.  Permits  are  issued  annually 
by  this  Division  over  signature  of  the  State  Health  Officer 
on  request  of  local  medical  directors  and  public  health 
nurses.  All  but  37  of  the  325  active  midwives  had  permits 
in  1960.  These  37  reported  119  births.  Monthly  classes 
were  held  by  the  public  health  nurses  in  all  counties  with 
midwives.  Midwives  are  required  to  attend  the  classes  and 
to  meet  certain  other  requirements,  including  a physical 
examination. 

■A  detailed  record  is  kept  by  this  Division  on  each  mid- 
wife and  a tabulation  of  all  midwife  deliveries  is  distributed 
annually. 

Child  Health 

In  1960,  541  premature  infants  were  served  by  public 
health  nurses,  with  incubators  loaned  to  64  families.  The 
nurses  instruct  and  demonstrate  to  the  family  complete 
nursing  care  of  these  infants.  .Approximately  7 per  cent 
of  the  infants  born  alive  in  the  .State  last  year  were  born 
prematurely. 

.A  special  project  to  study  combined  hospital-home-care  of 
inemature  infants  was  set  up  in  Jefferson  County,  but 
was  just  beginning  operation  at  the  end  of  1961. 

Well-child  medical  supervision  was  provided  4,457  chil- 
dren at  well-child  conferences  in  23  counties.  These  were 
arranged  by  public  health  nurses  and  ordinarily  held  in 
the  local  units.  Approximately  one-half  of  the  children 
examined  in  the  conferences  were  under  one  year  of  age; 
85  per  cent  were  under  5. 

School 

A total  of  651  school-age  children  were  seen  in  well-child 
medical  conferences  in  1960,  with  an  additional  10,220 
given  public  health  nursing  service.  Another  4,457  were 
examined  in  the  school  health  program  in  areas  where  a 
health  department  physician  w^as  available;  1,547  of  these 
were  examined  with  parent  present.  Other  school  health 
activities  included  6,917  conferences  between  public  health 
nurses  and  teachers  (4,751  on  matters  relative  to  pupils  and 
2,166  relative  to  school  problems)  . 
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Schools  in  c\c'ia  (oimt\  in  ihc  Stale  lia\c  conducted  hear 
ing  and  vision  screening  jirograins  at  some  lime  since  the 
program  was  initiated  in  I!)18.  Healtii  department  person- 
nel assist  in  community  planning  for  these  programs  and 
leach  and  supercise  rolunteer  workers  who  clo  the  testing. 
1 his  Division  pro\  ided  pure-lone  audiometers  and  Massa- 
chusetts vision  kits  for  conducting  the  screening  tests  and 
consultant  ser\  ice  to  loctd  health  units  and  schools. 

In  the  1960-61  school  year,  76,605  were  given  hearing 
tests  in  fifty-four  counties,  with  1,377  referred  for  medical 
attention.  In  \ision  testing  programs  in  sixty-two  counties. 
SO.r.’S  were  screened,  with  5.212  referred  for  medical  atten- 
tion. 

new  wall  fliir-chart,  "Recommended  Procedures  for 
Handling  Emergency  Illnes.ses  and  Accidents  at  School,” 
was  prepared  and  distrihuted  to  schools.  T his  was  reviewed 
hy  the  chairman  of  tlic  Committee  on  School  Health  and 
Physical  Fitness  of  the  .Arkansas  Medical  Society. 

Participation  in  two  State-level  joint  committees  con- 
tinued, as  did  the  organization  and  staffing  of  one  work- 
shop and  a series  of  faciiltv  institutes  on  health. 

Nutrition  Service 

T he  Nutrition  Serr  ice  staff  now  includes  one  chief  nutri- 
tion consultant,  five  district  nutritionists  (one  is  part- 
time),  and  one  dietitian  consultant  (part-time).  District 
nutritionists  are  now  working  in  31  counties.  Services  of 
nutritionists  include  consultation  with  local  public  health 
nurse,  consultation  with  local  physician,  consultation  with 
teachers,  lunchroom  workers,  home  demonstration  agents, 
and  work  with  community  groups  desiring  nutrition  in- 
formation. The  1962  .Arkansas  Diet  Manual  was  received, 
and  distribution  was  started  with  copies  being  sent  to 
physicians,  dietitians,  hospitals,  nursing  homes,  medical 
students,  public  health  nurses,  and  reference  copies  to 
schools  of  nursing  and  home  economics.  In  addition  to 
editing  the  Arkansas  Diet  Manual,  the  dietary  consultant 
served  as  editor  for  the  Food  Service  Guide  for  Arkansas 
Nursing  Homes  and  also  edited  Your  Patient’s  Tray,  the 
newsletter  for  hosjjitals  and  nursing  homes. 

Arkansas  Children's  Hearing  and  Speech  Center 

It  is  the  purjzose  of  Arkansas  Children’s  Hearing  and 
Speech  Center.  801  Battery,  Little  Rock,  to  offer  a free 
speech  or  hearing  e\al nation  to  anv  .Arkansas  child  up 
to  21  years  of  age  and  also  to  provide  therapy  for  those  chil- 
dren and  adults  who  need  this  training. 

Routine  hearing  and  speech  evaluations,  using  specialized 
techniques,  are  made  to  assist  in  understanding  such  handi- 
caps as:  aphasia,  articulatory  problems,  cerebral  palsy,  cleft 
palate,  delayed  speech,  hard-of-hearing,  and  stuttering. 

T his  past  year,  the  jtrofessional  staff  of  the  Hearing  and 
■Speech  Center  consisted  of  an  audiologist,  two  speech 
pathologists,  and  a fnll-time  and  part-time  speech  therapist. 

During  1961,  197  patients  were  evaluated,  187  rechecks 
were  done,  60  counseling  sessions  held,  and  2,369  half-hour 
patient  therapv  visits  were  administered  to  a total  of  118 
patients.  For  the  State  Department  of  Public  AVelfare, 
consultant  sercices  hy  the  Hearing  and  Speech  Center  staff 
were  offered  at  twenty-seven  Crippled  Children’s  Division 
clinics  in  Little  Rock  and  throughout  the  State.  .Also,  the 
staff  attended  26  pediatric  clinics  at  the  University  Medical 
Center,  and  an  orientation  program  for  approximateh 
eighty  medical  students  (in  groups  of  eight)  was  given 
at  the  Hearing  and  Speech  Center  during  the  year.  Com- 
plete audiometric  evaluations  were  given  to  98  patients  of 
A'eterans  .Administration. 

.A  program  for  training  students  in  the  fields  of  speech 
and  hearing  was  begun  last  summer  at  Little  Rock  Uni- 
versity. In  June  and  July,  one  and  one-half  hours  daih 


wcie  devoted  to  ilie  teacliing  of  an  introductory  course 
in  comunicalion  disorders.  Two  more  courses  were  offered 
during  the  1961  fall  semester  for  a total  of  86  teaching 
hours.  Though  a full  complement  of  students  was  not 
enrolled  for  the  courses,  there  was  a great  deal  of  interest 
aroused,  and  all  signs  point  to  an  increase  in  enrollment 
the  second  semester. 

Mental  Retardation  Project 

The  .Arkansas  Child  Development  Center,  the  .State 
Health  Department’s  evaluation  and  counseling  service  for 
children  thought  to  be  mentally  retarded,  provided  evalu- 
ations for  271  children  in  1961.  Since  August  of  1958  only 
children  under  7 years  of  age.  except  for  a very  few  older 
children  with  special  problems  have  been  seen.  Public 
Health  nursing  service  was  given  to  1,073  mentally  retarded 
children  during  1960. 

Studies 

Information  is  collected  routinely  for  reports  and  studies 
on  maternal  deaths,  neo  natal  deaths,  premature  births  and 
deaths,  hearing  and  vision  screening  in  the  schools,  and 
midwife  activities.  Monthly  reports  of  infants  with  mal- 
formations or  birth  injuries  are  made  to  the  Crippled  Chil- 
dren’s Division  of  the  State  Department  of  Public  Welfare. 
In  1960,  320  infants  were  referred. 

Vital  Statistics 

Live  births  in  llie  Stale  continue  to  decline;  the  41,006 
registered  in  1960  is  the  lowest  since  1915  and  nearly  7,000 
below  the  peak  year  of  1949. 

Infant  deaths  increased.  1,036  infants  under  one  year 
of  age  died  in  1960,  for  a rate  of  25.8  per  thousand  live 
births,  an  increase  of  2.0  per  thousand  from  the  preceding 
year. 

Prematuritv  continues  as  the  leading  cause  of  infant 
death. 

.A  total  of  27  maternal  deaths  occurred  in  1960,  for  a 
rate  of  6.5  per  ten  thousand  live  births.  Provisional  figures 
for  the  United  States  indicate  a rate  of  3.2  per  10,000  live 
births  for  the  same  vear. 

Heart  Disease  Control 

The  cooperative  efforts  of  the  State  Health  Department, 
the  .Arkansas  Heart  .Association,  the  Department  of  Cardi- 
ology of  the  University  of  Arkansas  School  of  Medicine, 
ancl  several  civic  organizations  and  communities  during 
1961  were  directed  towards  public  education,  improved 
community  services,  and  physician  education  in  the  over- 
all heart  clisea.se  control  program.  Physicians  and  the  gen- 
eral public  are  becoming  more  interested  in  the  rapid 
e.xpansion  of  the  research  effort,  improved  diagnosis  and 
treatment,  and  the  eventual  decline  in  the  annual  number 
of  disabilities  and  premature  deaths  caused  b\  cartlio- 
\ascular  diseases  ancl  disabling  abnormalities  of  the  heart 
and  blood  vessels. 

Public  clinic  facilities  for  diagnosis  and  treatment  are 
limited.  However,  the  clinic  located  at  the  University  of 
.Arkansas  School  of  Medicine  is  operating  at  full  capacitv. 
Referrals  are  effected  by  physicians  ancl  local  health  units 
throughout  the  State.  During  the  twelve-month  period,  ap- 
proximately 6,000  individuals  were  examined  in  the  clinics; 
of  this  number  approximately  1,000  were  found  to  have 
cardiovascular  disease  and  received  treatment.  It  is  esti- 
mated that  16  per  cent  of  all  referrals  have  some  tvpe  of 
cardiovascular  disease  or  condition  that  can  be  improved 
or  cured.  This  fact  alone  justifies  further  expansion  of 
clinical  services  ancl  public  and  physician  education. 

This  Division  continues  to  provide  financial  assistance 
to  clinics,  provide  approved  pamphlets,  films,  and  other 
educational  materials  to  interested  organizations  ancl  au- 
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tliorized  agencies  for  distribution  and  teaching  purposes  in 
the  educational  phase  of  the  program  for  both  lay  and 
professional  groups. 

Mental  Hygiene 

During  the  year  the  Division  continued  its  financial  aid 
and  support  to  the  adtilt  and  child  psychiatric  clinic  at  the 
L’niversitv  of  Arkansas  School  of  Medicine  and  the  Family 
and  Child  Guidance  Clinic  at  Ft.  Smith,  Arkansas. 

Fhe  Division  cooperated  and  participated  in  the  local 
and  State  wide  Parent-Teacher  Association  program  em- 
phasizing mental  health  during  the  year.  Public  education 
in  the  area  of  mental  health  was  a major  activity.  An 
indication  of  the  efforts  in  this  direction  has  been  the 
increa.sed  interest  in  and  the  communitv  support  of  the 
Ft.  Smith  and  Pulaski  Countv  clinics  and  the  interest  for  a 
clinic  in  the  Pine  Bluff  area. 

Fhe  Division  ptirchased  many  e.xcellent  mental  health 
films  and  iramphlets  for  distribution.  Fhese  educational 
aids  are  in  great  demand  throughout  the  State. 

During  the  1961  General  .Assembly  a bill  was  presented 
which  would  make  State  funds  available  to  the  Division 
for  greater  support  and  assistance  to  local  communities 
in  the  establishment  of  mental  health  facilities.  The  bill 
failed  to  become  an  .Act.  1 his  means  that  needed  basic 
assistance  to  local  communities  will  not  be  available  except 
for  the  inadctpiate  federal  grant-in-aid  funds.  The  success 
of  the  Ft.  Smith  clinic  stronglv  indicates  that  once  a facility 
is  established  and  proves  its  worth,  the  communitv  will 
accept  and  support  the  facilitv.  Fhe  philosophv  of  the 
Division  continues  to  be  one  of  believing  that  the  major 
support  and  direction  of  mental  health  programs  should 
come  from  local  communities  rather  than  from  the  State  or 
federal  government.  However,  most  areas  will  require 
some  state  and  federal  assistance  to  begin  their  programs 
that  can  eventuallv  hope  to  meet  the  very  large  number 
of  mental  health  problems  that  exist  in  anv  area  of  the 
State. 

Public  Health  Nursing 

Fhe  Division  of  Piddic  Health  Nursing  has  worked  witli 
the  other  Divisions  in  planning  and  su|rervising  the  activi- 
ties of  the  local  staff  nur.ses  in  order  to  offer  the  best 
generalized  service  possible  with  existing  personnel  and 
facilities. 

I Itcre  are  now  132  public  health  nurses  employed  in 
local  health  units  and  the  Genlral  Office.  .At  present  there 
are  eleven  counties  without  nursing  service.  Forty-three 
counties  have  onlv  one  public  health  nurse  while  twenty- 
one  counties  have  two  or  more  public  health  nurses. 

I here  were  88,992  home  and  office  visits  made  by  the 
public  health  nurses,  194,028  immunizations  were  com- 
pleted, and  23,480  people  were  .seen  in  clinic  situations. 

I here  are  23  348  families  listed  in  the  public  health 
nurses’  case  load.  Fhe  nmses  attended  workshops  on  tidter- 
culosis.  sight  conservation,  heart  conditions,  464  visits  were 
made  to  the  countv  health  units  by  the  nursing  supervi.sors 
and  consultants.  4 he  usual  iu-serv  ice  conferences  were 
held.  I he  topic  for  discussion  this  vear  was  maternal 
and  child  health  problems. 

1 he  Director  of  the  Division  of  Public  Health  Nursing 
worked  with  the  Director  of  the  Bureau  of  Local  Health 
■Service  and  the  staff  in  Ouachita  County  conducting  a 
survey  to  establish  the  need  for  nursing  care  in  the  home 
for  chronically  ill  and  aged,  then  in  developing  a plan 
tor  a pilot  project  to  offer  this  service  starting  in  the  fall 
of  1961. 

Dental  Health 

Ihrough  efforts  of  the  State  Health  Officer  and  the 
Arkansas  State  Dental  .Association,  the  State  Legislature 


provided,  for  the  first  time,  special  funds  for  the  financing 
of  the  .Arkansas  state  dental  pidtlic  health  program,  which 
at  this  time  is  stipported  exclusively  by  State  funds. 

Fhe  active  State  dental  public  health  program  has  been 
enlarged  bv  the  addition  of  new  program  activities  (re- 
search) . Existing  activities  (edtication,  prevention,  care) 
have  been  expanded. 

The  State  dental  ptdilic  health  program  needs  further 
expansion  in  all  dental  public  health  areas  (research,  edu- 
cation, prevention,  anef  care)  for  the  elevation  of  the  dental 
health  standard  of  the  population  of  Arkansas, 

Sanitary  Engineering 

AA'ater  works  systems  were  constructed  at  Ratcliff,  AVTst 
Fork,  and  Horseshoe  Lake,  New  water  plants  were  con- 
structed at  Des  .Arc,  .Altheimer,  Manila,  Charleston,  Sheri- 
dan, and  Morrilton, 

Sewerage  systems  and  treatment  plants  were  constructed 
at  Elaine,  .Altheimer,  and  Marmaduke,  New  sewage  treat- 
ment plants  were  constructed  at  DeQueen,  El  Dorado,  Des 
.Arc,  Danville,  Charleston,  Smackover,  and  Springdale. 

.A  total  of  556  sets  of  plans  for  water,  sewerage,  swimming 
pools,  and  miscellaneotts  sanitary  improvements  were  ap- 
proved during  this  year,  Fhe  cost  of  these  improvements 
is  estimated  at  $F4,()()0,00(), 

Fhe  Division  of  AA'ater  and  Sewage  Control  now  has 
under  supervision  245  public  water  systems  that  serve  a 
popidation  of  895,000;  147  sewerage  systems  that  serve 
825  000:  and  257  swimming  pools, 

L.icenscs  were  issued  to  558  water  works  operators  in 
accordance  with  .Act  333  of  1957. 

I’lumbing  Division  reports  13  communities  adopting 
plumbing  codes  dttring  the  year  and  the  licensing  of  1,047 
master  ]rlumbers.  940  journeymen  plundjers,  and  282  ap- 
prentice ]}lumbers. 

Food  and  Drug  Division  found  148  tons  of  food,  drugs, 
and  cosmetics  to  be  misbranded,  adulterated,  or  otherwise 
in  violation  of  the  .Arkansas  Food  and  Drug  Laws. 

Two  food  poisoning  outbreaks  were  investigated  during 
the  year,  and  14  court  cases  were  consummated;  six  for 
the  violation  of  .State  Drug  Laws  and  eight  pertaining  to 
footl  violations. 

With  the  passage  of  .Acts  415,  416,  417,  418,  and  419, 
large  amounts  of  time  and  work  were  necessary  to  set  up 
the  necessarv  recortl-keeping  so  that  all  narcotic  registrants 
in  the  State  were  compiled  to  receive  the  regtdations  and 
necessary  material. 

Fhe  State  Board  of  Health  proimdgated  new  Afeat  and 
Meat  Froducts  Regtdations  during  the  year,  and  manv 
laboratorv  samples  were  analyzed  to  bring  the  meat  in- 
dustrv  into  compliance  with  the  regulations. 

Eleven  narcotic  addicts  were  apprehended  tluring  the 
vear,  and  six  of  those  apprehended  voluntarily  entered  a 
Federal  Narcotic  Treatment  Genter. 

1 he  laboratorv  also  examined  295  sanqtles  of  food  and 
drugs,  with  1,808  determinations  being  made  on  the 
samples. 

Fhe  Division  of  Dairv  Prodticts  completed  986  sanitary 
inspections,  issued  1,032  licenses,  rejected  23,323  pounds 
of  milk  because  of  sediment,  rejected  2.914  pounds  of  milk 
because  of  water,  and  in  general  made  progress  toward  con- 
siderable im|)rovement  in  the  .-Arkansas  milk  stipplv. 

Laboratories 

T he  Bui  eau  of  Laboratories  offers  direct  diagnostic  serv- 
ices to  private  physicians  and  hospitals  as  well  as  services 
related  to  the  programs  of  other  Divisions  of  the  State 
Health  Department.  .All  of  these  services  amount  to  ap- 
proximatelv  3()().()()()  examinations  of  various  types  each 
vear. 
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Diagiioslic'  sen  ices  olfereil  to  phvsieiaiis  aie  liiiiitetl  to 
those  lia\ini>  piihlie  health  significance  and  consist  inaiidy 
of  tests  for  \eneieal  diseases,  tnl)ciculosis,  enteric  fevers, 
intestinal  parasites,  and  other  connminicahle  diseases  of 
hatterial  origin.  .Specimens  are  received  from  physicians 
throughout  the  State  and  positive  findings  often  give  im- 
portant  information  of  public  health  significance  by  in- 
dicating the  type,  amount,  and  location  of  certain  com- 
municable diseases.  Epidemiological  investigation  and  pre- 
ventive measures  can  then  he  taken  in  time  to  prevent 
serious  outbreaks. 

In  cases  of  susirected  diphtheria  and  tephoid  fever,  physi- 
cians can  give  valuable  help  by  sending  us  suitable  material 
for  cultures  before  treatment  is  given.  .All  isolations  of 
diphtheria  organisms  are  typed  and  the  virulence  deter- 
mined. .All  i.solations  of  Salmonella  tvphi  are  phage  typed. 
It  is  known  that  healthv  carriers  play  a large  part  in  the 
spread  of  these  two  di.seases  in  our  State,  hut  any  attempt 
to  relate  carrier  to  case  is  handicairped  if  no  causative  agent 
has  been  isolated  from  the  sick  patient.  If  the  diagnosis 
has  been  bacteriologically  confirmed  by  a private  or  hos- 
pital laboratory,  the  physician  is  in  a position  to  recpiest 
that  the  culture  be  saced  and  sent  to  us  for  teping  before 
it  has  been  discarded. 

I'he  A'irus  Laboratory  of  the  U.  S.  Public  Health  Service 
Ciommunicable  Disease  Cientcr  has  found  it  nece.ssary  this 
year  to  limit  drastically  the  amount  of  diagnostic  material 
that  may  be  referred  to  them.  Paired  sera  mav  still  be  re- 
ferred for  complement-fixatioTi  tests  if  the  snspected  disease 
is  one  for  which  such  tests  are  practical,  but  stool  specimens 
for  virus  isolation  may  be  referred  onlv  from  cases  of 
jxiralytic  polio.  Serologic  tests  for  fungus  and  rickettsial 
diseases  as  well  as  leptospirosis  are  also  still  available. 

Our  laboratory  records  for  the  year  show  a definite  in- 
crease in  the  number  of  isolations  of  Shigella  (bacillarc 
dysentery).  Salmonella  typhi  accounted  for  more  than  half 
of  all  the  Salmonella  found.  Of  the  other  types.  Salmonella 
tvphimurium  was  the  most  common. 

Of  259  intestinal  parasites  found,  hookworm  accounted 
for  18,  roundworm  15,  pinworm  LS,  dwarf  tapeworm  11, 
Giardia  lamblia  41,  Endamoeba  coli  52,  Endolimax  nana  50, 
Endamoeba  histoly  tica  LS,  Endamoeba  hartmanni  21,  and 
miscellaneous  25.  Elndamoeba  hartmanni  was  foiinerlv 
known  as  the  small  race  of  Endamoeba  histolytica  and  is 
now  thought  to  be  nonpathogenic  or  only  mildly  so.  In- 
cluded in  the  miscellaneous  parasites  found  were  worm 
segments  and  ova  from  a patient  with  beef  tapeworm 
(Taenia  saginata)  . Intensive  treatment  residted  in  the 
recovery  of  a tapeworm  measuring  6 feet  8 inches.  1 he 
head  and  neck  of  the  worm  were  present. 

.More  than  10,000  sputums  were  received  in  the  tuber- 
culosis laboratory  with  au  increase  in  positive  findings. 
Over  100  cultures  were  positive  for  acid  fast  bacilli  which 
were  not  typical  of  the  tid)ercle  bacillus.  These  atypical 
organisms  are  not  virulent  for  laboratory  animals  but  may 
or  may  not  cause  infection  in  man. 

Both  the  numher  of  smears  and  the  number  of  jrositive 
findings  for  gonorrhea  increased.  Pests  for  syphilis  con 
tinned  to  decline.  The  nundter  of  private  laboratories 
presently  airproved  for  the  performance  of  premarital  and 
prenatal  blood  tests  is  107.  Of  these,  101  are  approved  for 
the  A'DRl.  test.  Premarital  blood  tests  for  svphilis  per- 
formed by  all  approved  laboratories  showed  appioximateh 
1.4  per  cent  to  be  reactive  and  1.6  per  cent  to  be  weakly 
reactive. 

In  the  Chemistry  Dicision,  emphasis  was  placed  on  ra- 
diological defense  activities  and  the  anaivsis  of  products 
from  the  meat  packing  industries. 

.About  500  jjersons  were  trained  in  radiological  defense 
monitoring  of  air,  food,  and  water.  This  Division  has  also 


continued  to  operate  sampling  stations  for  the  U.  S.  Public 
Health  Service.  .Air  sam|)les  arc  collected  ferr  the  Gom- 
munitv  Air  Pollution  Program  and  air  and  rain  samples 
for  the  National  Surveillance  Network.  Radioactive  fallout 
during  the  first  part  of  the  year  was  clown  to  pre-1957 
levels  and  was  not  detectable  in  air.  w'ater,  or  rain  until 
tdter  the  resumption  of  atmospheric  nuclear  weapons  test- 
ing. 

Cooked  sausage  products  from  all  iu-State  meat  packers 
were  sampled  aud  tested.  A’iolative  samples  decreased  from 
14  [jer  cent  to  15  per  cent  as  all  jrackers  were  assisted  in 
making  their  products  meet  the  cooked  sausage  regidations. 

Eluoriclated  water  sujjplies  were  checked  for  fluoride 
content  at  regular  intervals,  and  chemical  analyses  of  all 
public  water  su|>plies  were  completed.  Gross  radiation 
counts  on  all  public  water  supplies  were  also  recorded  as 
a baseline  for  detecting  future  increases  due  to  peaceful 
or  non-peaceful  radioactive  contamination. 

Civil  Defense  and  Radiological  Defense  Services 

In  the  field  of  civil  defense,  the  .State  Health  Depart- 
ment participated  in  a training  school  sponsored  bv  the 
.American  Medical  .Vssociation  on  Health  .Mohili/ation 
Planning  in  Minneapolis,  Minnesota  and  Chicago,  Illinois. 

.\ssistance  was  jirovided  the  State  Civil  Defen.se  and  Dis- 
aster Relief  .Agency  with  instructors  and  students  during  a 
(ourse  on  disaster  prejtaredness  for  the  various  State  agen- 
cies. The  same  conr.se  was  then  given  to  all  indiviiluals 
in  the  State  Health  Department  Central  Office.  .Attendance 
in  this  course  of  instruction  was  arranged  in  such  a manner 
that  50  per  cent  of  the  personnel  attended  on  separate  oc- 
casions which  enabled  the  Department  to  carrv  on  the 
normal  work  load  insofar  as  possible. 

.A  full  complement  and  staff  of  the  various  di.sciplines 
in  the  State  Health  Department  participated  in  "Opera- 
tion .Alert  1961”.  This  problem  was  a training  exercise 
develo|)ed  and  operated  by  the  State  Civil  Defense  and 
Disaster  Relief  .Agency  at  Conway,  .Arkansas. 

.A  si/ahle  jtortion  of  the  program  presented  at  the  annual 
.Vrkansas  Pidjlic  Health  .Association  meeting  was  devoted 
to  health  mobili/atioTi  and  emergency  planning.  I'he  Liai- 
son Officer  for  C.ivil  Defense  of  the  State  Health  Depart- 
ment arranged  for  nationally  known  speakers  to  speak  on 
appropriate  subjects  relative  to  tbe  role  of  the  State  Health 
Department  in  the  event  of  a national  disaster  or  luulear 
war. 

.Advice  and  considtation  were  provided  the  State  C.ivil 
Defense  .Agency  relatice  to  the  location  and  storage  of  17 
(i\il  defen.se  emergency  hosjritals  at  strategic  points  in 
Arkansas.  .An  article  was  prejjared  anil  ilistributed  to  pro- 
fessional groups  explaining  the  com|)osition,  organization, 
and  use  of  this  emergency  hospital.  Demonstrations  of  the 
use  of  the  hospital  are  coordinated  and  supervised  hy  the 
Hospital  Division  of  the  State  Health  Department. 

Action  is  being  taken  to  jrarticipate  in  the  medical  sell- 
help  training  program  which  is  designed  to  instruct  one 
person  in  each  family  on  basic  medical  skills  under  tbe 
supervision  of  physicians,  allied  medical  and  health  person- 
nel, and  especialh  trained  lav  instructors. 

I he  demands  and  needs  in  the  area  of  civil  defense  as 
it  pertains  to  the  State  Health  Department  are  greatly  in- 
creasing. I’o  date  these  requirements  have  been  met  with 
existing  personnel  and  without  budget  support.  However, 
it  is  verv  doubtful  that  such  a situation  can  continue  if 
the  demands  and  needs  keep  growing. 

The  radiological  defense  services  during  this  year  trained 
a total  of  115  persons  in  radiological  defense  and  monitor- 
ing. I he  hreakdown  of  personnel  trained  in  the  series  of 
16-hour  courses  is  as  follows: 
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State  Health  Department  200 

Federal  Soil  Conservation  Service  140 

Federal  Highway  Bureau  25 

Heads  of  State  Agencies  50 

Total  415 


The  radiological  defense  service  received  33  kits  of  train- 
ing instruments  composed  of  33  Geiger  counters,  64  ioniza- 
tion chambers,  64  pocket  dosimeters.  The  use  of  these 
instruments  enable  the  radiological  defense  services  to  train 


sufficient  personnel  to  establish  49  monitoring  stations  in 
the  State  at  local  health  departments. 

At  the  present  time  there  are  approximately  275  sets 
of  instruments  under  RADEF  (radiological  defense)  con- 
trol. This  amounts  to  1,375  indivlduai  instruments,  and 
there  are  no  provisions  for  maintenance  and  upkeep  on 
them.  The  radiological  defense  program  has  grown  so  fast 
that  it  is  not  possible  to  give  this  service  enough  time  and 
attention  as  is  necessary.  It  is  strongly  urged  that  a full- 
time person  be  employed  to  assist  in  carrying  out  the 
duties  of  this  service. 
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THE  MONTH  IN  WASHINGTON 

Washington,  I).  CL  — Reports  by  the  American 
Medical  Association  and  the  Health,  Education 
and  ^Vcl^are  Department  showed  that  38  states 
have  taken  advantage  of  the  Kerr-Mills  law  pro- 
viding medical  care  for  the  aged  with  a total 
expenditure  of  $121  million  in  the  first  15  months 
of  the  program. 

Cdting  the  program’s  wide  acceptance,  Dr. 
Leonard  W.  Larson,  president  of  the  A.M.A.,  said 
that  27  states  had  enacted  Kerr-Mills  Aledical 
Assistance  to  the  Aged  (MAA)  programs  and  1 1 
other  states  had  expanded  Old  Age  Assistance 
(OAA)  medical  benefits  under  the  new  law. 

In  addition,  he  said,  nine  states  already  had 
OAA  medical  programs  on  the  books  and  in  most 
instances  they  are  considered  to  be  adequate  to 
provide  the  necessary  health  care  for  those  over 
65. 

Lwo  of  the  three  remaining  states  — Arizona, 
and  Delaware  — have  excellent  assistance  pro- 
grams at  the  local  level  which  include  medical 
care.  Dr.  Larson  said. 

“These  figures  certainly  contradict  statements 
by  Kerr-Mills  critics  who  say  that  the  program 
can’t  and  won’t  work,’’  Dr.  Larson  said. 

“In  just  15  short  months  Kerr-Mills  has  been 
widely  accepted  across  the  land  and  with  each 
passing  day  is  proving  that  it  can,  and  if  given 
the  fullest  opportunity,  will  do  the  job. 

“Kerr-Mills  is  being  implemented  by  the  states 
as  fast,  if  not  faster,  than  any  previous  federal- 
state  matching  program. 

“.Such  rapid  acceptance  of  this  principle  makes 
any  compulsory  health  program  through  the  so- 
cial security  mechanism  totally  unnecessary.” 

A variety  of  new  ajtproaches  to  better  care  for 
the  chronically  ill  and  aged  will  be  made  possible 
through  the  Community  Services  and  Facilities 
Act  of  1961,  HEW  said.  The  Act  authorizes  grants 
to  community  agencies  to  develop  new  and  im- 


proved home  nursing,  home  care,  and  other 
out-of-hospital  services.  The  Act  also  raises  the 
ceiling  for  grants  to  the  states  for  the  construction 
of  nursing  homes  from  $10  million  to  $20  million 
annually. 

Under  the  Hill-Burton  program,  535  hospitals, 
nursing  homes,  rehabilitation  centers,  and  other 
facilities  were  awarded  $1-46,330,000  in  Federal 
funds  toward  $468,661,000  of  construction  in 
1961. 

Manufacturers  accepted  a congressional  pro- 
posal for  further  government  controls  over  the 
efficacy  of  prescription  drugs,  but  stood  pat  in 
opposing  jtatent  provisions  of  the  controversial 
drug  legislation  sponsored  by  .Sen.  Estes  Kefauver 
(D.,  7'enn.). 

Eugene  N.  Beesley,  chairman  of  the  board  of 
the  Pharmaceutical  Manufacturers  Association, 
saitl  that  the  PMA  “fully  endorses  the  princijtle 
that  a drug  should  be  effective  for  the  uses  that  a 
manufacturer  claims  for  it;  and,  second,  that  the 
Food  and  Drug  Administration,  in  passing  on  new 
drug  applications  to  determine  the  safety  of  the 
new  product,  already  evaluates  — in  many  cases, 
— the  evidence  of  its  effectiveness  for  the  uses 
claimed.” 

“Since  EDA  has  expressed  a desire  to  have  its 
authority  clarified  with  respect  to  its  considera- 
tion of  the  effectiveness  as  well  as  the  safety  of  new 
drugs,  we  wish  to  support  the  proposal  as  we 
understand  it,”  he  added. 

Beesley  said  such  FDA  clearance  “would  assure 
jthysicians  that  a drug  effectively  produces  certain 
physiological  actions:  but  the  physician,  not  the 
EDA,  would  determine  whether  these  specific 
physiological  effects  would  be  useful  or  beneficial 
with  respect  to  particular  patients.” 

Beesley  said  the  patent  restrictions  proposed 
it!  the  bill  “woidd  virtually  destroy  the  patent 
system  with  respect  to  medicines.” 
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" This  proposal  obviously  strikes  directly  and 
crucially  at  the  industry’s  capacity  and  incentive 
lor  tliscovery  of  new  and  improved  medicines,  and 
we  vigorously  oppose  it,"  he  said. 

Kefauver  indicated  he  might  compromise  on 
the  iratent  provision,  saying  that  he  was  “not  ir- 
revocably wedded  to  the  precise  approach”  of  his 
legislation. 

Kefauver  endorsed  A.M.A.’s  expanded  drug 
information  program  which  will  put  the  data 
directly  in  the  hands  of  prescribing  physicians  in 
contrast  to  new  FD.\  regulations  which  place  the 
emphasis  on  distribution  of  new  drug  information 
to  pharmacists. 

“The  PMA  is  supporting  and,  1 trust,  will 
continue  to  support  the  new  and  broadened  pro- 
gram it  has  established  with  the  American  Medical 
.Association  of  disseminating  to  physicians  better 
and  more  accurate  information  concerning  the 
Ijad  as  well  as  the  good  features  of  drugs,"  Ke- 
fauver said. 

“And  it  is  supporting,  and  again  I trust  will 
continue  to  support,  the  new  program  of  the  U.  .S. 
Pharmacopoeia  and  the  .A.M.A.  in  establishing 
simpler  and  more  usable  generic  names  for  drugs. 

“These  are  important  steps  forward." 


iMEUicAL  ScHooi.  Performance 
OF  High  and  Lc^w  MCAT  Students 

Each  year  a number  of  students  are  admitted 
to  medical  school  in  spite  of  low  scores  on  the 
Verbal  and  Quantitative  Ability  sections  of  the 
Medical  College  Admission  Test.  It  is  important 
tor  members  of  admissions  committees  to  know 
how  stich  students  perform  in  medical  school 
as  compared  with  sttidents  who  score  high  on 
these  measures. 

Fo  explore  this  tpiestion  two  groups  of  1956 
entering  first-year  medical  students  who  differed 
widely  on  the  Verbal  and  Quantitative  sections 
of  the  MCAT  were  compared  on  the  basis  of 
tbeir  medical  school  accomplishment  records.  One 
group  contained  the  100  students  with  the  highest 
average  Verbal  -|-  Quantitative  Ability  scores  in 
the  entire  1956  entering  cla.ss;  the  other  contained 
the  100  sttidents  with  the  lowest  Verbal  4-  Quan- 
titative scores.  I'he  mean  Verbal  -p  Quantitative 
scores  for  these  two  groups  were  688  and  329 
respectively. 

Figure  1 shows  the  proportion  of  each  group 
who  finished  medical  school  in  four  years  or  less 
(regulars),  the  proportion  whose  progress  was 
delayed  and  who  were  still  in  medical  school 


Figure  1. 

Medical  School  Progress  of  High  and  Low  MCAT  Students 


High  MCAT  Students 

(N  = 100) 


Low  MCAT  Students 

(n  = 100) 


Failure 


Other  Withdrawal 
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(luriiii*  tlic  11)()()-()I  acaclcniic  year  (irregulars), 
the  proportion  who  witlulrew  beeause  ol  aelual 
or  iinpencling  aeacleinie  lailiire,  and  tlie  propor- 
tion wlu)  wilhtirew  lor  othei  reasons. 

.\lniost  h out  ol  10  students  in  the  hi<>h  iMClA  1 

o 

gionp  (H7%)  made  regular  progress,  and  only 
about  1 in  20  lailed  out  ol  medical  school.  ()id\ 
about  two-thirds  ol  the  low  group,  however,  made 
regular  progre.ss  and  about  I out  ol  6 was  an 
academic  lailure.  Withdrawals  lor  reasons  other 
than  lailure  accounted  lor  ,S  to  1 per  cent  ol  the 
students  in  both  groups.  Clearly,  the  high  MCA'I’ 
student  is  more  likely  to  make  regular  progress 
in  medical  school  and  less  likely  to  iail  than  his 
low  MCAT  classmate. 

rite  positive  relationship  between  pertormance 
on  the  Verbal  and  Quantitative  sections  ol  the 
MCA'r  and  jjerlormance  in  medical  school  is 
also  rellected  in  medical  school  grades,  d'he  pro- 
portion ol  each  group  lalling  into  the  upper, 
middle,  and  lower  thirds  ol  their  lirst-  and  third- 
year  classes  are  shown  in  Figure  2.  Only  those 
students  whose  progress  tvas  regular  and  who 


were  graded  by  their  medical  sc  hools  wei  e inc  hid- 
ed in  this  analysis. 

Over  hall  (52%)  ol  the  high  MCA  F students 
were  in  the  upper  third  ol  their  lirst-year  cla.sses, 
and  (jnly  1 out  c^l  10  lell  into  the  lower  third. 
•Among  the  low  MCA'F  grouj),  however,  only  LS 
per  cent  were  in  the  upper  third  ol  their  lirst-year 
classes,  and  almost  4 out  ol  10  (119%)  lell  into  the 
lower  third. 

Similar  results  were  obtained  w'hen  the  two 
groups  were  compared  on  the  basis  ol  third-year 
grades.  Again  the  high  MCAd'  students  were 
more  likely  to  be  in  the  upper  third  ol  their 
classes  and  less  likely  to  be  in  the  lower  third 
than  students  in  the  low  MCAT  group. 

Even  though  these  analyses  generally  show  a 
jxjsitive  relationship  between  MCA!'  level  and 
perlormance  in  medical  school,  two  important 
considerations  should  be  kept  in  mind  in  inter- 
preting these  residts.  First,  this  study  was  explora- 
tory in  nature  and  limited  itself  to  small  groups 
at  the  extreme  ends  of  the  MCAl’  scale.  Obvious- 
ly, many  medical  schools  w'ere  not  represented  in 


Figure  2. 

First  and  Third  Year  Accomplishment  of  High  and  Low  MCAT  Students 

(Regulars  Only) 

High  MCAT  Students  Low  MCAT  Students 


Upper  third  of  class  \/////A  Middle  third  of  class  I I Lower  third  of  class 
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either  of  the  groups  studied  here.  The  relationship 
between  MCAT  level  and  performance  in  an 
individual  school  might  be  quite  different  from 
the  relationship  found  in  this  study. 

Second,  a number  of  students  in  the  low  group 
not  only  made  regular  progress  through  medical 
school,  but  also  made  excellent  grades  while  in 
school.  An  intensive  study  of  low  MCAT  students 
is  currently  being  conducted,  and  initial  results 
indicate  that  a combination  of  drive  level  plus 
certain  patterns  of  personality  characteristics 
may  be  important  in  discriminating  between  low 
MCAT  students  who  do  well  academically  and 
low  MCAT  students  who  fail.  Conversely,  some 
students  in  the  high  MCAT  group  failed  out  of 
medical  school  or  barely  managed  to  giaduate. 
This  group  is  also  being  studied  further  in  an 
effort  to  determine  why  some  apparently  “talent- 
ed” students  have  difficulty  in  medical  school  or 
are  permanently  lost  through  academic  failure. 

This  preliminary  investigation  tends  to  con- 
firm the  validity  of  the  MCAT  as  a selection 
instrument,  but  it  also  suggests  that  a number  of 
other  dimensions  must  be  considered  in  attempt- 
ing to  predict  the  performance  of  a prospective 
medical  student. 

* Submitted  by  the  Division  of  Basic  Research 
of  the  AAMC,  2530  Ridge  Avenue,  Evanston, 
Illinois. 

Plastic  Surgeon  Speaks  at  Fayetteville  Meeting 

Dr.  Anthony  DePalma,  plastic  surgeon  spoke 
at  the  January  Meeting  of  the  Northwest  Arkan- 
sas Mental  Health  Association.  Dr.  DePalma 
presented  an  illustrated  lecture  entitled  “Plastic 
Surgery  and  Its  Relation  to  Mental  Health.” 

A graduate  of  the  University  of  Arkansas  School 
of  Medicine  in  1949,  Dr.  DePalma  interned  at 
Shreveport  Charity  Hospital  in  Shreveport,  La. 
He  then  returned  to  Fayetteville  where  he  en- 
gaged in  general  practice  of  medicine  for  3 years. 
A residency  in  general  surgery  followed  at  Cottage 
Hospital  in  Santa  Barbara,  California.  During 
the  next  three  years  Dr.  DePalma  received  his 
plastic  surgery  training  at  Baylor  University  Col- 
lege of  Medicine  in  Houston,  Texas.  He  is  the 
author  of  several  professional  papers  on  plastic 
surgery. 

A past  president  of  the  Mental  Health  Associa- 
tion, Dr.  DePalma  is  now  serving  as  district  vice- 
president  of  the  state  mental  health  association, 
under  Mrs.  Winthrop  Rockefeller,  president. 


Chilean  Doctor  Is  Visitor  in  Lee  County 

Dr.  W.  A.  Munos,  an  obstetrician  from  the 
University  of  Conception,  Chile,  was  a visitor 
in  Lee  County  recently.  He  is  in  the  United  States 
observing  how  obstetrics  is  taught  to  Medical 
Students  and  how  this  teaching  is  related  to  pre- 
ventive medicine. 

He,  along  with  his  wife  and  four  children, 
arrived  in  this  country  in  March,  1961.  They  spent 
time  in  Washington,  D.  C.,  in  Baltimore,  in  Chi- 
cago, and  in  Cleveland,  before  arriving  in  Arkan- 
sas. They  will  also  go  to  Texas  and  Mexico  for 
sightseeing  trips  before  returning  to  Chile. 

In  ^Arkansas  Dr.  Munos  concentrated  his  study 
on  maternal  welfare.  While  in  Lee  County,  he 
observed  a meeting  of  the  midwives  in  the  county 
whose  activities  are  supervised  by  Mrs.  Hellen 
Whitworth,  nurse  with  the  Lee  County  Health 
Unit.  In  Chile,  he  said  there  are  midwives  in  the 
small  towms  and  rural  areas,  but  they  have  no 
supervision  and  really  operate  outside  the  law. 

“We  have  found  a big  difference  between  the 
North  and  the  South  in  the  United  States,”  Dr. 
Munos  stated.  “The  people  here  in  the  South  are 
much  friendlier.”  “We  have  learned  many  things 
in  your  country,”  Dr.  Munos  concluded.  “It  has 
been  a pleasant  and  rewarding  trip.” 

Dr.  Monfort  Gets  Appointment 

Dr.  J.  J.  Monfort,  Immediate  Past  President 
of  the  Arkansas  Medical  Society  has  been  appoint- 
ed a member  of  the  Board  of  Directors  of  the 
American  Medical  Political  Action  Committee. 

THINGS  TO 

^^COME 

Clinical  Symposium  to  Be  Held  in  Houston 

The  University  of  Texas  Postgraduate  School 
of  Medicine  and  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute  will  co- 
sponsor a Clinical  Symposium  on  “The  Manage- 
ment of  Children  with  Cancer,”  in  Houston, 
Texas  on  March  30,  31,  1962.  The  program  will 
be  held  in  the  Main  Auditorium  of  the  University 
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of  I'cxas  M.  1).  Anderson  Hos|ntal  and  Finnor 
Institute.  Various  aspects  of  the  management  of 
important  pediatric  neoplastic  diseases  will  be 
discussed.  As  part  of  the  jnogram,  a panel  dis- 
cussion with  presentation  of  cases  that  illustrate 
specific  clinical  problems  is  scheduled. 

Guest  speakers  will  include: 

Dr.  M.  Lois  Murphy,  New  York  (Problems  in 
Freatment  of  Leukemia  and  Lymphoma  in  Chil- 
dren) 

Dr.  Emil  J.  Freireich,  Washington,  D.  C.  (Plate- 
let and  Gramdocyte  Replacement  Transfusion 
Fherapy) 

Dr.  H.  W'illiam  Clatworthy,  Jr.,  Columbus, 
Ohio  (Liver  Neoplasma  in  Infancy  and  Child- 
hood) 

Dr.  G.  J.  D’Angio,  Boston  (Radiotherapeutic 
Considerations  in  Management  of  Children  with 
Malignant  Diseases) 

Dr.  Lois  Collins,  Houston  (Roentgenographic 
Problems  in  Tumors  of  Children) 

Dr.  John  S.  Stehlin,  Jr.,  Houston  (Regional 
Chemotherapy  in  Childhood  Malignancies). 

Annual  Spring  Meeting  of  West  Virginia 
Academy  of  Ophthalmology  and 
Otolaryngology 

The  West  Virginia  Academy  of  Ophthalmology 
and  Otolaryngology  announces  that  its  Fifteenth 
Annual  Spring  meeting  will  be  held  April  23, 
24,  25,  1962  at  the  Greenbrier  Hotel,  White  Sul- 
phur Springs,  West  Virginia  with  the  following 
guest  speakers  in  attendance: 

1.  Ramon  Castroviejo,  M.D.,— New  York  City. 

2.  Frank  Costenbader,  M.D.,  — Washington, 
D.  C. 

3.  Kelvin  A.  Kasper,  M.D.,  — Philadelphia, 
Pennsylvania. 

4.  Frederick  Guilford,  M.D.,— Houston,  Texas. 

Also  Mr.  Philip  Salvatori  of  Obrig  Laboratories 
will  present  an  entire  afternoon  session  devoted 
to  “Advanced  Techniques  in  Contact  Lens  Fitting 
(Aphakie,  Keratocoues,  etc.)” 

There  will  be  a registration  fee  of  $25.00.  For 
any  additional  information,  please  contact  the 
secretary,  Dr.  Worthy  W.  McKinney,  109  East 
Main  Street,  Beckley,  West  Virginia. 


Sixth  Postgraduate  Course  on  Fractures  and 

Trauma  to  Be  Held  in  Chicago,  April  25,  26, 
27,  and  28,  1962 

1 he  Sixth  Postgraduate  Clourse  on  Fractures 
and  Other  'Franma  sponsored  by  the  Chicago 
Committee  on  'Frauma  of  the  American  College 
of  Surgeons  will  be  held  April  25,  26,  27,  and  28, 
1962,  at  the  John  B.  Murphy  Memorial  Audi- 
torium, 50  East  Erie  Street,  Chicago,  Illinois. 

This  three  and  one-half  day  course  is  dedicated 
to  the  late  Dr.  Philip  Lewin,  renowned  orthopae- 
dic surgeon  of  Chicago.  He  cooperated  for  many 
years  in  the  efforts  of  the  Chicago  Committee  on 
Trauma  and  was  one  of  the  founders  of  the 
American  Academy  of  Orthopaedic  Surgeons.  He 
was  the  author  of  numerous  publications  and 
many  textbooks  related  to  his  specialty,  and  at 
one  time  was  professor  and  chairman  of  the 
Department  of  Orthopaedic  Surgery  at  North- 
western University. 

Guest  speakers  from  outside  Chicago  include 
Otto  E.  Aufranc,  Boston;  Herbert  F.  Moseley, 
Montreal;  Frank  Stinchfield,  New  York;  Fred  C. 
Reynolds,  St.  Louis;  Alexander  P.  Aitken,  Boston; 
Truman  G.  Blocker,  Galveston;  William  H. 
Bickel,  Rochester,  Minn.;  and  William  L.  White, 
Pittsburgh. 

Dr.  Sam  W.  Banks  is  Chairman  of  the  Chicago 
Committee  on  Trauma  of  the  American  College 
of  Surgeons,  Dr.  J.  D.  Farrington  is  Secretary- 
Treasurer,  and  Dr.  John  J.  Fahey  is  Chairman 
of  the  Committee  on  Postgraduate  Course  on 
Fractures  and  Other  Trauma  of  the  Chicago 
Committee  on  Trauma.  Incpiiries  should  be  ad- 
dressed to  Dr.  Fahey  at  1791  West  How’ard  Street, 
Chicago  26,  Illinois. 


OBITUARY 

Texarkana  Physician  Dies 

Dr.  George  W.  Parson,  64,  prominent  Tex- 
arkana physician,  was  found  in  Grassy  Lake  near 
Fulton,  Arkansas.  The  death  was  due  to  drown- 
ing. Dr.  Parson  was  born  in  Stony  Creek,  Va.,  on 
November  4,  1897.  He  attended  the  College  of 
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William  and  Mary  where  he  received  the  Chan- 
cellor and  Graves  Scholarships  — Two  of  the 
highest  scholarships  awarded  to  undergraduates. 
He  received  his  M.D.  Degree  from  the  Medical 
College  of  Virginia  in  1922,  and  served  his  intern- 
ship at  Grace  Hospital,  Richmond,  Va. 

Dr.  Parson  was  engaged  in  the  private  practice 
of  medicine  in  Virginia  from  1922  to  1926.  From 
1926  to  1929,  he  was  a Fellow  in  Medicine,  Mayo 
Foundation,  and  leceived  an  M.S.  Degree  in  medi- 
cine from  the  Mayo  Foundation,  a branch  of  the 
University  of  Minnesota,  in  1929. 

He  was  head  of  the  Department  of  Internal 


Medicine  at  Southern  Clinic  in  Texarkana  from 
1930  until  his  retirement.  Dr.  Parson  had  con- 
tributed a great  number  of  articles  to  medical 
publications.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine;  a member  of 
the  American  College  of  Physicians,  American 
Medical  Association,  Southern  Medical  Associa- 
tion, Texas  Club  of  Internists,  Texas  Academy 
of  Internal  Medicine,  American  Heart  Associa- 
tion, Tri-State  Medical  Assembly,  Resident  and 
Ex-Resident  of  Mayo  Clinic,  Texas  State  Medical 
Association,  Arkansas  Medical  Society,  Bowie  and 
Miller  County  Medical  Societies,  and  was  past 
president  of  the  Texas  Heart  Association. 


PERSONAL 


AND  NEWS  ITEMS 


Doctor  Gets  Grant  for  Baby  Study 

Dr.  M.  R.  Wirthlin,  jefferson  County  health 
director,  is  scheduled  to  receive  a $75,000  grant 
from  the  Department  of  Health,  Education  and 
Welfare  to  make  a study  of  premature  babies. 
The  funds  will  be  doled  out  in  $25,000  install- 
ments during  the  next  three  years  by  the  HEW 
and  the  State  Health  Department. 

Dr.  Wirthlin  pointed  out  that  one  of  the  main 
studies  would  be  devoted  to  the  possibility  of 
releasing  premature  babies  from  hospitals  before 
they  reach  the  weight  of  5 pounds,  a determining 
factor  used  by  most  hospitals  over  the  country. 

Dr.  Wirthlin  and  Dr.  T.  E.  Townsend,  a Pine 
Bluff  pediatrician,  have  been  conducting  re- 
search in  Little  Rock  in  cooperation  with  the 
Jefferson  Hospital.  Dr.  Wirthlin  said  that  some 
of  the  money  will  be  used  to  purchase  respiratory 
and  demonstration  equipment  for  the  hospital, 
and  a registered  nurse  and  three  practical  nurses 
will  be  added  at  the  hospital.  The  county  Health 
Department  will  add  a registered  nurse  and 
stenographer. 


Dr.  James  Takes  Hospital  Post 

Dr.  David  H.  James,  Jr.,  practicing  medicine 
at  West  Memphis  since  1956,  has  discontinued  his 
private  piactice  to  join  the  staff  of  St.  Jude 
Eoundation  Hospital.  As  a member  of  the  staff 
of  St.  Jude,  he  is  devoting  his  time  to  research 
work  in  ieukemia  and  allied  blood  diseases. 

Dr.  James  and  his  family  are  continuing  to 
make  their  home  at  West  Memphis.  A native  of 
Memjjhis,  Dr.  James  was  graduated  from  Chris- 
tian Brothers  College  in  Memphis.  He  received 
his  bachelor  of  arts  degree  and  medical  degree 
from  Vanderbilt  University.  Dr.  James  served  his 
internship  at  John  Gaston  Hospital  in  Memphis 
and  did  graduate  study  in  pediatrics  at  St.  Louis 
Children’s  Hospital. 

He  holds  a certificate  of  the  American  Board 
of  Pediatrics  and  is  a fellow  in  the  American 
Academy  of  Pediatrics. 

Dr.  Orval  Riggs  Is  Named  Diplomate 

Dr.  Orval  E.  Riggs,  of  Jonesboro,  formerly  of 
Walnut  Ridge  has  completed  all  requirements 
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lor  ccnilicalion  as  a Diploinatc  ol  the  American 
Hoard  ol  Surgery.  In  order  to  become  a diplomate, 
the  stirgeon  must  have  completed  at  least  four 
years  in  special  training  in  surgery,  subsequent 
to  internship  and  including  one  year  as  chief 
resident  in  a hospital  program  approved  by  the 
Council  on  Medical  Edttcation  and  Hospitals  of 
the  American  Hoard  of  Stirgery. 


Dr.  Jackson  Elected  Chief  of  Staff  at  Bates 

Dr.  J.  L.  Jackson  was  elected  chief  of  staff  for 
1962  by  the  medical  staff  of  Hates  Memorial 
Hospital.  It  was  announced  by  Hugh  Means,  ad- 
ministrator. I'he  position  was  held  by  the  late 
Dr.  R.  M.  Atkinson  until  his  recent  death. 


Dr.  Edmondson  to  Head  Hospital  Staff 

Dr.  Charles  Edmondson,  .Springdale  physician, 
has  been  elected  chief  of  staff  of  the  Springdale 
Memorial  Hospital  for  1962.  Other  officers  of 
the  hospital  staff  are  Dr.  Joe  Parker,  vice-chief, 
and  Dr.  James  Greenhaw,  secretary-treasurer. 

Dr.  Edmondson  has  also  been  elected  secretary 
of  the  AVashington  County  Medical  -Society  for 
1962.  Other  officers  are  Wendell  Ward  of  Fayette- 
ville, president,  and  Thomas  Gray,  vice-president. 


Dr.  Harville  Accepts  Medical  Center  Post 

Dr.  William  E.  Harville,  well  known  Crossett 
physician,  has  accepted  an  appointment  as  resi- 
dent to  the  Department  of  Pathology  at  the 
Ihiiversity  of  Arkansas  Medical  Center.  Dr.  Har- 
ville who  is  a native  of  Crossett,  has  practiced 
medicine  there  for  the  past  91/2  years.  He  has 
served  as  a member  of  the  Crossett  School  Board 
for  the  past  three  years  and  was  Crossett’s  Out- 
standing Young  Man  of  the  Year  for  1960. 


West  Memphis  Medical  Groups  Elect  Officers 

Dr.  Cdenn  Shoetile,  \Eest  Memphis  surgeon, 
has  l)een  elected  as  president  of  the  Crittenden 
Memorial  Hospital  medical  staff  and  Dr.  Milton 
Lubin,  Turrell  physician,  as  president  of  the  Crit- 
tenden County  Medical  -Society.  Ehe  elections 
took  place  at  a joint  dinner  meeting  of  the  groups 
at  the  local  hospital  cafeteria. 

Other  hospital  staff  officers  for  1962  are  Dr.  'E. 
.Murray  Ferguson  of  WTst  Memphis,  vice  chair- 
man and  Dr.  W.  J.  AVhight  of  Earle,  secretary. 
Dr.  M.  D.  Deneke  of  West  Memphis  has  served  as 
staff  president  of  the  past  two  years. 

Also  elected  by  the  medical  society  were  Dr. 
Bedford  -Smith  of  West  Memphis,  vice  president, 
and  Dr.  James  R.  Fall  of  West  Memphis,  secretary- 
treasurer.  Dr.  Deneke  also  served  as  president  of 
the  society  for  1961. 

\ ANSWER -ELECTROCARDIOGRAM  OF  THE  j 
MONTH  I 

I RATE:  110  RHYTHM:  Sinus  tachycardia  j 

I PR:  .14  sec.  QRS:  .07  sec.  QT:  30  sec.  | 
I INTERPRETATION:  Abnormal.  Increased  rate.  | 
I One  PVC.  Significant  Q in  I,  aVL,  V2,  3,  4,  5.  | 
I Marked  abnormal  elevation  of  RS-T  in  I,  aVL,  I 
1 V2,  3,  4,  5,  with  reciprocal  depression  in  all  \ 
I other  leads.  Sinus  tachycardia,  acute  transmural  | 
I anterior  (antero-septal)  myocardial  infarction.  | 

; COMMENT:  1 

' This  elderly  patient  was  first  seen  approxi-  ( 
i mately  one  hour  after  the  onset  of  chest  pain.  I 
I He  was  hospitalized  and  serial  electrocardio-  \ 

I grams,  as  well  as  other  tests,  confirmed  the  diag-  | 

I nosis  of  myocardial  infarction.  The  tracing  is  i 
interesting  in  view  of  the  marked  injury  current  \ 

! reflected  in  the  S-T  elevations  in  the  anterior  | 
chest  leads.  This  usually  suggests  that  infarction  | 

I has  very  recently  occurred  and  in  this  instance  | 

' the  S-T  changes  were  much  less  marked,  as  to  S 
I be  expected,  24  hours  later.  At  that  time  sig-  ' 
nificant  Q waves  were  evident  in  leads  reflecting  | 

' the  anterior  wall  of  the  heart.  1 


Volume  58,  Number  10— MARCH,  1962 


471 


DINGS  OF  SOCIETIES 


Medical  Assistants  Honor  Mrs.  Kerby 

Mrs.  John  C.  Kerby  of  Little  Rock  was  named 
the  Medical  Assistant  of  the  Year,  1961,  at  the 
annual  installation  dinner  of  the  Pulaski  County 
Medical  Assistants  Society.  Mrs.  Kerby,  who  is 
secretary  for  Dr.  Frank  Padberg,  was  elected  for 
her  work  as  chairman  of  the  society’s  medical 
education  committee,  d'he  award  is  given  yearly 
to  the  medical  assistant  who  has  contributed  most 
to  the  Society’s  work.  She  was  elected  by  the  So- 
ciety’s 50  members. 

Officers  of  Medical  Assistants  Society 

The  new  officers  of  the  Jefferson  Connty  Medi- 
cal Assistants  Society  are: 

President Mrs.  J.  H.  Wilkerson 

Vice-President Mrs.  G.  R.  Koen 

Secretary Mrs.  George  Graham 

Treasurer  Sammie  Stanley 

Historian Mrs.  A.  L.  Greenwood 

Garland  Medical  Society  Elects 
Dr.  Thomas  E.  Burrow 

Dr.  Thomas  E.  Burrow  was  elected  president 
of  the  Garland  County  Medical  Society  at  a meet- 
ing at  the  Velda  Rose.  He  succeeds  Dr.  Carl  R. 
Parkerson. 

Other  newly  elected  officers  include  Dr.  W.  O. 
Arnold,  vice-president,  and  Dr.  James  French, 
secretary-treasurer. 

Dr.  Bradley  Heads  Medical  Society 

Dr.  A.  M.  Bradley  was  re-elected  president  of 
the  St.  Francis  County  Medical  Society.  Other  of- 
ficers re-elected  were  Dr.  G.  A.  Sexton,  vice 
president,  and  Dr.  George  McPhail,  delegate.  Dr. 
C.  E.  Crawley  was  elected  secretary-treasurer  to 
sticceed  Dr.  A.  E.  Barr  who  resigned  after  five 
years  at  that  post. 


Dr.  Guenthner  Named  to  Head  Medical  Society 

Dr.  John  E.  Guenthner  was  elected  president  of 
the  Baxter  County  Medical  Society.  The  group 
met  at  the  home  of  Dr.  Ben  N.  Saltzman  in 
Mountain  Home. 

Dr.  James  C.  Dunbar  was  elected  vice  president 
and  Dr.  Saltzman  was  re-elected  secretary.  The 
society  voted  to  support  any  movement  promot- 
ing the  use  of  seat  belts  in  motor  vehicles  as  a 
safety  measure.  The  members  also  approved  a 
contribution  to  the  Ninth  Councillor  District 
Medical  Society,  for  work  toward  improved  pro- 
grams in  medicine,  and  tliscussed  other  medical 
matters. 

County  Society  Proceedings 

d'he  Craighead-Poinsett  County  Medical  So- 
ciety met  January  17th  at  the  Jonesboro  Country 
Club.  Dr.  Donald  1’.  Niblett,  Jonesboro,  speaker 
for  the  evening,  discussed  “Blood  Coagulation.” 


BOOK  REVIEWS 

A SYNOPSIS  OF  CONTEMPORARY  PSYCHIATRY.  Sec- 
ond Edition.  By  George  A.  Ulett,  B.A.,  M.S.,  Ph.  D.,  M.D. 
Professor  of  Psychiatry,  Department  of  Psychiatry  and 
Neurology , Washington  University  School  of  Medicine, 
St.  Louis,  Mo.;  Director  of  Psychiatric  Seivices,  Hospital 
Division,  City  of  St.  Louis,  St.  Louis,  Mo.;  Medical  Direc- 
tor, Malcolm  Bliss  Mental  Health  Center,  St.  Louis,  Mo., 
and  D.  Wells  Goodrich,  M.D.,  Chief  Biosocial  Growth 
Center,  National  Institute  of  Mental  Health,  National 
Institutes  of  Health,  United  States  Public  Health  Service, 
Department  of  Health,  Education  and  Welfare,  Bethes- 
da,  Md.  Published  by  The  C.  V.  Mosby  Co.,  St.  Louis, 
1960. 
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I his  ^c^v  sliori  haiullniok  of  ])svcluatry  is  of  (lucstionable 
value  lo  anyone.  It  ieall\  attempts  to  introduce  the  medical 
student  to  psychiatry,  using  a l)ook  Ire  can  carry  in  his 
pocket.  This  is  a rather  dubious  technic|ue  and  tlie  reviewer 
honestly  feels  this  lK)ok  has  no  niche  among  current  text 
books,  rhe  book  does  contain  .some  discu.ssion  of  the 
chemotherapy  of  mental  illness  and  other  therapeutic 
measures  u.sed  in  the  treatment  of  irsychiatry.  The  book 
deals  with  otlier  facets  of  psychiatry  but  the  discussions  are 
necessarily  extremely  brief,  riiis  book  is  not  recommended. 

AK 

MAXAGKMKXT  OF  HYPEHrFXSnE  DISEASES,  by 
Joseph  C.  Edwards,  A AS.,  MAI.,  E.A.C.P.,  A'.A.C.C.,  Assist- 
ant Professor  of  Clinical  Medicine,  Cardiovascular  Con- 
sultant to  Division  of  Geroutolog\,  and  Consultant  in  the 
Flypertension  and  the  Cardiac  Clinics,  IVashingion  I’ni- 
versilx  School  of  Medicine  and  Barnes  Hospital,  SI. 
Eouis,  Mo.:  Cardiologist  and  Director  of  Hypertension 
Clinic,  St.  Euke's  Hoshital,  SI.  Eouis,  Mo.;  Active  Staff 
Physician , Deaconess  Hospital,  and  Member  of  Consultant 
Staff,  Missouri  Baptist  Hospital  and  St.  Joseph  Hospital. 
St.  Louis,  Mo.:  Consultant,  Council  on  Drugs,  .Imerican 
Medical  .-Issociation:  Medical  Consultant,  Fifth  Army  of 
the  United  Slates,  Office  of  the  Surgeon,  Chicago,  III., 
pp.  431,  illustrated,  published  by  The  C.  F.  Mosby  Com- 
pany, St.  Eouis,  I960. 

Dr.  Edwards'  textbook  is  certaiulv  very  complete,  well 
organized  and  well  written.  The  reviewer  would  have  pre- 
ferred that  the  references  be  listed  at  the  end  of  each  chap- 
ter. There  are  verv  few  illustrations.  There  are  a moderate 
number  of  tables  and  diagrams.  The  text  is  cpiite  up-to- 
date  and  discusses  manv  things,  including  such  sjtecial  tests 
as  aortography.  It  contains  some  illustrative  case  reports 
and  these  are  of  considerable  value.  The  book  is  an  excellent 
one  for  the  practicing  physician  who  deals  with  hyperten- 
sive patients.  On  the  other  hand,  one  might  bring  up  the 
criticism  that  all  of  this  material  has  been  published  in 
.somewhat  similar  form  by  other  authors  and  in  the  faiily 
recent  past.  This  book  is  recommended  to  practitioners 
of  medicine  who  are  dealing  with  hypertensive  patients. 

AK 

AERODYXAMIC  CAPTURE  OF  PARTICLES.  Proceed- 
ings of  a Conference  held  at  B.C.U.R..I.  Lcatherhead, 
Surrey,  I960.  The  symposiiun  teas  edited  by  E.  G. 
Richardson,  King’s  College,  Xewcastle  upon  Tyne.  Pub- 
lished by  Pergamon  Press,  Xew  York,  Osford,  London, 
Paris,  I960. 

This  interesting,  tvell-written  book  is  not  of  particular 
interest  to  the  practicing  physician.  It  is  of  great  interest 
to  the  re.search  scientist  interested  in  smoke  and  dust.  There 
are  discussions  relating  to  distribution  of  various  sized 
particles,  the  effect  of  water  on  particles,  discussions  of 
radio-active  gases,  etcetera.  The  book  consists  of  papers 
by  a group  of  English  scientists,  edited  bv  E.  G.  Richardson. 
It  is  a valuable  addition  to  this  field.  AK 

ir.  B.  SA  UXDERS  COMPAXY  features  the  following  recent 
books  iti  their  full  page  advertisement  appearing  else- 
where in  this  issue: 

FONTANA  and  El)\VARI).S-CONGENITAL  CARDI.kC 
DISORDER.S 

a vital  statistical  study  to  aid  you  in  a better  under- 
standing of  malformations  of  the  heart. 

WILLIAMS  - Textbook  of  ENDOCRINOLOGY 

a definitive  source  emphasizing  the  effects  of  endocrine 
changes  on  body  metabolism. 


I9()2  CiTRREN  I I IILR.MA 
today's  best  treatments  — ranging  from  external  cardiac 
massage  for  cardiac  arrest  through  current  use  of  anti- 
biotics in  treating  bacterial  infections. 

Effect  of  Angiotensin  on  Pulmonary  Circulation  and 
Ventricular  Function— 1’.  N.  Vu,  M.  N.  Luria,  J.  K. 
Einlayson,  C.  .\.  Stanfield,  IL  Constantine,  and  E.  |. 
Elatley 

Circulation— \ol.  24:1326  (Dec.)  1961 
1 he  effects  of  angiotensin  ( Ely]ycrtcnsin  II)  given  l)v  in- 
ti aycnous  infusion  on  pulmonary  circulation  and  ventricu- 
lar function  yvere  studied  in  16  normoteusive  patients  and 
8 anesthetized  dogs.  During  angiotensin  infusion  the  folloyy - 
ing  changes  yvere  observed:  (a)  an  increase  in  pre,ssures 
in  both  systemic  and  pulmonary  circuits  and  1 cardiac 
chambers,  and  variable  cliange  in  pulmonary  artery -pulmo- 
nary yveclge  (or  left  atrial)  pressure  gradient;  (b)  slightly 
decreased  or  unchanged  cardiac  output  and  stroke  volume; 
(c)  significantly  increased  total  systemic  and  total  pulmo- 
nary resistances;  (d)  significant  increa.se  in  stroke  yvork  of 
both  ventricles;  (e)  significant  prolongation  in  the  circula- 
tion time  from  femoral  artery  to  femoral  artery  and  slight 
prolongation  in  mean  transit  time  from  pulmonary  artery 
or  right  heart  to  the  femoral  artery,  and  ( f)  no  significant 
alteration  in  total  or  "central"  IdoocI  volume.  It  is  con- 
cluded that:  (a)  angiotensin  is  a very  poyverful  y aso|>res.sor 
agent  and  has  its  action  primarily  on  the  systemic  circida- 
tion;  (b)  in  the  compensated  human  and  canine  hearts  it 
also  increases  myocardial  contractility  and  ventricular  func- 
tion; and  (c)  in  patients  without  mitral  yalvular  lesions  or 
intracardiac  shunts  the  hemodynamic  changes  in  the  pul- 
monary ciretdation  are  mostly  secondary. 

Myocardial  Mclabolism  in  Progressive  Muscular  Dys- 
trophy — f.  F.  .Sunclermeyer,  ,S.  Gtidbjarnason.  V.  E. 
4Vendt.  P.  II.  den  Bakker,  and  R.  (.  Bing 

Girculation— Vol.  24: 1348  (Dec.)  1961 
.Myocardial  metabolism  yvas  studied  in  11  patients  yvith 
progressive  muscidar  dystrophy.  1 he  cardiac  outputs  yvere 
elevated  in  all  patients.  Myocardial  extractions  of  pyruvate 
and  lactate  yvere  negative  in  2 patients.  Inorganic  phos- 
phate concentrations  in  blood  yvere  elevated.  Malic  dehydro- 
genase and  aldolase  yvere  released  by  the  heart  in  several 
]5atients.  Differences  in  oxidation-reduction  potential  be- 
tyveen  arterial  and  ccronarv  venous  blood  yvere  positive, 
suggesting  glycolysis  in  the  heart  muscle.  This  yvas  accom- 
panied by  increa.sed  myocardial  extraction  of  glucose.  .Ap- 
parently aerobic  glycolysis  occurred,  since  sufficient  oxygen 
yvas  present  to  account  for  all  glucose  extracted.  Stimulation 
of  glycolysis  by  inorganic  phosphate  yvas  suggested  by  the 
relationship  betyveen  the  eleyated  inorganic  phosphate  con- 
centration in  blood  and  the  myocardial  gluco.se  extraction. 
This  suggests  the  possibility  of  uncoupling  of  oxidative 
phosphorylation  in  the  myocardium. 

Arteriosclerotic  Vascular  Disease  aud  Testicular  Fi- 
brosis-F.  G.  Dallclorf 

Circulation— \'ol.  24:1367  (Dec.)  1961 
.\n  inverse  relationship  is  demonstrated  betyveen  arterio- 
sclerotic vascidar  disease  and  advanced  testicular  fibrosis. 
The  autopsy  protocols  and  sections  of  the  testes  yvere  exam- 
ined in  a group  of  199  men  over  the  age  of  33  years  yvho 
yvere  free  of  knoyvn  causes  of  either  vascular  disease  or  tes- 
ticular fibrosis.  lu  44  (22%)  of  the  cases,  testicular  sections 
shoyved  changes  ranging  from  marked  fibrosis  of  the  peri- 
tubular membranes  to  complete  hyalinization  of  all  semi- 
niferous tubules.  Testes  of  the  remaining  men  showed 
minimal  or  no  signs  of  testicular  fibrosis.  Of  these  153 
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patients  with  iionnal  or  iniiiiinally  filtrotic  testes,  47 
(30.7%)  had  complications  of  arteriosclerotic  vascular  dis- 
ease (i.e.,  myocardial  or  cerebral  infarcts,  arterial  insuffi- 
ciency with  ganorene.  arteriosclerotic  aneurysms)  and  in 
36  cases  (23.5%')  those  complications  tvere  considered  to 
be  the  cause  of  death.  Of  the  14  cases  with  adranced 
testicular  fibrosis,  4 (9.1%)  had  complications  of  arterio- 
sclerotic \ascular  disease  and  onlv  one  jratient  (2.2%) 
died  of  the  disease. 

Dietary  Control  of  Serum  Cholesterol  in  Clinical  Prac- 
tice—N.  Jolliffe,  E.  Maslansky,  F.  Rudensey,  M.  .Simon, 
and  .A.  Faulkner 

Circulation— \'ol.  24:1415  (Dec.)  1961 
I he  purpose  of  this  article  is  to  help  implement  the  rec- 
ommendation of  the  .American  Heart  Association  concern- 
ing "reasonable  substitution  of  pohunsaturated  for  saturat- 
ed fats  ' as  a "possible  means  of  preventing  atherosclerosis 
and  decreasing  the  risk  of  heart  attacks  and  strokes.”  I he 
rationale  behind  the  use  of  the  I’rudent  Diet,  Prudent  Re- 
ducing Diet,  Therapeutic  Diet  and  Low-Fat  Diet  is  pre- 
sented. Instructions  for  the  use  of  the  Prudent  Diet  and 
the  Prudent  Reducing  Diet  as  ttsed  in  the  Diet  and  Coro- 
nary Heart  Disease  Study  Project  are  included,  as  well  as 
the  effects  of  these  diets  on  the  .serum  cholesterol  levels  of 
men  aged  between  50  and  59  years. 

Hemophilia  Syndromes:  A Survey  of  267  Patients 
— J.  F.  Wilkinson.  F'.  Xour  Eldin,  M.  C.  C.  Israels,  and 
K.  Barrett 

Lancet-Vol.  2:947  (Oct.  28)  1961 
A clinical  and  laboratory  survev  rvas  made  of  267  jjatients 
—229  with  hemophilia,  38  with  Christmas  disease.  In  231 
cases  the  diagnosis  rvas  made  before  tbe  patient  was  5 
years  old.  Excessive  traumatic  bleeding,  sjrontaneous  bruis- 
ing, hemarthrosis,  dental  bleeding,  and  epistaxis  are  the 
commonest  svmptoms:  central  nervous  system  bleeding 
affected  only  13.  Commonest  cau.se  of  death  was  alimentary- 
tract  hemorrhage,  but  total  deaths  numbered  only  20. 
Blood  group  distribution  was  normal.  One  hundred  four- 
teen patients  had  normal  blood  dotting  time,  25  had  normal 
prothrombin  consumption,  but  none  had  a normal  throm- 
boplastin-generation test.  Clinical  grade,  plasma  antihemo- 
philic globulin,  and  Bridge  anticoagulant  are  related.  Cases 
■with  over  1%  antihemophilic  globulin  are  likely  to  be 
clinically  mild:  cases  with  Bridge  anticoagulant  index  over 
2 are  likclv  to  be  clinically  severe.  Full  data  are  given  in 
10  tables. 

Defects  iu  Steroidal  Metabolism  of  Subjects  With 
Adrenogenital  Syndrome  — A.  M.  Bongiovanni  and 
AV.  R.  Eberlein 

Metabolism— A'ol.  10:917  (Nov.,  part  2)  1961 
TTie  adrenogenital  syndrome  due  to  congenital  adrenal 
hvperplasia  represents  the  clinical  consequence  of  deficient 
adrenocortical  secretion  of  cortisol,  attributable  to  one  of 
several  well-defined  “blocks”  in  the  biosynthetic  pathrvay. 
The  common  denominator  in  all  well  recognized  variations 
of  the  disorder  is  virilization.  In  the  uncomplicated,  usual 
form  of  the  disease  there  is  a defect  of  steroidal  21-hydroxy- 
lation,  which  is  often  incomplete.  In  the  “salt-losing”  type, 
the  deficiency  of  21 -hydroxylase  is  more  severe,  without 
other  notable  biochemical  distinctions  from  the  previous 
type.  The  hypertensive  variety  is  characterized  by  a lack 
of  1 1 -hydroxylase  and  hence  an  accumulation  of  11-desoxy- 
cortisol  and  desoxycorticosterone.  Einally,  a particularly 
severe  “salt-losing”  form  has  been  recently  defined  that 
results  from  inadequate  35-ol  steroid  dehydrogenase.  This 
form  of  the  disorder  displays  the  earliest  interruption  in  the 
sequence  of  cortisol  synthesis  that  has  been  biochemically 
distinguished  to  date. 


LETTERS 


TO  THE  EDITOR 

Dr.  Alfred  Kahn,  Jr. 

1 300  West  Sixth  Street 
Little  Rock,  Arkansas 
Dear  Doctor: 

I appreciate  very  much  your  letter  of  recent 
date,  giving  me  an  expression  of  your  views  on  the 
Kerr-Mills  Bill  and  the  King-Anderson  Bill. 

Please  be  asstired  that  1 am  still  opposed  to 
legislation  that  would  provide  a health  insurance 
program  for  the  elderly  under  the  Social  Security 
.system,  as  recommended  by  the  King-Anderson 
Bill. 

However,  in  all  probability  the  membership 
of  the  Committee  on  Ways  and  Means  will  deter- 
mine to  place  this  subject  on  its  agenda  for  con- 
sideration during  this  Session.  At  the  moment 
I am  not  in  a position  to  say  what  action  the 
Congress  may  take  in  the  final  analysis,  but,  as 
stated,  I am  personally  still  opposed  to  the  Social 
Security  approach  for  this  tyjje  of  program. 

Whth  kindest  regards  and  best  wishes,  I am 

Sincerely  yours, 

Wilbur  D.  Mills 


ANSWER— What  Is  Your  Diagnosis? 


57-YEAR-OLD  WHITE  MALE 

Patient  had  been  a lead  and  silver  miner  for 
approximately  four  years  in  the  mid-twenties. 
He  appeared  complaining  of  progressive  short- 
ness of  breath.  Respirations  were  32  per  minute. 

DIAGNOSIS:  Silicosis. 

X-RAY  FEATURES:  There  is  marked  patchy 
fibrosis  and  spotty  calcifications  in  the  upper 
lung  fields  with  typical  eggshell-type  hilar  and 
parenchymal  calcifications.  The  hilar  structures 
are  retracted  upward  and  there  is  associated 
pleural  reaction. 
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TUBERCULOSIS 


Sponsored  by  Arkansas  Tuberculosis  Association 


CHRONIC  BRONCHITIS  IN  GREAT  BRITAIN 


General  practitioners  participated  in  a project 
to  find  out  the  prevalence  of  chronic  bronchitis, 
.imong  the  findings  were  that  the  condition  is 
more  prevalent  in  urban  than  in  rural  areas,  in 
smokers  than  nonsmokers,  in  those  less  favored 
economically  than  in  the  better  off. 

Chronic  bronchitis  presents  general  practition- 
ers with  one  of  their  most  frequent  and  intract- 
able problems.  Although  palliative  treatment  is 
possible  and  often  rewarding,  prevention  should 
be  the  aim;  and  in  a disease  of  such  insidious  on- 
set, general  practitioners  may  have  to  carry  the 
main  burden.  To  advise  and  treat  effectively 
patients  with  early  bronchitis  they  need  more  de- 
tailed knowdedge  of  the  nature  and  etiology  of 
the  disease  than  any  single  experience  can  pro- 
vide. Thus,  the  Research  Committee  of  the  Col- 
lege of  General  Practitioners  of  Great  Britain  in 
1957  formed  a small  group  to  plan  and  execute 
a series  of  investigations  into  chronic  bronchitis. 
This  paper  presents  preliminary  epidemiologic 
findings. 

The  excessive  mortality  from  bronchitis  in 
industrial  areas  and  in  poorer  families  is  well 
known,  and  some  studies  have  suggested  a close 
relationship  between  air  pollution  and  chronic 
bronchitis.  Both  these  conclusions,  however,  de- 
rive from  certificates  of  causes  of  disability  or 
death  usually  given  by  general  practitioners,  so 
that  the  apparent  social  or  geographical  patterns 
might  reflect  differences  between  doctors  in  diag- 
nostic habits  and  standards  of  certification. 

PLAN  OF  SURVEY 

The  present  survey  was  conducted  by  general 

National  Survey  Carried  Out  by  the  Respiratory  Diseases 
Study  Group  of  The  College  of  General  Practitioners, 
British  Medical  Journal,  October  14,  1961. 


practitioners,  using  a standard  clinical  question- 
naire, to  find  out  the  frequency  of  specified  res- 
piratory symptoms  in  a randomly  selected  sam- 
ple of  their  patients.  One  of  the  objectives  was 
to  compare  the  prevalence  of  “chronic  bronchitis’’ 
in  various  population  groups  with  the  distribu- 
tion of  mortality  and  morbidity  on  routine  vital 
statistics  and  with  the  pattern  based  on  a stand- 
ard diagnosis  derived  from  defined  items  in  the 
qtiestionnaire.  Another  objective  was  to  relate 
clinical  assessments  and  a physiological  test  of 
respiratory  disability  to  such  variables  as  age,  sex, 
smoking  habits,  and  place  of  residence. 

Previous  mortality  and  morbidity  studies  sug- 
gest that  the  age  group  45-64  is  of  crucial  im- 
]:)ortance  in  the  evolution  of  chronic  respiratory 
disease.  Samples  were  therefore  drawn  by  the 
Ministry  of  Health  of  all  men  and  women  on  the 
practicing  lists  of  participating  doctors  in  each 
of  the  five  years  from  40  to  44,  45  to  49,  50  to  54, 
55  to  59,  and  60  to  64. 

Ninety-two  practitioners  expressed  a willing- 
ness to  take  part.  The  survey  was  conducted 
among  1,569  persons  (787  men  and  782  women)  . 
The  wives  of  442  men  selectetl  were  also  inter- 
viewed. 

In  the  absence  of  any  agreed  definition  of 
bronchitis  in  symptomatic  terms,  each  practi- 
tioner was  asked  to  note  whether  he  thought  that 
the  patient  suffered  from  chronic  bronchitis, 
asthma,  or  any  other  chest  disease.  The  records 
were  then  divided  into  “bronchitis”  and 
“others.”  Three  criteria  were  used  for  “standard 
diagnosis”  of  bronchitis  — morning  phlegm  in 
winter,  attacks  of  cough  and  phlegm  lasting  three 
weeks  over  the  past  two  years,  and  breathlessness 
when  walking. 
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The  prevalence  of  chronic  bronchitis  was  17 
per  cent  in  the  men  surveyed  and  8 per  cent 
in  the  women.  In  younger  subjects,  chronic 
bronchitis  was  tliagnosed  almost  as  often  in  the 
women  as  in  the  men.  Beginning  with  the  45-49 
groujj,  the  data  show  that  in  men  there  is  a steady 
increase  with  age  of  approximately  1 per  cent 
per  year.  The  age  gradient  for  women  is  much 
less  steep.  The  prevalence  of  chronic  bronchitis 
diagnosed  in  males  is  nearly  tw’ice  as  great  in 
urban  as  in  rural  areas. 

The  difference  in  bronchitis  mortality  between 
the  urban  and  rural  areas  is  of  about  2 to  1 in 
men  and  less  in  women.  On  the  other  hand,  when 
the  “standard  diagnosis”  rates  are  compared,  the 
rural-urban  gradient  in  males  becomes  much 
steeper,  and  there  is  a suggestion  of  an  increased 
prevalence  among  females  in  the  larger  cities 
compared  with  the  other  areas.  Thus  differences 
in  diagnostic  habits  between  doctors  may  tend  to 
conceal  urban-rural  contrasts  in  morbidity  and 
mortality  statistics  based  upon  their  certificates. 

SMOKING  AND  SOCIAL  FACTORS 

In  relation  to  smoking,  the  prevalence  of  bron- 
chitis ranged  in  men  from  6 per  cent  for  non- 
smokers  to  18  per  cent  among  smokers  and,  cor- 
respondingly, from  5 per  cent  to  12  per  cent  in 
women. 

It  is  difficult  to  make  valid  comparisons  be- 
tween the  tw'o  sexes  in  the  prevalence  of  bron- 
chitis in  relation  to  smoking,  for  there  are  too 
lew  nonsmoking  men  and  too  few  heavy-smoking 
women.  How'ever,  it  was  obvious  that  the  preva- 
lence of  chronic  bronchitis  is  very  similar  among 
men  and  women  with  comparable  smoking  habits 
except  for  a higher  prevalence  among  male  smok- 
ers who  on  the  average  smoked  more  than  the  fe- 
male smokers. 


In  both  sexes,  there  was  an  upward  trend  in 
bronchitis  prevalence  with  descending  socio- 
economic conditions.  At  ages  45  to  64  the  rate 
for  men  rose  from  199  per  100,000  in  what  was 
designated  as  Group  I,  consisting  of  patients  in 
the  most  favorable  socio-economic  situation,  to 
1,048  per  100,000  in  Group  V,  at  the  other  ex- 
treme. For  women,  it  rose  from  35  per  100,000 
in  Group  I to  87  per  100,000  in  Group  V. 

DISCUSSION 

Impaired  ventilatory  capacity  was  effectively 
demonstrated  by  general  practitioners  using  a 
simple  test  of  respiratory  function.  The  levels 
they  obtained  were  consistently  lower  than  those 
obtained  by  trained  workers,  but  the  trends  in 
relation  to  age,  sex,  and  smoking  habits  in  men 
were  consistent  with  those  of  the  others. 

The  patterns  of  the  distribution  of  chronic 
bronchitis  prevalence  based  on  practitioners’  diag- 
nosis are  in  broad  agreement  with  those  given 
by  a “standard  diagnosis”  based  on  the  presence 
of  defined  symptoms.  In  whichever  of  those  two 
w'ays  it  is  defined,  chronic  bronchitis  as  found 
in  this  survey  shows  the  same  relationship  to  age, 
sex,  social  class,  and  place  of  residence  as  the 
mortality  or  morbidity  rates  for  this  disease  re- 
corded in  the  national  vital  statistics. 

If  this  sample  can  be  taken  as  fairly  repre- 
sentative of  the  country  as  a whole,  the  striking 
social  pattern  seen  in  mortality  data  is  reflected 
in  morbidity,  and  these  social-class  differences  in 
prevalence  cannot  be  attributed  to  differences  in 
smoking  habits.  Here  again  standardization  of 
diagnosis  has  emphasized  the  importance  of  the 
social-class  gradient  in  the  disease.  The  sex  dif- 
ference, on  the  other  hand,  may  be  largely  due 
to  the  divergence  in  smoking  habit. 
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MYADEC 

high-potency  vitamin  formula  with  minerals 


It  is  generally  accepted  that  diseases  of  long  standing  and 
other  conditions  of  physiologic  stress  may  produce  a need 
for  additional  vitamins,  myadec  is  designed  to  supply  that 
need.  Just  one  capsule  a day  provides  therapeutic  potencies 
of  9 vitamins,  plus  selected  minerals  normally  present  in 
body  tissues,  myadec  is  also  useful  for  the  prevention  of 
vitamin  deficiencies  in  patients  whose  usual  diets  are  lacking 
in  these  important  food  factors. 

Each  MYADEC  capsule  contains:  Vitamins:  Vitamin  B12, 
crystalline— 5 meg.;  Vitamin  B2  (riboflavin)— 10  mg.;  Vita- 
min Be  (pyridoxine  hydrochloride)— 2 mg.;  Vitamin  Bi 
mononitrate— 10  mg.;  Nicotinamide  (niacinamide)— 100  mg.; 
Vitamin  C (ascorbic  acid)— 150  mg.;  Vitamin  A— (7.5  mg.) 
25,000  units;  Vitamin  D— (25  meg.)  1,000  units;  Vitamin  E 
(d-alpha-tocopheryl  acetate  concentrate)— 5 I.U.  Minerals 
(as  inorganic  salts):  Iodine— 0.15  mg.;  Manganese— 1 mg.; 
Cobalt— 0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.; 
Iron— 15  mg.;  Copper— 1 mg.;  Zinc— 1.5  mg.;  Magnesium— 
6 mg.;  Calcium— 105  mg.;  Phosphorus— 80 
mg.  Bottles  of  30, 100,  and  250. 


PARKE-DAVIS 


PARKE,  DAVIS  * COMPANY.  Detroit  37.  Michigtn 


THE 

JOURNAL  OF  THE 

cJ;/ifcaR2as 

MEDICAL  SOCIETY 

Owned  by 

THE  ARKANSAS  MEDICAL  SOCIETY 
And  Published  Under  Direction  of  the  Council 


ALFRED  KAHN,  JR.,  M.D.,  Editor 
1300  West  Sixth  Street  Little  Rock,  Arkansas 

MR.  PAUL  C.  SCHAEFER,  Business  Manager 
218  Kelley  Bldg.  Fort  Smith,  Arkansas 

LITTLE  ROCK  BUSINESS  OFFICE 
114  E.  Second  St.  Little  Rock,  Arkansas 


OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 

WM.  A.  SNODGRASS,  JR.-President Little  Rock 

H.  KING  WADE,  JR.,  President-Elect  - Hot  Springs 

M.  E.  BLANTON,  First  Vice-President Jonesboro 

CHARLES  W.  REID,  Second  Vice-President Pine  Bluff 

L.  E.  DREWitEY,  Third  Vice-President  - Camden 

H.  ELVIN  SHUFFIELD,  Secretary - Little  Rock 

W.  R.  BROOKSHER,  Secretary  Emeritus.— Fort  Smith 

BEN  N.  SALTZMAN,  Treasurer Mountain  Home 

C.  LEWIS  HYATT,  Speaker,  House  of  Delegates,  Monticello 
J.  P.  PRICE,  JR.,  Vice  Speaker, 

House  of  Delegates Monticello 

MR.  PAUL  C.  SCHAEFER,  Executive  Secretary, 

P.  O.  Box  1345 - - Fort  Smith 


COUNCILORS 


JOE  VERSER  

...Harrisburg 

Second  District 

ELDON  FAIRLEY  

HUGH  R.  EDWARDS 

Osceola 

Searcy 

PATH  r,RAY 

Batp^ville 

Third  District 

K.  E.  BEATON 

PATIT  MT!  ! AR 

Wynne 

...Stuttgart 

Fourth  District 

Fifth  District 

H.  W.  THOMAS  

Dermott 

T.  E.  TOWNSEND 

J.  L.  DEDMAN 

Pine  Bluff 

GEORGE  C.  BURTON.  

El  Dorado 

Sixth  District 

JOHN  P.  WOOD  

Mena 

KARLTON  H.  KEMP 

Texarkana 

MARTIN  EISELE  

. Hot  Springs 

Eighth  District 

J.  W.  KENNEDY. 

ROBERT  D.  JONES  

..Arkadelphia 
...Little  Rock 

BILL  DAVE  STEWART  

. Little  Rock 

Ninth  District 

Tenth  District 

ROSS  FOWLER  

. ..  Harrison 

STANLEY  APPLEGATE 

L.  A.  WHITTAKER 

....Springdale 
....Fort  Smith 

C.  C.  LONG 

. ..  Ozark 

The  Advertising  policy  of  this  Journal  is  governed  by  the 
rules  of  the  Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association. 

EXCLUSIVE  PUBLICATION-Articles  are  accepted  for  pub- 
lication on  the  condition  that  they  are  contributed  solely  to  this 
Journal. 

COPYRIGHT  1962— By  the  Journal  of  the  Arkansas  Med- 
ical Society. 

NEWS— Our  readers  are  requested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of  inter- 
est to  the  membership. 


SCIENTIFIC  ARTICLES 

Electrolytes— the  Common 
Denominator  in  Hypertension?—  477 
F.  J.  Haddy  and  H.  W.  Overbeck 

Geriatrics  and  the  Community 

General  Hospital 482 

Marvin  Altman  and  Wilna  Snedecor 

Facts  That  All  Physicians  Should 
Know  Concerning  Accreditation 

of  Hospitals 486 

A.  Allen  Weintraub 

WHAT'S  NEW 

General  Practice 489 

Guy  R.  Farris,  M.D. 

TEACHING  SEMINAR 

Subacute  Erosive  Esophagitis 490 

James  H.  Abraham,  M.D. 


FEATURES 

Electrocardiogram  of  the  Month 493 

What  Is  Your  Diagnosis? 494 

Public  Health  at  a Glance 495 

Editorial 497 

Medicine  in  the  News 500 

Things  to  Come 502 

Obituary 503 

Personal  and  News  Items 504 

Proceedings  of  Societies 505 

New  Members 506 

Women’s  Auxiliary 506 

Book  Reviews 507 

Tuberculosis  Abstracts 508 


.III Ill Ill I mil 

Notice  on  Form  3579-P  to  be  sent  to  Arkansas  Medical  Society,  218  Kelley  Building,  Fort  Smith,  Arkansas.  Published 
monthly  under  direction  of  the  Council,  Arkansas  Medical  Society.  Vol.  58.  No.  11.  Subscriptions  $3.00  a year.  Single 
copies  50  cents.  Entered  as  a second  class  matter.  May  1,  1955,  at  the  post  office  at  Little  Rock,  Arkansas,  under  the 
Act  of  Congress  of  March.  1879.  Acceptance  for  mailing  at  special  rate  of  postage  provided  for  in  Section  1103,  Act 
of  October  5,  1917,  authorized  August  1,  1918.  Second-class  postage  paid  at  Little  Rock,  Arkansas. 


THE  JOURNAL  OF  THE 


(J;/tfcan2a2 


PUBLISHED  MONTHLY  UNDE 


MEDICAL  SOCIETY 

R DIRECTION  OF  COUNCIL 


llllllltlllMIMIIIMIIIIIIIIIIMMtllllllllMIMMIIIIIIMli 


IIMli 


iMIlltMMIMlilMIIIIIIIIIIIIIIMIIMIIillllllll/ 


VOLUME  58  . APRIL,  1962  . NUMBER  1 1 


ELECTROLYTES  - THE  COMMON  DENOMINATOR 

IN  HYPERTENSION? 

F.  J.  Haddy  and  H.  W.  Overbeck  Departments  of  Physiology  and  Medicine, 

University  of  Oklahoma  Medical  Center, 
Oklahoma  City,  Oklahoma  and 
Departments  of  Medicine,  VA  Research 
Hospital  and  Northwestern  University 
School  of  Medicine,  Chicago,  Illinois 


I.ARGE  BODY  OF  INDIRKCl  CvicleilCc’  llHS 

gradually  accumulated  which  suggests  that  the 
common  denominator  in  arterial  hypertension  is 
an  abnormal  concentration  ol  electrolytes  in  the 
trail  ot  the  arteriole,  d’he  electrolytes  in  some 
way  cause  the  actomyosin  of  the  arteriolar  smooth 
muscle  to  shorten  resulting  in  narrowing  of  the 
arteriolar  lumen  and  high  blood  pressure.  This 
hypothesis  adecpiately  explains  the  })nzzling  fact 
that  hypertension  accompanies  a large  number  ol 
superficially  different  diseases.  Electrolyte  con- 
centration is  controlled  by  many  different  organ 
systems.  Therefore,  many  different  diseases  may 
cause  it  to  be  abtiormal  and,  lienee,  may  cause 
liypertension. 

.\ccording  to  this  hypothesis  (Fig.  1),  an  adrenal 
cortical  tumor  produces  hypertension  by  releasing 
steroids  which,  through  a direct  action  on  the 
arteriole  and  an  indirect  action  on  the  kidney, 
change  ion  concentrations  in  the  arteriolar  wall 
in  such  a wav  as  to  cause  the  actomyosin  to 
shorten;  a parathyroid  adenoma  causes  high  blood 
pressttre  by  releasing  excess  parathormone  which, 
through  ellects  upon  bone  and  kidney,  changes 
calcium  and  perhaps  other  ion  concentrations  in 
the  arteriolar  wall  so  as  to  cause  arteriolar  con- 
striction; certain  bilateral  renal  diseases  produce 


high  blood  pressure  when  renal  insufficiency  be- 
comes severe  enough  to  alter  electrolyte  concen- 
tration in  the  arteriole  in  a manner  which 
stimulates  the  smooth  nntscle  to  contract;  uni- 
lateral renal  artery  atherosclerosis,  thrombosis, 
and  embolism  produce  hypertension  by  cattsing 
ischemia,  release  of  renin,  production  of  angioten- 
siti  and,  as  a result  of  the  latter,  acute  changes  in 
arteriolar  ion  concentrations  which  cause  arteri- 
olar contraction;  a pheochromocytoma  releases 
e|jine|)hrine  and  norepinephrine  which  acutely 
alter  arteriolar  ion  content  and  results  in  cesn- 
tractioti;  the  high  blood  pressure  of  eclanujsia 
results  Irom  exce.ss  steroids  and  altered  renal  func- 
tion which  produce  vasoconstricting  changes  in 
arteriolar  electrolyte  concentration;  es.sential 
hypertension  results  from  some  unknown  disease 
of  electiolyte  or  water  regulation  which  causes 
a similar  electrolyte  abnormality  in  the  arteriolar 
wall;  and  so  on.  .According  to  this  hypothesis, 
then,  the  arterial  hypertensions  are  diseases  of 
water  and  electrolyte  regulation. 

A technicpie  which  would  ])ermit  measurement 
of  ion  concentrations  in  the  arteriolar  wall  would 
greatly  facilitate  an  evaluation  of  this  hypothesis. 
In  the  absence  of  such  direct  information,  an 
evaluation  must  be  based  upon  indirect  evidence. 
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DISEASE 


ACTIVATORS 


COmON  END  ORGAN 

DENOIINATOR  RESPONSE 


EFFECT 


ESSENTIAL  HYPERTENSION  — 

POLIONYELITIS 

PORPHYRIA 

INTRACRANIAL  HEMORRHAGE  - 
INTRACRANIAL  TUMOR 
INTRACRANIAL  TRAUMA 


PHEOCHROMOCTTOMA 


HYPERPARATHYROIDISM  

VITAMIN  0 INTOXICATION  

IDIOPATHIC  HYPERCALCEMIA  

PRIMARY  ALDOSTERONISM 

CUSHINGS  DISEASE 

ACTH  OR  STEROID  INTOXICATION 

ECLAMPSIA  


ACUTE  GLOMERULONEPHRITIS 
CHRONIC  GLOMERULONEPHRITIS 
CHRONIC  PYELONEPHRITIS 
HYDRONEPHROSIS 
POLYCYSTIC  DISEASE 
LUPUS  ERYTHEMATOSIS 
AMYLOIDOSIS,  ETC. 

RENAL  ARTERY  THROMBOSIS 
OR  EMBOLISM 


SYMPATHETIC 
NERVOUS  SYSTEM' 


PARATHORMONE^ 


STEROIDS?  I 
RENAL  DISEASE?  ^ 
SALT  APPETITE?J 

' NOREPINEPHRINE 


EPINEPHRINE 

NOREPINEPHRINE 


HYPERCALCEMIA 


STEROIDS 


COMPRESSION  OF 
URETER,  RENAL - 
ARTERY  ( VEIN; 
PYELONEPHRITIS 


STEROIDS 
RENAL  INSUFFI 


RENAL  INSUFFICIENCY 


ACUTE  ISCHEMIA- 


ANGIOTENSIN 


ALTERED 

ARTERIOLAR 

ION 

CONCENTRATION 


ARTERIOLAR 

CONTRACTION 


HYPERTENSION 


1 1 is  the  purpose  of  this  paper  to  briefly  review 
this  indirect  evidence. 

1 he  first  type  of  indirect  evidence  is  presented 
in  Table  1.  Some  abnormality  in  water  and/or 
electrolyte  balance  has  been  demonstrated  in 
almost  every  variety  of  human  arterial  hyperten- 
sion. This  is  true  even  in  essential  hypertension 
where  there  may  be  a high  serum  sodiunr  concen- 
tration, low  serum  magnesium  and  potassium 
concentrations,  and  high  intake  and  excretion  of 


sodium  chloride.  Further,  a load  of  water  and 
sodium  chloride  is  e.xcreted  at  an  accelerated 
rate. 

In  most  of  the  diseases  listed  in  Table  I,  the 
cause  of  the  electrolyte  abnormality  is  known. 
For  example,  in  primary  aldosteronism,  the 
hypernatremia,  hypokalemia,  hypomagnesemia, 
metabolic  alkalosis,  water  and  sodium  retention, 
jTotassium,  calcium  and  magnesium  wasting, 
polydypsia  and  polyuria  residt  from  excess  aldo- 


TA3LE  I 


Electrolytes  in  Various  Types  of  Humsyi  H.ypertension 


Intake 

Output 

Serum  Concentration 

ECFV^ 

H2O  Na  Ca 

Na  K Ca  Mg  POy^  H2O 

Na  K Ca  Mg  H HCO3  HPO^  SO^ 

Essential  Hypertension 

F 

Primary  Aldosteronism 

t 

4.  t T T T 4“ 

t 4^  >1.  t 

'T 

Cushings  Disease 

F T t 4“  F 

t F T d' 

>r 

ACTH  Intoxication 

4,  >r  T F 

4^  F FT' 

Cortisone  Intoxication 

F -r  4-  F -f 

Acute  Renal  Disease 

4^  T'  F 4'  't 

4“ 

Chronic  Renal  Disease 

ft*  T'  4-  F 4“  t 

Hyperparathyroidism 

f 

4"  t t t 

t F 

Idiopathic  Hypercalcemia 

^ 

4‘<^ 

Vitamin  D Intoxication 

t 

4 4^ 

Eclampsia 

F F 

1 extracellular  fluid  volume;  2 due  to  increased  absorption;  3 increased  citrate  concentration  also 
t “ increase;  ■J'  “ decrease;  f = increase  or  no  change 
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^lt‘r()nt•;  in  (hroiiic  glomerulonephritis  the  hypo- 
natremia, inereaseil  eoneentrations  ol  potassium, 
phosphate  and  sullate,  metabolic  acidosis,  and 
many  other  water  ;ind  electrolyte  abnormalities 
result  Irom  renal  insullieieney;  with  hyper- 
parathyroidism, the  hyperealeemia,  hypophos- 
|)hatemia,  hypomagnesemia,  polydypsia,  polyuria 
and  inereasetl  excretion  ot  calcium  and  phos- 
phorus result  Irom  excess  parathormone.  In  a 
few  of  the  diseases,  the  cause  is  in  doubt.  For 
example,  the  pregnant  female  has  excess  steroids 
and  frecpiently  pyelonephritis  and/or  mechanical 
compression  of  the  renal  artery,  renal  vein  and 
ureter  by  the  enlarging  uterus.  The  urine  flow 
rate  in  a gravida  at  term  may  be  cut  in  half  simply 
by  changing  from  the  lateral  to  supine  position. 
Flowever,  it  may  not  be  unecjuivocally  stated  that 
these  are  the  causes  of  the  water  and  salt  reten- 
tion. In  essential  hypertension,  we  have  only  hints 
as  to  the  cause  of  the  electrolyte  abnormality. 
There  have  been  reports  of  increased  urinary  ex- 
cretion of  aldosterone,  increased  frecjuency  of 
discrepancy  between  the  function  of  the  right 
and  left  kidney  and  an  increased  a]jj>etite  for 
salt. 

The  second  type  of  indirect  evidence  support- 
ing the  hypothesis  is  that  experimental  or 
therapeutic  alteration  of  water  and  electrolyte 
balance  may  produce,  aggravate,  or  ameliorate 
hypertension.  In  the  normal  rat  and  chicken,  a 
high  .sodium  chloride  intake,  after  .some  time, 
jjrodtices  hypertension  which  is  ameliorated  by 
increasing  the  intake  of  potassium.  1 his  experi- 
ment has  its  counterjjart  in  the  human.  Normo- 
tensive  diabetic  children  become  hypertensive 
rather  rapidly  on  a higli-sodium,  low-potassium 
diet;  their  blood  pressures  return  toward  normal 
on  a high-potassium,  low  sodium  diet,  or  on  a 
high-j)Otassium,  high-sodium  diet.  There  is  even 
a report  of  the  production  of  hypertension  in  a 
normal  14-year-old  boy  by  feeding  a high-sodium, 
low-potassium  diet.  Also  of  interest  is  the  fact 
that  rats  become  hypertensive  on  a high  calcium 
diet  plus  administration  of  dihydrotachysterol. 
Fhis,  too,  has  its  human  counterpart.  Increasing 
calcium  intake  in  children  by  augmenting  intesti- 
nal absorption  of  calcium  as  a result  of  accidental 
excessive  ingestion  of  Vitamin  D causes  a revers- 
ible hypertension,  .\lmost  all  of  the  remaining 
exjjerimental  procedures  which  j^rodtice  hyper- 
tension involve  systems  which  regulate  water  and 
electrolyte  distribution  and  excretion.  .\  jjartial 


list  includes  administiiition  of  desoxyt oi  licost- 
eiotie  acetate  (DT.A)  or  (ortisone,  renal  aitery 
(onstriction,  renal  compressioti,  adrenal  regener- 
titioti,  and  bilateral  nephrectomy. 

Existing  hypertensioti,  whether  produced  ex- 
perimentally (I)C.\,  adretial  regeneration, 
bilateral  nephrectomy  , etc.)  or  occtirritig  naturally 
(essential  hypertension,  chronic  nephritis,  etc.) 
is  accelerated  by  a high-sodium  diet.  A very  high 
potassium  diet  seems  to  reduce  blood  pressure  in 
patients  with  essential  hypertension.  On  the 
other  hand,  it  tends  to  raise  blood  pressure  in 
animals  with  hyjjertensioti  due  to  renal  artery 
constriction  or  to  administration  of  DC.\  pins 
sodium  chloride. 

low-sodium  diet  tends  to  ameliorate  most 
types  of  human  and  experimental  hypertension. 
Oddly  enough,  a low-potassium  diet  reportedly 
reduces  blood  jnessure  in  patients  with  essetitial 
hypertension  atid  in  rats  with  figure-of-eight  retial 
ligature  hypertetision.  Most  types  of  hypertension 
are  also  ameliorated  by  administration  of  pharma- 
('{jlogic  agents  such  as  chlorothiazide  which  in- 
crease the  urinary  excretion  rate  of  water,  sodium 
chloride,  potassium  and  magnesiitm. 

The  third  type  of  indirect  evidetice  concertis 
the  water  and  electroivte  content  of  vascular 

j 

tissue  in  human  and  experimental  hypertension. 
In  1952,  I’obian  anti  Binion  (1)  studied  the  com- 
position of  electrolytes  and  water  in  the  wall  of 
the  renal  artery  of  patients  dying  with  and  without 
hypertetision  and  demotistrated  a significatitly 
increased  amount  of  sodium  anti  water  per  unit 
of  dry  solids  iti  the  hyjiertetisive  group.  .Since 
theti,  sotne  abntnmality  iti  water  and  or  electro- 
lyte content  of  large  vessels  has  beeti  demotistrated 
in  most  types  of  experimental  hypertension 
(Table  2).  Even  hypertension  causetl  by  infusititi 
of  norepinephrine,  angiotensin,  or  vaso|)ressin 
is  associatetl  with  changes  iti  the  ves.sel  wall.  The 
potassium  contetit  immetliately  falls  anti  the 
sotlium  content  rises.  'Fhe  reverse  changes  octiir 
in  the  serum. 

The  fottrth  type  of  indirect  evidence  concerns 
the  vasoactivity  of  ions.  If  the  hypothesis  is  valid, 
slight  change  iti  the  blood  concentration  of  the 
naturally  occtirritig  ions  should  produce  vaso- 
constriction or  vasodilation  in  a test  system.  We 
have  been  stutlying  the  local  effect  of  tations. 
anions  and  ttmicity  upon  blood  ves.sels  in  the  tlog 
limb,  kidney  and  heart  since  1956.  The  tech- 
niques utilized  include  mcastirement  of  small 
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TABLE  2 


Aortic  Content  of  Electrolytes  in  Experimental  Hypertension 


K 

Na 

Cl 

Mg 

P 

H20 

Desoxycorticosterone 

t 

vl^ 

Post  desoxycorticosterone 

Adrenal  regeneration  + NaCl 

f 

R«fial  Artery  Constriction 

Renal  figure  of  8 ligature 

r 

Bilateral  nephrectomy 

1 

Norepinephrine  infusion 

1 per  unit  dry  solids;  2 per  unit  alkali  soluble  protein; 
•^=  no  change;  ^ - increase;  >1^*  decrease;  ^ increase 
or  no  change;  = studies  at  variance 


artcTial  and  small  venous  jiressures  at  known 
rales  of  blooil  flow  in  order  to  permit  a more 
direct  study  of  the  reaction  of  the  arteriole.  AVe 
lonnd  that  some  of  the  ions  are  highly  vasoactive 
and  the  active  ones  include  pcatassium,  calcium, 
magnesium,  hydrtrgen,  pyruvate,  lactate  and 
citrate  (Table  3).  Potassium  produces  a measur- 
able dilation  when  the  serum  concentration  is 
raised  by  less  than  one  niEtj/ 1 . (15-17).  Elevation 
of  the  serum  calcium  level  by  just  several  mg% 
causes  constriction  (17,  18).  Raising  the  serum 
magnesium  concentration  by  several  mg% 
causes  dilation  (17,  18).  Increasing  the  blood 
hydrogen  ion  concentration  so  as  to  decrease  pH 
by  0.0  to  0.2  units  also  causes  measurable  dilation 
(19).  Sodium  .seems  to  have  little  direct  effect 
(17),  just  as  it  has  little  direct  effect  upon  heart 
muscle.  However,  if  serum  sodium  concentration 
is  increased  or  decreased  so  as  to  increase  or  de- 
crease serum  tonicity,  the  effect  is  dilation  or 
constriction  (17).  This  vasoactivity  undoubtedly 
results  indirectly  through  osmotic  movement  of 
water  because  the  effect  is  the  same  if  tonicity  is 
raised  or  lowered  with  the  non  electrolyte  dex- 
trose. It  is  po.ssible  that  the  vasoactivity  jrroduced 
b\  this  water  movement  is  active,  clue  to  dilution 
or  concentration  of  intracellular  vasoactive  ions, 
or  passive,  due  to  dehydration  or  overdehyclra- 
tion  of  the  vessel  wall.  Of  the  anions,  acetate 
and  citrate  are  particularly  active,  producing 
dilation  tvhen  their  concentrations  are  slightly 
increased  (19). 


Thus  it  appears  that  the  indirect  evidence 
supports  the  hypothesis  that  electrolytes  are  the 
common  denominator  in  hypertension.  To  re- 
peat, some  abnormality  in  water  and/or  electro- 
lyte balance  has  been  demonstrated  in  almost  all 
lyjies  ol  human  hypertension.  Experimental  or 


TABLE  3 

Local  Effect  of  Cations  and  Anions  upon  Peripheral 
Vascular  Resistance 


Sodium 

Increased  Serum 
Concentration 

0^ 

Decreased  Serur 
Concentration 

0^ 

Potassium 

D''> 

1 

Calcium 

1 

D 

Magnesium 

D 

0 

Hydrogen 

D 

1 

Bicarbonate 

0 

0 

Chloride 

0 

? 

Sulfate 

0 

? 

Phosphate 

0 

0 

Nitrate 

0 

9 

Lactate 

0 

9 

Pyruvate 

D 

9 

Nitrite 

D 

9 

Acetate 

D 

9 

Citrate 

D 

9 

0 = No  effect;  l^lncrease;  D = Decrease;  ?~Not  studied 
IzziD  if  tonicity  raised;  2 = 1 if  tonicity  lowered;  3 = 1 if  con- 
centration exceeds  10  mEg/L 


therapeutic  alteration  of  water  and  electrolyte 
balance  may  j^roduce,  aggravate  or  ameliorate 
human  and  experimental  hypertension.  Almost 
all  experimental  procedures  which  produce  hyper- 
tension in  .some  way  alter  electrolyte  and/or 
water  intake,  distribution,  and  excretion.  The 
electrolyte  and  or  water  content  of  arteries  is 
abnormal  in  human  hypertension  and  in  almost 
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.ill  variclit's  ol  expc riinciUal  hy|)ci  tension.  Final- 
ly, certain  ol  the  nalnrally  oct  lin  ing  cations  and 
anions  are  highh  \asoacti\e  in  a test  system.  The 
next  step  in  the  e\alitalion  ol  this  hyjtothesis  is 
the  actual  ineasineinent  ol  ion  i oncentrations  in 
the  arteriolar  wall  ol  the  hitman  hypertensive. 
I'ntil  this  dillieiilt  measurement  is  achieved,  the 
hypothesis  jtiesented  in  Figure  1 will  remain  a 
hvpothesis. 

RKFF.RF.NC.KS 

1.  Tobian.  F.  liileMt‘lali()nslii|)  of  electrolvics,  juxta- 
glomerular cells  and  liypei  teusiou.  Physiol.  Rc\ . 
40:280.  1060. 

2.  Friedman.  S.  M.  and  C.  F.  Friedman.  Flie  effect  of 
ions  on  vascular  smooth  muscle,  lii  Itaudhook  of  Cir- 
culation. edited  hv  F.  W.  Hamilton.  .\m.  Phvsiol.  Soc.. 
in  press. 

Friedman.  .S.  M..  Cationic  exchange  and  control  of  blood 
[nessure.  The  Medical  COinics  of  North  .America  4,5:28.'). 
1961. 

4.  Raah.  AV..  Traiismcnd)rane  cationic  gradient  and  blood 
pressure  regidatioii.  Interaction  of  corticoids,  cate- 
cholamines and  electrolytes  in  vascular  cells.  .Am.  ). 
Cardiologv  4:752.  1959. 

5.  Haddy.  F'.  Current  thinking  on  hyjrertension.  Medi- 
cal Times  87:16.  1959. 

6.  Hvpertension  and  Its  Freatment.  Medical  Clinics  of 
North  .America.  Irrine  F4,  Page,  (,uest  Fditor.  V'ol.  45, 
No.  2,  March  1961.  W.  15.  Saunders  Company,  Phila- 
delphia and  Fondon. 

7.  Fissential  Hypertension.  .An  International  SMitposium. 


15erne,  June  7th  to  lOlh,  I960,  Sponsoied  by  Ciha. 
Falited  hv  K.  I).  Koch  and  P.  T.  Cottier.  Springer- 
A'eilag.  15erlin-(,ottingcn-Heidelherg,  1960. 

8.  Proceedings  of  the  Conference  on  Basic  Mechanisms  ol 
.Arterial  Hvitertension.  Circulation  17:641,  1958, 

9.  H\pertension,  \'ol.  A'HF  Renal,  Fdectroivte  and  .Auto- 
nomic Factors,  Council  for  High  Blood  Pressure  Re- 
search. .American  Heart  .Assoc.,  New  A'ork,  I960. 

10.  Seminar  on  the  Role  of  Salt  in  Cardiovascular  H\- 
pertension,  .Am.  |.  Cardiologv  8:526.  684,  863,  1961. 

11.  Fries,  F'..  I).,  Hemodvnamics  of  Hvpertension.  Phvsio- 
logical  Reriews.  40:27,  1960. 

12.  The  first  Hahnemann  SMitposium  on  Hypertensir e 
Disease.  F.d.  John  Moyer,  A\’,  B.  Saunders  Company, 
1959. 

13.  C:iha  Foundation  Symposium  on  Hvpertension.  Fittle, 
Brown  and  Co.  Boston,  1954. 

14.  H\ pertension— .A  SvTnposium.  F.d.  F..  I.  Bell,  I'niver- 
sitv  of  Minnesota  Press.  Minneapolis,  1950. 

15.  Scott.  J.,  1).  Icmanuel  and  F.  J.  Haddx.  Fffect  of 

potassium  on  renal  vascular  resistance  and  urine  flow 

rate.  Am.  J.  Physiol.  197:305.  1959. 

16.  Fnianuel,  1).  .A.,  J.  B.  Scott  and  F.  J.  Haddy.  FTfect 

of  pota.ssium  on  small  and  large  blood  vessels  of  the 

dog  forelimh.  .Am.  J.  Physiol.  197:637.  1959. 

17.  Oxerheck.  FF  A\'.,  J.  1.  Molnar  and  F.  J.  Haddy.  Focal 
effects  of  sodium,  potassium,  calcium,  magnesium, 
acetate,  hypertonicitx  and  hvpotonicitv  upon  resistance 
to  blood  flow  through  the  xa.scular  hexi  of  the  dog 
forelimh.  Am.  J.  Cardiologv,  8:533,  1961. 

18.  Haddy,  F'.  J.,  I.ocal  effects  of  .sodium,  calcium  and 
magnesium  uiron  small  and  large  blood  vessels  of  the 
dog  forelimh.  Circulation  Res.  8:57.  1960. 

19.  Molnar.  J.  1.  aiul  F.  J.  Haddy.  Local  effects  of  anions 
and  the  hydrogen  ioti  upon  xascular  resistance  in  the 
dog  forelimh.  Physiologist  4:75,  1961. 


Volume  58,  Number  11,  APRIL,  1962 


481 


GERIATRICS  AND  THE  COMMUNITY 
GENERAL  HOSPITAL 


Marvin  Altman,  F.A.C.H.A.,  Administrator, 
Sparks  Memorial  Hospital  and  Sparks  Manor 

and 

Wilna  Snedecor,  Social  Service  Director 


w BF.i.iK\K  FROM  STUDY,  observation  anti 
experience  that  geriatrics  has  a definite  place 
under  the  supervision  ol  the  general  hospital  in 
the  community.  For  some  time  now,  geriatrics 
has  come  to  the  front  in  the  thinking  of  the 
communitv,  its  doctors  anti  health  field  leaders. 
For  many  years  such  specialized  services  as  pedi- 
atrics anti  psychiatry  tt)ok  the  lead  in  health  fieltl 
emjjhasis.  good  job  is  being  tlone  in  these. 
\ow,  as  the  life  span  has  been  extentled  by  re- 
search anti  wt)rk  in  health  services  for  the  older 
person,  geriatrics  is  beginning  to  be  recognized  as 
a separate  and  definite  subject  neetling  attention. 
Disease  anti  injuries  of  the  elderly  are  usually 
taken  care  of  in  the  general  hospital,  jierhaps  in 
a separate  wing  or  to  some  extent  separated  from 
patients  of  other  age  grttups.  This  is  gttotl,  but  as 
the  attention  begins  to  bring  to  light  more  needs 
t)f  the  elderly  than  just  mending  an  injury  or 
t tiring  a disease,  more  and  more  the  general  hos- 
jjital  and  the  peo]rle  of  the  community  arc 
beginning  to  realize  that  a jjeriod  ol  hospitaliza- 
tion is  not  all  that  is  needed  by  the  geriatric 
patient. 

As  the  life  span  has  increased,  so  have  the 
problems  facing  an  elderly  patient  needing  more 
than  simple  home  care.  Most  proprietary  nurs- 
ing homes  have  given  good  service  wdth  facilities 
available  and  the  sometimes  limited  skills  of  their 
working  personnel  . . . but  this  still  is  not  enough. 
.\nd  .so  the  general  hospital  is  being  faced  with 
the  problem  of  the  long-term  elderly  patient. 
They  see  that  spending  weeks  and  months  in  a 
hospital  needs  to  be  sujiplemented  with  other 


needs  ol  the  geriatric  patient.  Thus  many  studies 
and  evaluations  of  the  separation  of  the  geriatric 
patients  from  the  general  patients  are  being  done 
. . . whether  to  keep  them  in  a special  wing  of  the 
hospital  building  or  whether  to  have  an  entirely 
separate  building  not  connected  with  the  hospital 
wdiere  trained  personnel  can  assist  in  making  a 
home  for  the  elderly  and  still  have  the  needed 
hospital  facilities. 

Flospital  authorities  faced  with  this  problem 
of  geriatrics  have  an  important  decision  to  make. 
Should  a new'  wing  be  added  to  the  present  build- 
ing? Should  a portion  of  the  present  building  be 
used  exclusively  for  the  geriatric  patients?  Should 
a separate  building,  away  from  the  hospital,  be 
constructed  as  a nursing  home?  Before  this  de- 
cision is  made,  all  concerned  should  take  a very 
objective  look  at  their  long-term  plans  for  the 
hospital  and  the  future  health  needs  of  the  com- 
munity. Many  hospital  buildings  have  been 
constructed  with  their  central  facilities  adequate 
to  accommodate  future  expansion  along  w'ith 
community  growth.  In  this  case,  the  central  fa- 
cilities may  be  adetpiate  to  accommodate  an  added 
wing  for  geriatrics.  If  central  facilities  are  al- 
ready being  taxed  to  capacity,  it  would  be  unw'ise 
to  add  another  load,  hoping  to  get  by.  If  the 
present  hospital  building  is  not  being  used  to 
comfortable  capacity  it  might  be  possible  to  use 
one  portion  of  bed  space  for  geriatrics  alone. 
However,  in  either  case,  one  still  faces  the  problem 
of  trying  to  make  a homelike  atmosphere  for  those 
geriatric  cases  who  need  to  use  the  facilities  for 
daily  living  perhaps  for  years.  We  want  to  stress 


482 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Marvin  Amman  and  W'ii.na  Snkdicor 


ihat  each  coninumity  hospital  lias  its  own  uiiicjuc 
situation  and  it  nuist  he  np  to  the  local  leaders 
to  make  a caretul  stitdy  and  evaluation  o£  their 
present  lacilities,  giving  lull  consideration  to  the 
luture  demands  lor  their  hospital. 

Deciding  that  the  separate  hnilding  plan  would 
he  the  more  ideal  tvpe  ol  unit  lor  us,  we  began 
several  years  ago  to  make  a study  ol  building 
plans,  types  ol  li\  ing  programs  suited  to  the  elder- 
ly, and  types  ol  nursing  services  geared  si>eciiically 
to  their  needs.  Five  years  ol  study  went  into  the 
planning  ol  Sparks  Manor,  our  geriatric  unit  ol 
Sparks  Memorial  Hospital,  loctited  ten  blocks 
Irom  the  hosjtital.  Nursing  homes  were  visited 
Iroin  coast  to  coast;  advice  sought  Irom  doctors 
s|)ecializitig  in  geriatrics:  coiderences  with  social 
workers  and  other  workers  in  health  Helds; 
studies  were  made  with  those  in  the  Held  ol  psy- 
chiatry; advice  was  given  by  nurses  already  in  the 
geriatric  lieltl;  conlerences  with  architects  who 
had  built  nursing  homes  and  hospitals  and  build- 
ing designs  were  studied. 

When  all  the  preliminary  studies  were  com- 
pleted, we  were  again  convinced  that  a separate 
building,  away  from  the  hospital,  was  the  most 
desirable  plan  for  us.  It  was  also  decided  that  the 
geriatric  unit  should  be  directly  under  the  super- 
cision  of  the  lurspital,  using  the  same  Board  of 
Trustees  and  administration,  ft  was  decided  that 
the  unit  shoidtl  be  complete  enough  to  accommo- 
date self-care,  ambulatory,  semi-ambulatory,  bed- 
fast and  advanced  senile  residents.  The  next  step 
was  to  confer  with  the  local  county  medical  so- 
ciety and  the  local  ministerial  association.  We  felt 
that  the  members  of  these  groujrs  were  always  in 
close  contact  with  elderly  patients  and  members 
of  their  churches  and  wonld  know  many  of  their 
needs  and  desires.  It  was  their  belief,  as  well  as 
ours,  that  the  geriatric  unit  should  not  only  in- 
clude the  best  of  medical  and  nursing  care  but 
should  provide  an  attractive  home  atmosphere 
with  a program  of  pleasant  daily  living.  'With  the 
tvholehearted  approval  of  these  groups,  the  idea 
and  plans  were  submitted  to  various  civic  groups, 
clubs,  churches  and  health  groups  of  the  entire 
community.  ^Vith  their  approval  and  support, 
we  moved  into  the  next  step  . . . planning  the 
physical  plant  and  the  fund-raising  campaign.  1 
would  like  to  add  that  there  are  many  good  refer- 
ence books  and  material  on  construction,  care  of 
the  elderly,  facilities  for  long-term  care  and  many 
others  which  we  found  very  helpfid.  Some  which 


we  lound  especially  hel))lul  are:  “.\ging  in  West- 
ern .Societies”,  edited  by  Ernest  W.  Burge.ss: 
“Handltook  of  Social  (ierontology”,  edited  by 
(dark  I'iltbitts;  ‘‘Handbook  ol  .Aging  and  the 
1 ndit  idual  ",  edited  by  James  E.  Birren; ‘‘Planning 
New  Institutional  Facilities  for  Eong-l'erm  Care” 
by  Edna  E.  .Nicholson. 

Sparks  Manor  was  constructed  at  a cost  of  $1,- 
0-10, 000. 00  furnished  and  etjuipped,  and  dedicated 
in  \o\ ember  1958.  The  bed  capacity  is  50,  with 
central  facilities  coitiplete  for  future  expansion  to 
104.  The  building  is  constructed  on  a 14-acre  plot 
with  40,000  stjuare  feet  ol  lloor  space;  completely 
air-conditioned  with  individual  room  controls; 
all  private  bedrooms;  two-bedroom  combinations 
for  couples;  completely  fire-resistant.  Central  fa- 
cilities include:  main  lounge,  chapel,  library, 
beauty-barber  shop.  Physical  Therapy  section, 
hobby  workshojj,  main  dining  room,  kitchen, 
launtlry,  linen  room,  oil  ices.  Each  of  the  four 
wings  include:  bedrooms,  lounge,  sunroom,  nurses 
station,  treatment  room,  diet  kitchen,  linen  room 
and  resident's  storage  room.  Each  bedroom  has  a 
private  patio;  one-lloor  level  for  all  resident  activi- 
ties; hand  rails  in  all  bathrooms  and  all  halls; 
bath  lifts  in  bathrooms;  basement  for  storage, 
maintenance  shops  and  employees  lockers.  ^Ve 
have  24-hour  registered  nurse  service,  supple- 
mented with  licensed  practical  nurses,  aides  and 
orderlies;  physical  therapy,  special  dietary  serv- 
ice: afternoon  snacks  and  bedtime  refreshments 
tvhen  desired.  Personal  laundry  and  beauty- 
barber  shop  services  are  included  in  the  fee.  Rates 
ilepend  on  the  amount  of  nursing  care  recpiircd 
by  the  resident.  They  vary  from  .'$225  for  ‘‘self 
care"  to  .$.450  for  complete  care  ])er  month. 

The  Manor  is  operated  b\  .Sparks  Memorial 
Hospital  under  the  same  board  of  trustees  and 
administration.  The  .Manor  and  the  hospital 
share  the  services  of  the  administrator,  director  of 
nursing  service,  dietitian,  personnel  director  and 
pidjlic  relations  director.  Some  elderly  hospital 
patients  are  moved  to  the  .Manor  when  it  becomes 
evident  that  their  injuries  or  illnesses  will  require 
long-term  care  and  the  families  agree.  Many  of 
our  residents  are  completely  ambulatory  and  some 
are  on  “self-care”  basis.  Quite  a few  have  been 
with  us  since  we  opened.  In  making  the  Manor 
a home  for  the  elderly  it  gets  the  patient  away 
from  the  regular  hospital  atmosphere  while  still 
providing  a high  standard  of  nursing  care.  This 
approach,  we  believe,  gives  to  the  patient  the  type 
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()1  care  and  lis  ing  desired  for  them  by  their  fam- 
ily. Rates  are  reviewed  monthly  and  are  adjusted 
according  to  the  condition  and  ret}uirements  of 
the  resident.  In  other  words,  we  believe  we  are 
providing  for  the  community  and  this  area  a 
place  where  the  highest  tjuality  of  nursing  and 
hospital  care  is  achieved  while  at  the  same  time 
providing  a home  with  attractive  facilities  for 
gracious  living.  These  things  we  find  are  being 
more  and  more  appreciated  by  the  families  of  our 
residents.  Wholesome  and  attractive  food  is  an- 
other “must”  at  the  Manor  for  we  realize  that  not 
only  is  mealtime  an  important  occasion  in  the  day 
for  our  residents  but  the  “oldster”  needs  to  be 
encouraged  to  eat  a well  balanced  meal.  Those 
who  are  physically  able  are  encouraged  to  go  to  the 
main  dining  room  for  we  find  that  visiting  to- 
gether over  a meal  has  real  therapeutic  value. 

Recreational  and  handicraft  programs  are 
carried  on  with  the  help  of  volunteers  from  the 
community.  The  ministers  of  the  local  association 
bring  non-denominational  devotional  services  on 
Sunday  afternoons  in  the  chapel.  Those  unable  to 
go  to  the  chapel  may  hear  the  ser\ice  o\’er  our 
communications  system.  Watching  I V,  playing 
cards,  working  puzzles  are  favorite  pastime  activi- 
ties. Parties  are  held  for  special  occasions  and  at 
times  “just  for  fun.”  There  are  no  set  visiting 
hours  . . . friends  and  relatives  may  come  and  go 
at  their  convenience.  Ambulatory  residents  may 
come  and  go  as  they  please  except  where  supervi- 
sion is  needed. 

The  Vlanor  now'  operates  at  full  capacity  and 
at  times  we  have  a w'aiting  list.  As  in  any  new' 
venture  and  w ith  a new'  approach,  there  have  been 
problems.  ^Ve  have  learned  many  things  from  our 
experiences  during  the  past  two  years.  We  still 
maintain,  without  a doubt,  that  the  best  approach 
to  geriatric  care  is  through  the  community  gen- 
eral hospital.  The  general  hospital  has  experience 
in  geriatrics,  it  has  a staff  trained  in  care  of  the 
elderly  w'ho  have  the  approach  and  attitudes  need- 
ed in  this  specialized  type  of  care.  These  staff 
members  also  have  the  knowledge  of  ccpii lament 
needed  in  this  service.  When  once  the  peojde  of 
the  community  come  to  accept  the  fact  that  geri- 
atric care  is  a highly  specialized  field,  they  are 
most  appreciative  of  the  fact  that  the  geriatric 
unit  is  under  the  sttpervision  and  directly  op- 
erated by  the  hospital. 

.So,  from  our  experiences,  we  urge  those  inter- 
ested to  seriously  consider  this  ajtproach  and  to 


follow'  some  very  basic  steps  in  establishing  a 
separate  geriatric  unit  or  nursing  home  by  their 
hospital.  First,  a complete  survey  to  establish 
the  real  needs  of  the  community  for  the  care  of 
the  elderly.  When  the  need  becomes  apparent, 
getting  the  complete  cooperation  and  sanction  of 
the  local  medical  society  and  the  local  ministerial 
association  are  most  important.  These  groups  can 
give  a great  tleal  of  helpful  advice  and  moral  sup- 
port because  of  their  experiences  and  relationship 
with  the  geriatric  patients.  I'he  next  step  is  to 
interest  and  educate  the  community  as  a whole 
on  the  needs  and  how'  you  {)lan  to  meet  them.  By 
doing  this,  a great  part  of  the  community’s  final 
acceptance  can  come  through  seeing  this  plan  as 
a part  of  a long-range  program  of  health  for  the 
community.  Next,  careful  studies  should  be  made 
concerning  construction  of  the  building.  Advice 
should  be  sought  from  those  already  having  geri- 
atric units  and  from  architects  who  have  made 
a study  of  hospital  design. 

Staffing  the  unit  must  not  wait  until  the  build- 
ing is  completed  and  ready  for  occupancy.  It 
takes  time  for  interviewing  and  screening  of  ap- 
plicants for  the  jobs  which  will  be  available.  We 
have  found  that  not  all  nurses,  aides,  orderlies  and 
even  housekeeping  and  dietary  help  have  the 
ability  and  really  like  to  care  for  and  work  with 
the  geriatric  patient.  It  takes  a special  type  person 
to  have  the  understanding  and  patience  needed  in 
geriatric  care.  Fhcn  comes  the  time  to  plan  for 
the  grand  opening  and  dedication  of  the  building. 
This  is  where  a good  public  relations  program 
needs  to  be  well  functioning  in  advance  in  order 
for  this  to  be  a real  occasion  in  the  community. 
This  is  the  time  for  all  in  the  community  to  see 
the  building  and  observe  the  standards  of  service 
and  program  being  instituted.  Only  through  their 
seeing  and  believing  will  this  idea  of  specialized 
geriatric  care  be  accepted.  Once  accepted,  your 
unit  is  on  its  feet  and  your  community  feels  its 
pride  in  its  accomplishment. 

I wish  to  add  one  more  factor  which  is  so  vitally 
important  to  your  geriatric  unit  . . . the  family 
of  the  patient  or  resident.  Much  patience,  under- 
standing and  sympathy  needs  to  be  expended  on 
the  family.  Even  though  they  know  and  you  know 
that  the  community  has  one  of  the  finest  facilities 
in  the  land,  the  idea  of  placing  a beloved  member 
of  the  family  in  a nursing  home  brings  emotional 
strain  to  the  family  . . . they  become  very  critical 
of  care  and  facilities  . . . they  cannot  see  the  nurs- 
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ing  Iioiuc  or  tlic  geriatric  unit  objcctiwly.  Once 
the  break  is  made  and  they  can  see  the  care  their 
l()\ed  one  is  reeeising  and  the  improvement  lie 
is  making,  then  the  tliinking  changes.  By  giving 
patient  tmderstanding  to  the  lamily  and  the  new 
resident  at  a time  when  it  is  needed  most,  yonr 
ties  with  the  lamily  are  stionger  and  they  become 
most  helpl'nl. 


Oin  pni  jiose  at  .Sjiarks  Manoi  is  to  pros  ide 
an  attractise  home,  complete  svith  all  iacilities 
which  make  up  a well-roinuled  lile  within  the 
physic  al  limitations  ot  onr  residents,  while  adding 
the  important  factors  of  skilled  supervision  and 
the  best  in  nursing  care.  We  firmly  believe  we 
have  the  best  apprcjach  to  geriatric  care  ...  a 
lacility  nncler  the  operation  of  the  commnnity 
hospital. 
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FACTS  THAT  ALL  PHYSICIANS  SHOULD  KNOW 
CONCERNING  ACCREDITATION  OF  HOSPITALS 

A.  Allen  Weintraub* 


Jlhe  AtnuAL  Fi  NCTioNiNG  program  of  the 
joint  Commission  on  Accreditation  of  Hospitals 
is  eight  years  old.  In  that  short  time  it  has  reached 
a stage  of  importance,  both  ideally  and  eco- 
nomically that  must  be  considered  by  all  hospitals 
and  members  of  the  medical  profession. 

Basically,  the  major  purposes  of  the  Joint  Com- 
mission are; 

(1)  To  apply  certain  basic  principles  and  ad- 
ministration for  efficient  care  of  the  pa- 
tient. 

(2)  To  promote  high  tjuality  care  of  medical 
and  hospital  care  in  all  its  aspects,  in  order 
to  give  patients  the  greatest  benefits  that 
medical  science  has  to  offer. 

(3)  To  maintain  the  essential  diagnostic  and 
thcrapetitic  services  in  the  hospital  through 
coordinated  effort  of  the  organized  medical 
staff  and  the  governing  board  of  the  hos- 
pital. 

I'here  are  other  purposes,  but  these  major  ones 
best  illustrate  the  over-all  operation  and  objec- 
tives of  the  Joint  Commission. 

"When  speaking  of  the  Joint  Commission,  one 
cannot  overlook  the  striking  and  important  events 
leading  up  to  the  formation  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals. 

'The  first  effective  demand  for  the  systematic 
review  and  scientific  evaluation  of  medical  care 
originated  soon  after  1910.  Surgery  had  gained 
great  pojrular  favor  in  the  years  just  past,  when 
the  dramatic  relief  of  suffering  and  disability  and 
the  prolongation  of  life  that  were  offered  by 
Surgery  at  its  best  had  overcome  much  of  the 
former  dread  of  the  hos]}ital  and  the  surgeon. 
■Although  the  need  for  well  trained  surgeons  far 
exceeded  the  available  supply  at  that  time,  there 
was  a surplus  of  poorly  trained  surgeons.  The 
medical  literature  of  the  day,  particularly  Flex- 

* Assistant  Administrator,  St.  Vincent  Infirmary,  Little  RocK  Arkan- 
sas 


tier’s  famotis  survey  of  medical  education,  gives 
us  the  picture  of  a greatly  over-crowded  profes- 
sion, made  up  in  large  part  of  poorly  educated 
doctors.  In  the  period  between  1900  and  1909, 
some  165  medical  schools  had  been  turning  out 
5200  doctors  annually,  a majority  of  whom  had 
not  even  a high  school  education  before  taking 
24  or  30  months  of  medical  education  that  often 
consisted  largely  of  lectures  and  craming  for 
examinations  with  little  or  no  laboratory  and 
clinical  work  worthy  of  the  tiame.  (1) 

I mention  tire  above  only  because  the  influence 
of  Flexner's  1910  report  lay  heavily  on  the  Clinical 
Congress  of  Surgeons  of  North  America,  when  in 
1912  they  gave  the  first  organized  expression  to 
plans  for  comparable  reforms  in  the  quality  of 
H()spital  Care  and  Surgical  Practice.  The  Phila- 
delphia County  Medical  Society  phrased  it  thus 
in  1914- 

“4  hat  the  Cotmty  Medical  Society  etidorse  the 
reejuest  which  the  Americati  Medical  Association, 
the  Cdinical  Congress  of  Surgeons  of  North  Ameri- 
ca, and  the  American  Hospital  Association  have 
forwarded  to  the  Carnegie  Imundation,  asking 
that  the  Foundation  prepare  a report  on  the 
classification  and  sta)idard\izatio?i  of  hospitals— 
a report  that  will  perform  as  a great  service  for 
the  hospitals  of  this  country,  as  the  report  on 
Medical  Education  has  already  performed  for  the 
Medical  Schools.”  (2) 

The  Clinical  Congress  of  Surgeons  initiated 
action  that  resulted  in  its  successor,  the  American 
College  of  Surgeons,  obtaining  grants  for  that 
purpose  from  the  Carnegie  Foundation.  Leaders 
in  the  new  American  College  of  Surgeons  made 
every  effort  to  advocate  a nation-wide  survey  of 
hospitals  along  the  lines  of  Flexner’s  study.  Their 
plan  was  that  hospitals  would  be  judged  indi- 
vidually according  to  objective  measurements  of 
performance,  based  on  a systematic  analysis  of 
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CISC'S.  When  the  great  sitrvey  ol  hospitals  of  the 
Ihiited  Sttiles  and  (aniada  was  made  possible,  by 
the  Ciarnegie  gianl,  it  was  condueLed  by  the 
.\nietiean  (iollege  ol  Snigeons.  It  is  known  that 
otily  89  of  ()92  hospitals  of  100  beds  or  more  eonld 
meet  any  reasonable  sttindard  (8)  and  it  has  been 
said  that  the  fac  ts  elicited  by  the  first  survey  were 
so  shocking  th;it  the  sinvey  comtnittee  ordered 
the  individual  survey  reports  destroyed.  The 
situations  eneonntered  in  the  hospitals  that  were 
not  lip  to  stanchird  are  easily  iiderred  from  the 
standards  that  were  set  up  later.  There  was  a 
secere  lack  of  organization,  discipline,  and  super- 
vision of  the  Medical  Staff;  no  provision  was  made 
for  a systematic  review  of  the  kind,  and  cpiality 
of  medical  care  rendered;  medical  records  were 
non-existant  or  fragmentary;  there  were  no  rules 
and  regulations  governing  basic  medical  practice; 
and  facilities  for  X-Ray  and  Laboratory  diagnosis 
were  completely  inadecjuate. 

The  American  Ciollege  of  Surgeons  made  the 
fateful  decision  that  the  public  interest  would  be 
belter  served  by  not  publishing  the  findings  as 
they  related  to  individual  Institutions,  until  hos- 
|jitals  and  doctors  involved  had  had  a chance  to 
set  their  own  house  in  order. 

From  this  beginning,  the  .\merican  College  of 
Surgeons,  from  1918  to  1 952,  has  worked  diligently 
to  obtain  betterment  of  hospital  care.  'Foclay, 
the  Joint  Commission  on  .\ccreclitation  of  Hospi- 
tals, which  has  succeeded  the  American  College 
of  Surgeons  in  the  field  of  Hospital  Accreditation, 
has  stimulated  new  interest. 

To  a hospital,  accreditation  means  an  Institu- 
licjn  which  because  of  its  standards,  attracts  the 
best  jjossible  skilled  personnel  to  its  doors.  It 
shows  that  the  hospital  knows  and  endorses  only 
highest  cpiality  care  and  the  best  of  modern  facili- 
ties. 

To  the  physician,  it  gives  the  assurance  of  a 
good  physical  plant  with  adecpiate  diagnostic 
and  therapeutic  facilities  and  ecpiipment,  manned 
by  cpialified  technical  personnel.  He  belongs  to 
a hospital  where  medical  records  mean  something 
to  him  now',  and  to  future  generations  wdio  fol- 
low; where  scientific  conferences  and  reviews  are 
held,  and  medic  al  science  is  keeping  abreast  of  the 
limes  ;md  making  every  effort  to  forge  ahead. 

In  my  years  in  .-\dministration,  I have  found 
that  the  greatest  stumbling  block  is  in  the  inter- 
pretation of  the  Joint  Commission  objectives.  In 


oiclei  that  the  readers  might  have  a clearer  under- 
standing of  the  joint  (amnnission  and  its 
opeiation,  1 will  highlight  some  of  the  most  im- 
poilanl  items  that  are  worthy  of  mention. 

1.  Fhe  Joint  Ciommission  Accreditation  program 
is  entirely  voluntary. 

2.  Fo  be  eligible  for  a survey  for  accreditation, 
the  (ammiission  recpiires  that  the  hosjiital  have 
at  least  25  beds,  excluding  bassinets  and  have 
been  in  operation  at  least  12  months  and  be 
accepted  for  listing  by  the  American  Hospital 
.\sscrc  iation. 

5.  Accreditation  should  be  the  gcral  for  small,  as 
well  as  large  hospitals.  Quality  care  comes 
from  people,  not  from  facilities, 
f.  Accreditation  costs  nothing  in  dollars  and 
cents,  but  does  take  time  on  the  part  of  hospital 
boards,  medical  staffs,  and  administration. 

5.  W'ith  reterence  to  staff  appointments,  the  Com- 
mission states  that  the  gerverning  body  of  the 
hosintal  should  be  the  ultimate  authority.  The 
medical  staff,  however,  has  the  responsibility 
of  making  recommendations  for  staff  appoint- 
ments to  the  governing  body.  Also,  that  the 
selection  of  physicians  to  be  recommended  for 
medical  staff  appointment  should  be  based  on 
the  following  principles: 

a.  A license  to  {traclice  medicine  is  not  a 
guarantee  of  competence  in  any  field.  All 
that  it  confers  is  the  legal  right,  not  a 
moral  right. 

b.  Privileges  should  be  extended  to  qualified 
physicians  to  practice  in  the  hospital  in  the 
fields  of  general  medicine,  surgery,  pedi- 
atrics, obstetrics,  gynecology,  and  other 
specialties,  according  to  experience,  judg- 
ment, ability,  and  competence,  as 
evaluated  by  the  Credentials  Committee 
and  recommended  to  the  staff  and  the 
board. 

c.  Individual  merit  and  competence  should 
be  the  sole  criteria  for  selection,  and  under 
no  circumstances  should  the  accordance  of 
staff  membership  or  professional  privi- 
leges in  a hospital  be  dependent  alone 
upon  certification  or  membership  in 
specially  societies. 

().  Fhe  Joint  Commission  is  made  up  of  members 
of  the  American  College  of  Physicians,  .Ameri- 
can College  of  Surgeons,  American  Medical 
Association,  and  American  Hospital  Associa- 
tion. 
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7.  Safely  for  the  lives  of  patients  is  a fundamental 
requirement  for  accreditation.  No  matter  how 
excellent  a hospital  is  in  all  other  respects,  if 
the  building  is  a fire  trap,  it  will  not  be  ac- 
credited. 

8.  I’he  Commission  places  great  emphasis  on  the 
extent  and  care  with  which  the  Medical  Staff 
reviews  and  evaluates  clinical  practice.  Since 
good  medical  records,  reliable  diagnostic  serv- 
ices, and  competent  well  organized  staffs  are 
essential  for  good  clinical  review,  these  factors 
are  closely  surveyed.  To  be  accredited,  there 
must  be  evidence  that  the  hospital  medical 
staff  is  living  up  to  its  important  responsibili- 
ties. 

9.  A physician,  when  accepting  hospital  appoint- 
ment, assumes  responsibility  for  supporting 
medical  staff  and  hospital  policies.  He  becomes 
a creative  force  in  formulating  future  policies 
and  standards  for  patient  care.  He  works 
through  the  staff  organization  to  maintain  high 
standards.  He  supervises  those  less  experi- 
enced, and  accepts  supervision  from  those  more 
experienced.  He  accepts  controls  as  a protec- 
tion to  himself  as  well  as  others.  He  contributes 
to  the  teamwork  required  in  the  modern  prac- 
tice of  medicine.  He  makes  it  possible  for  the 
medical  staff  to  be  truly  self-appraising  and 
self-regulatory. 

10.  With  reference  to  Consultation,  the  Commis- 
sion states  that  a consultant  is  a second  physi- 
cian called  by  the  attending  doctor  to  examine 
and  discuss  his  patient.  In  the  sense  in  which 
they  use  the  term,  it  does  not  necessarily  imply 
seniority.  Except  in  an  emergency,  consulta- 
tion with  another  qualified  physician  is 
required  in— 

a.  First  Caesarean  Section. 

b.  Curettages  or  other  procedures  by  which 


a known  or  suspected  pregnancy  may  be 
interrupted. 

c.  Operation  performed  for  the  sole  purpose 
of  sterilization  on  both  male  and  female 
patients. 

d.  Cases  on  all  services  in  which,  according 
to  the  judgment  of  the  physician,  the 

patient  is  not  a good  medical  or  surgical 
risk,  or  the  diagnosis  is  obscure,  or  there 
is  doubt  as  to  the  best  therapeutic  meas- 
ures to  be  utilized. 

A consultation  is  not  complete  or  satisfactory, 
unless  it  includes  an  examination  of  the  pa- 
tient, and  the  patient’s  record  and  written 
opinion  is  signed  by  the  consultant  and  at- 
tached to  the  record. 

There  are  many  other  important  items  that 
should  be  presented,  but  I am  certain  that  those 
already  listed  will  convince  all  members  of  the 
medical  profession  that  they  not  have  a defeatist 
attitude  in  saying  that  accreditation  is  out  of  our 
reach— This  is  not  so— All  hospitals,  small  or 
large,  with  mutual  cooperation  with  their  re- 
spective boards,  medical  staff,  and  administration, 
can  become  fully  accredited,  but  it  does  take  team- 
work. 

The  Joint  Commission  on  Accreditation  of 
Hospitals  has  taken  on  a tremendous  responsibil- 
ity in  adopting  this  program,  but  this  is  the  only 
way  that  the  community  can  have  assurance  that 
its  hospitals  are  rendering  the  efficient  service 
we  expect  of  it. 

1.  Flexner,  A.;  Medical  Education  in  United  States  and 
Canada;  Report  to  Carnegie  Foundation  for  Advance- 
ment of  Teaching  with  introduction  by  Henry  D. 
Pritchett;  pp.  New  York,  D.  B.  Updike,  the  Merrymount 
Press,  1910. 

2.  AV'etherill,  H.  G.;  A Plea  for  Higher  Hospital  Efficiency 
and  Standardization.  Surg.,  Gyn.,  and  Obs.,  20,  705-707, 
1915. 

3.  Manual  of  Hospital  Standardization;  pp.  Chicago; 
American  College  of  Surgeons,  1946— page  8. 
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GENERAL  PRACTICE 

By  Guy  R.  Forris,  M.D. 


J.HK  Ri-.Ai.iZATioN  1 HAT  iiiecUcal  scliools  ai'c 
losing  more  and  more  qualilied  applicants  to  the 
newer  headline  space  services  has  initiated  the 
American  Academy  ol  (ieneral  Practice  to  iormn- 
late  a program  in  which  career  recruiting  ot 
i'uttire  physicians  by  established  doctors  is  the 
primary  goal. 

Project  MORE  is  the  name  given  to  this  under- 
taking and  has  already  been  put  into  practice 
in  October  1961  in  two  localities,  Binghamton, 
Xew  York  and  Omaha,  Nebraska. 

The  framework  of  Project  MORE  includes  the 
taking  of  the  story  of  medicine  and  medical  edu- 
cation into  the  high  schools  of  local  communities 
Ity  physicians  practicing  within  the  communities. 
This  is  accomplished  by  special  assemblies  for 
junior  and  senior  students,  the  formation  of  “Ars 
.Medica”  chibs  with  the  assistance  of  focal  school 
science  teachers  and  focal  physicians  establishing 
discussion  groups  with  those  students  showing 
special  interest  in  the  Medical  Sciences. 

The  academy  realizes  that  doctors  are  the  best 
recrtiiters  of  doctors.  But,  tvith  our  growing  popu- 
lation and  the  demands  for  more  and  more 
physicians,  the  usual  father-son  arrangement  of 
the  past  is  no  longer  adequate. 

The  physicians  in  the  two  areas  in  which  Proj- 
ect \fORE  has  been  put  into  operation  has  been 
assisted  by  press,  radio,  and  news  media  and  by 
jjroclamation  by  the  mayors  of  the  two  communi- 
ties designating  November  as  “MD  Career 
Month.”  " 


1 he  parents  of  those  students  that  show  special 
interest  are  also  contacted  and  informed  of  the 
fat  ts  of  medical  education  and  of  the  real  need 
for  more  doctors  in  a growing  America.  Another 
segment  of  Project  MORE  is  the  establishment  of 
an  even  more  personal  bond  between  the  excep- 
tionally interested  students  and  the  local  jihysi- 
cians.  These  “junior  preceptees”  are  to  be  chosen 
from  the  top  candidates  in  the  high  schools. 
I'hese  students  will  spend  a day  with  their  physi- 
cian “preceptor”  and  will  take  part  in  his  daily 
activities  to  the  fullest  and  proper  extent,  includ- 
ing hospital  rounds,  visiting  in  his  home,  and  to 
some  extent  observing  normal  office  procedure, 
tvhich  will  include  demonstration  and  explana- 
tion of  diagnostic  and  therapeutic  aids  that  are 
available. 

These  interested  students  in  the  two  areas  in 
New  York  and  Nebraska  will  prepare  an  essay 
outlining  their  experiences  as  a “junior  precep- 
tec”  and  their  feelings  toward  a physician  career. 
These  essays  will  be  given  a $1,000.00  scholarship 
to  the  medical  school  of  his  choice,  to  be  held 
in  trust  until  the  time  of  his  enrollment. 

I’his  new  effort  to  stimulate  our  high  school 
students  to  a medical  career  is  admittedlv  in  its 
infancy,  but  in  the  future.  Project  MORE  will  be 
e.xpanded  to  include  other  areas  of  the  Efnited 
States  and  also  much  thought  is  being  given  to 
broaden  the  age  group  of  students  contacted  to 
include  both  junior  high  students  and  also  stu- 
dents enrolled  in  liberal  arts  colleges. 
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Department  of  Medicine 
University  of  Arkansas  Medical  Center 
Little  Rock,  Arkansas 


SUBACUTE  EROSIVE  ESOPHAGITIS 


James  H.  Abraham,  M.D.* 


Prol>ably  almost  everyone  has  experienced 
heartburn  at  one  time  or  another.  It  can  hardly 
he  argued  that  this  constitutes  an  abnormal  or 
pathological  phenomenon  of  any  great  signifi- 
cance in  the  vast  majority  of  those  in  whom  it 
occurs  occasionally.  However,  in  those  people  in 
whom  heartburn  is  a regular  and  painful  occur- 
rence, this  may  be  a symptom  of  a serious  and 
jjrogressive  disease  of  the  esophagus.  Esophagitis 
is  probably  the  most  common  disease  of  the 
esophagus  and  this  disease  may  exist  under  a 
variety  of  circumstances.  The  type  known  as  the 
“peptic”,  “reflux”,  or  “regurgitant”  form  of 
erosive  esophagitis  is  the  most  common  form  and 
is  seen  often  enough  in  clinical  practice  to  make 
a brief  review  worthwhile. 

The  etiology  and  pathogenesis  of  subacute 
erosive  esophagitis  is  open  to  cpiestion.  It  is 
generally  thought  that  regurgitation  of  acid  peptic- 
content  into  the  lower  end  of  the  esophagus  is 
responsible.  This  is  not  always  true,  however,  as 
evidenced  by  the  absence  of  reflux  in  some  cases, 
and  the  fact  that  the  material  regurgitated  is 
neither  acid  nor  has  peptic  activity  in  others. 

• Instructor  in  Medicine.  University  of  Arkansas  Medical  Center 
Little  Rock,  Arkansas 


Perhaps  stating  that  the  pathogenesis  and  etiology 
may  not  be  the  same  in  all  cases  is  the  easiest  way 
to  beg  the  question.  At  any  rate,  the  term  “pep- 
tic” esophagitis  would  seem  to  be  justified  in 
most  instances.  Whatever  the  cause  of  subacute 
erosive  esophagitis,  there  is  a high  degree  of  cor- 
relation between  the  occurrence  of  this  disease 
and  those  factors  which  predispose  to  gastro- 
esophageal reflux.  (1) 

The  reported  incidence  of  subacute  erosive 
esophagitis  varies  greatly,  but  is  probably  higher 
than  is  generally  appreciated.  The  criteria  for 
inclusion  in  reported  series  certainly  accounts  for 
part  of  the  difference.  Lodge  (2)  found  an  inci- 
dence of  36  per  cent  in  500  unselected  hospital 
autopsies  (a  select  group  in  itself),  and  in  100 
instances  of  sudden  death  she  found  8 cases.  In 
a survey  of  20,000  autopsies  Peters  (3)  found  1 16 
cases  of  severe  esojthagitis,  an  incidence  of  0.92 
per  cent.  The  author  stated  that  undoubtedly 
many  mild  cases  were  not  included. 

Gastroesophageal  reflux  probably  occurs  in 
most  people  occasionally,  but  most  of  the  time 
there  seems  to  be  a barrier  of  some  kind  which 
prevents  reflux.  The  mechanism  which  normally 
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|)ic'\t‘nl,s  rclliix  is  iiu oniplelfly  uiulerslood  uL 
present.  Analomieal  slntlies  ntlen  show  a saeeular 
ililatation  ol'  the  ilislal  lew  eeiilimeters  ol  the 
e.so{)hagus.  I'his  has  been  called  the  "gastro- 
esophageal vestibule  ol  expulsion”  by  Lerche  (4). 
Studies  ol  esojdiagcal  motility  by  lugelliuger  and 
associates  (5)  have  shown  that  this  vestibule  has 
distinct  physiological  characteristics.  Peristalsis 
liom  the  body  ol  the  esophagus  is  not  propagated 
immediately  through  the  distal  jjortiou  ol  the 
esophagus,  and  Ihioroscopically  one  usually  ob- 
serves a temporary  impediment  to  the  How  of  a 
barium  bolus  Irom  this  region  into  the  stomach, 
rhe  anatomical  integrity  ol  the  structures  in  this 
;irea— esophagus,  diaphragm  and  stomach— are 
just  as  important.  Even  though  a true  anatomical 
sphincter  has  not  been  demonstrated,  a physio- 
logic distal  esophageal  sphincteric  mechanism 
seems  to  be  present  and  it  depends  upon  proper 
anatomical  relationships  for  its  normal  function. 

Of  the  factors  contributing  to  the  development 
of  e.sophagitis,  the  sliding  type  of  hiatus  hernia 
seems  to  be  the  most  frequent.  It  is  this  type 
of  hiatus  hernia  which  permits  reflux  of  gastric 
content  into  the  esophagus  and  accounts  for  the 
symptoms  often  found  in  this  disorder.  Regurgi- 
tation usually  does  not  occur  with  the  paraesopha- 
geal type  of  hiatus  hernia.  Gastric  intubation 
often  is  incriminated  as  a cause  of  esophagitis. 
The  ])resence  of  a tube  in  the  e,sophagus  and 
stomach  perhaps  interferes  with  the  normal 
barrier  to  reflux,  and  the  added  factor  of  the  re- 
( umbent  position  is  probably  equally  important. 
Repeated  vomiting  is  sometimes  associated  with 
esophagitis.  Duodenal  ulcer  with  obstruction  and 
repeated  vomiting  of  large  amounts  of  gastric 
juice  is  cited  as  a cause  of  this  disease.  The 
symptoms  of  gastroesophageal  reflux  are  more 
common  during  pregnancy,  in  extreme  obesity, 
and  in  people  who  wear  tight  constricting  corsets. 
It  must  be  remembered,  however,  that  neither 
reflux  nor  acid  peptic  juice  need  be  present.  The 
disease  has  occurred  following  operations  for  the 
correction  of  gastric  hypersecretion,  in  patients 
who  have  a gastroenterostomy  with  alkaline  re- 
flux, and  in  achlorhydric  patients. 

■Subacute  erosive  esophagitis  manifests  itself 
as  a ])rogressive  disease.  It  has  periodicity,  just  as 
duodenal  ulcer  has,  but  as  time  passes  the  symp- 
loms  tend  to  become  more  .severe.  Increasing 
heartburn,  retrosternal  pain  and  dysphagia  are 
the  predominant  symptoms.  The  dysphagia  oc- 


curs at  fiist  on  swallowing  solid  fcjods.  Subse- 
cpiently  even  licpiids  are  swallowed  with  diffi- 
culty, and  the  patient  loses  weight.  Inllammatory 
swelling  and  spasm  probably  cause  the  dysphagia 
at  first,  but  subsetjuently  fibrosis  and  stricture 
formation  are  important.  Painful  sjxasm  of  the 
eso|jhagus  may  be  brought  on  by  drinking  very 
cold  water.  Occasionally  esophageal  spasm  causes 
retrosternal  pain  that  resembles  angina  pectoris, 
and  the  prompt  relief  of  this  spasm  and  pain  with 
nitroglycerine  may  add  to  the  confusion.  Patients 
w'ho  lie  flat  in  bed  for  long  periods  may  develop 
their  first  symptoms  during  this  time.  Patients 
who  develop  severe  heartburn  while  lying  in  bed 
after  a myocardial  infarction  may  be  suspected 
of  having  recurrent  infarction  until  the  head  of 
the  bed  is  raised.  Esophageal  spasm  has  been 
treated  as  myocardial  infarction  (6). 

Bleeding  is  another  prominent  symptom  in 
subacute  erosive  esophagitis.  In  the  absence  of 
actual  ulceration  of  the  esophagus,  bleeding  is 
usually  slow  and  intermittent  and  may  be  un- 
noticed by  the  patient  until  symptoms  of  marked 
anemia  appear.  When  ulceration  occurs  the 
bleeding  is  likely  to  be  more  dramatic  and  life- 
threatening.  Schmidt  (7)  reported  that,  of  a series 
of  170  patients  with  regurgitant  ulceration  of  the 
esophagus,  3S  had  hematemesis,  20  complained  of 
melena,  and  16  reported  that  they  had  required 
blood  transfusions;  there  were  3 fatal  hemor- 
rhages. Perforation  of  the  e,sophagus  is  a cata- 
strophic event,  but  fortunately  this  is  an 
uncommon  occurrence.  It  is  interesting  to  note, 
however,  that  in  Palmer’s  series  of  patients  with 
primary  eso])hageal  ulcer  (many  of  which  were 
associated  with  hiatus  hernia  and  with  erosive 
esophagitis)  treated  by  conservative  measures,  3 
developed  electrocardiographic  evidence  of  peri- 
carditis (8).  Esophageal  ulceration  commonly 
leaves  fibrous  stricture  of  the  esophagus  when 
healing  occurs.  Tracheobronchitis  is  an  occa- 
sional complication  of  gastroesophageal  regurgi- 
tation, and  periesophagitis  occurs  as  a result  of 
recurrent  episodes  of  subacute  perforation  (9). 

The  diagnosis  of  peptic  esophagitis  may  be 
lBus])ected  clinically  from  the  symptoms  the  patient 
])resents.  The  presence  of  peptic  idcer  in  the 
duodenum  or  stomach  may  confuse  the  diagnosis. 
The  pain  of  esophageal  idceration  and  spasm  can 
mimic  pain  of  cardiac  origin  and  this  should 
be  borne  in  mind.  The  disease  may  be  asympto- 
matic, and  it  can  wax  and  wane  rapidly. 
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Subacute  Erosive  Esophagitis 


Ihe  only  way  subacute  erosive  esophagitis  can 
be  diagnosed  unequivocally  is  by  esophagoscopy. 
By  direct  visualization  one  sees  mucosal  edema 
and  redness,  friable  and  bleeding  mucosa,  thick- 
ened longitudinal  foltls,  granular  denuded  areas, 
erosion  with  membranous  exudation,  and  ulcera- 
tion in  various  combinations.  Biopsy  can  be  done 
at  the  time  of  esophagoscopic  examination.  Ra- 
diologic examination  may  give  strong  evidence  of 
esophagitis,  some  of  the  possible  findings  being 
hiatus  hernia,  disorderly  and  ineffective  esopha- 
geal peristalsis,  esophageal  shortening  and  thick- 
ening, spasm  and  stricture,  mucosal  irregularities 
and  ulcerative  changes  (9). 

Therapy  of  erosive  esophagitis  will  be  dictated 
by  the  status  of  the  disease  at  the  time  the  diag- 
nosis is  made  and  whatever  complications  may  be 
present.  In  general,  therapy  is  directed  toward 
preventing  reflux  into  the  esophagus,  controlling 
gastric  hypersecretion,  and  reducing  the  acidity 
of  the  gastric  contents.  In  mild  or  moderate  de- 
grees of  esophagitis  a trial  of  conservative  treat- 
ment is  warranted  and  is  frequently  successful  in 
controlling  symptoms  and  hindering  the  develop- 
ment of  serious  complications.  Treatment  is 
essentially  the  same  as  for  duodenal  ulcer,  using 
a bland  diet,  antacids,  milk  and  cream  at  frequent 
intervals  (especially  at  bedtime),  and  anti- 
cholinergic drugs.  In  addition,  patients  are  ad- 
vised to  avoid  lying  down  for  an  hour  or  two 
after  eating  and  to  raise  the  head  of  the  bed  to 
prevent  reflux.  When  edema  and  spasm  are 
present  and  dysphagia  is  a symptom,  bouginage 


is  frequently  useful  for  gentle  esophageal  dilita- 
tion;  prolonged  treatment  is  necessary.  Even 
though  this  form  of  management  will  be  sufficient 
in  many  cases,  surgery  will  often  be  necessary. 

If  it  becomes  apparent  that  conservative  treat- 
ment is  failing,  surgery  shoidd  be  undertaken 
before  extensive  damage  has  been  done  to  the 
esophagus  and  its  surrounding  tissues  making 
surgery  more  difficult.  Complications  such  as 
obstruction  and  uncontrollable  hemorrhage  are 
unequivocal  indications  for  surgery.  Although 
ulceration  is  treated  conservatively  in  some  in- 
stances, this  also  is  considered  a strong  indication 
for  surgery,  especially  in  the  presence  of  a hiatus 
hernia. 
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WHAT  IS  YOUR  INTERPRETATION? 

Age:  29  Sex:  F Build:  Slender  Blood  Pressure:  120'80 
Medication:  None 

History:  Chest  pain  accentuated  by  deep  breathing. 

Answer  on  Page  507 


Prepared  by  J.  S.  Taylor,  M.D.,  Professor  of  Medicine 

The  Depaiimenf  of  Medicine 
University  of  Arkansas  Medical  Center 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxme  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Sqjjibb 


Squibb  Quality  — the  Priceless  Ingredient 

‘Theragran'*  is  a Squibb  trademark 


*^nutntion... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^* 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  \’itamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.”"  2,  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ■ ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adecjuacy  . . 

3.  Fernandez-Heriihy.  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly obser\'ed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

pcpq rrll  1 nPl*  1 Sebrell,  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack.  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

C-li.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”'  e.Overholser,  W.,  and  Fong.  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.”  ?.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City.  Oct.  7 and  8,  1960,  Reported  in;  Medical  Science  8:772  (Dec. 10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”'* 


8.  Duncan  G.  G.;  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


POR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 


WHAT  IS  YOUR 


DIAGNOSIS? 


Prepared  by  the 

Department  of  Radiology,  University  of  Arkansas 
School  of  Medicine,  Little  Rock 
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A case  ot  tularemia,  or  “rabbit  fever”  was  rc- 
|)orte(l  to  the  State  Health  Department  on 
October  7,  1961.  The  patient  was  a 47-year-ol(l 
white  male,  who  lives  81/9  miles  southwest  ot 
Little  Rock. 

It  happened  that  on  August  27,  1961,  the  indi- 
vidual concerned  cleaned,  dressed,  and  cooked 
a rabbit  that  his  dog  had  brought  into  the  yard. 
The  cooked  rabbit  was  especially  prepared  for 
the  dogs  to  eat.  The  patient  had  a small  sore  on 
his  left  forefinger  at  the  time  he  cleaned  and 
dressed  the  rabbit.  It  was  through  this  break  in 
the  skin  he  became  infected.  The  patient  became 
ill  on  September  5,  1961,  with  a high  fever,  fol- 
lowed by  chills.  A primary  lesion  developed  as 
a pustule  at  the  site  of  the  skin  break  on  the  left 
forefinger.  In  addition,  the  axillary  lymph  glands 
under  the  left  armpit  became  enlarged  and  pain- 
ful. 

The  patient  w'as  very  ill  for  a period  of  nine 
days,  and  sidficiently  incapacitated  to  be  hos- 
jtitalized  for  much  of  that  time.  Pasteurella 
Tidarensis  was  isolated  from  pus  taken  from  the 
infected  left  forefinger.  Agglutination  tests  on 
his  blood  showed  a higher  titer,  1:5120. 

Tularemia  is  often  referred  to  as  rabbit  fever 
Itecause  of  the  long  association  of  the  disease  with 
wild  rabbits.  Many  other  species  of  wild  animals 
may  be  infected  with  tularemia  such  as  squirrel, 
skunk,  opossum,  woodchuck,  and  muskrat.  Four 
cases  in  dogs  w'ere  reported  in  Arkansas  in  1961. 
The  disease  passes  from  one  animal  to  another 
and  to  humans  by  blood  sucking  insects  such  as 
licks,  flies,  lice,  and  fleas.  Most  human  cases  of 
inlaremia  reported  in  Arkansas  were  traceable  to 
the  bite  of  a tick. 


The  records  in  the  State  Health  I)e|)ariment 
indicate  that  tularemia  has  a wide  distribution. 
A total  of  60  human  cases  were  reported  in  27 
counties  during  1961.  In  the  fall  of  the  year  when 
the  hunting  season  starts,  and  more  people  enter 
the  fields  and  woods,  a rise  in  the  incidence  of 
tidaremia  usually  occurs.  The  disease  has  a rapid 
onset,  but  complete  recovery  is  quite  slow.  There 
is  no  vaccine  to  prevent  the  disease  in  man  or 
animals.  In  former  years  the  treatment  for  tula- 
remia was  very  difficult  but  now  a number  of 
antibiotics  are  effective. 

Every  person  whose  work,  employment,  or  rec- 
ication  is  such  that  exposure  to  tularemia  may 
occur  shoidd  be  acquainted  with  and  follow  cer- 
tain protective  measures.  These  measures  are: 

1.  Avoid  handling  sick  or  sluggish  wild  ani- 
mals; an  animal  found  dead,  one  brought  in  by  a 
dog  or  cat  should  also  be  avoided. 

2.  Exercise  the  greatest  of  care  when  cleaning 
wild  game.  Use  disposable  rubber  or  plastic  gloves 
for  cleaning  and  processing  game.  Don’t  splash 
the  blood.  Keep  hands  away  from  eyes.  The 
housewife  who  cooks  the  game  should  also  be 
careful  because  refrigerated  game  may  still  be 
infectious.  W^ash  hands  and  arms  with  plenty  of 
warm  water  and  soap  after  cleaning  and  handling 
raw  game. 

3.  Reject  for  use  and  destroy  by  burning  or 
burying  game  with  abscesses  or  spots  on  the  liver. 
Even  when  enlarged  glands  or  spots  on  the  liver 
are  not  present  one  should  be  careful  because  the 
aTiimal  may  still  have  tularemia. 

4.  Cook  all  wild  game  until  well  done;  no  red- 
ness or  red  jnice  should  remain  in  the  meat. 

5.  Protect  against  bites  of  insects,  such  as  ticks 
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and  deer  Hies,  which  may  iransmir  the  disease,  by 
use  of  repellants  and  suitable  clothing.  Avoid 
handling  or  scjuashing  such  insects.  After  each 
trip  into  the  woods  and  fields,  examine  yourself 
carefully  for  the  presence  of  ticks.  Remove  any 
ticks  without  squashing. 

6.  Do  not  drink  raw  water  from  springs  or 
streams  in  the  woods  becatise  the  stream  may  be 


contaminated  with  tularemia  germs.  Contami- 
nated water  is  another  manner  in  which  the  dis- 
ease may  be  acquired. 

Tularemia  is  widely  distributed  throughout 
the  world.  The  disease  has  been  reported  from 
Canada,  forty-six  states  of  the  United  States,  and 
the  District  of  Columbia. 


TULAREMIA  - 1961 


muifs 

ARKANSAS 

STATE  0O6RO  OF  HEACTH 

(3  - 1 human  case 
VECTORS: 

T - tick 4l 

E - rahhit 7 

D - deer I 

S - squirrel 1 

H - human  contact  1 

” - un>;noTO _2- 

60 

A - 1 esse  in  dog  4 
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EDITORIAL 


"WHITHER 


THE  ARKANSAS  HOSPITAL" 

Alfred  Kahn,  Jr.,  M.D. 


JLhk  changing  POLiTiCAr,  and  social  cliiiiaLe 
()1  this  era  in  the  United  States  is  inanilesting 
itsell  in  many  lacets  ol  the  health  programs  in 
(his  state,  and  as  is  oiten  the  ease  in  a ehanging 
pattern  ol  philosophy  the  symptom  or  outward 
expression  is  oiten  mistaken  lor  the  disease. 
Furthermore,  although  the  problem  may  be  rec- 
ognized in  its  entirety,  solutions  are  not  always 
available.  This  situation  is  particularly  true  with 
the  hospitals  ol  Arkansas,  and  elsewhere. 

F'or  example.  Great  Britain  has  a system  ol 
socialized  medicine  which  is  abhorrent  ter  us  in 
American  Medicine.  One  ol  the  side  ellects  ol 
“so-called”  Iree  medical  care  plan  ol  Britain  is 
the  relative  lack  ol  hospital  beds.  We  in  America 
have  correctly  fostered  private  health  insurance 
programs,  including  hospitalization  and  now  we 
are  faced  with  the  same  dilemma.  It  is  ironical 
that  two  opposing  philosoiihical  systems  have 
brought  about  a similar  result.  This  begs  a cpies- 
tion  for  which  there  does  not  seem  to  be  a clear 
cut  answer,  namely,  is  the  supply  of  hospital  beds 
adetjuate  for  the  truly  sick  or  are  the  hospitals 
overcrowded  because  of  a desire  to  use  a hospital 
insurance  policy  instead  of  the  physician’s  office. 
If  this  conception  is  correct,  then  the  cost  of  (he 
insttrance  premium  is  going  to  go  too  high  for 
many  families  to  afford  private  insurance— a low 
cost  insurance  program  is  gambling  statistically 
that  most  people  are  not  going  to  require  hos- 
pitalization except  at  infrequent  intervals;  the 


other  llaw"  is  that  the  lightly  ill  will  crowd  the 
facilities  so  that  the  seriously  ill  cannot  be  ad- 
mittetl.  riie  situation  involves  itself  into  decid- 
ing if  in  this  state  there  are  enough  hospital  beds 
but  too  many  lightly  ill  folks  hospitalized,  or  if 
(here  is  a true  shortage  ol  hospital  beds  in  wdiich 
case  a substantial  financial  outlay  for  new  beds 
should  be  made.  There  is  no  question  but  what 
the  American  public  wants  and  needs  private  hos- 
pitalization policies  but  it  also  seems  to  have  a 
tendency  to  shy  away  from  services  offered  in  the 
|)hysician’s  office  which  in  the  long  run  is  econom- 
ically sounder  as  it  is  less  expensive  than  an 
exorbitantly  high  hospitalization  policy. 

Geogra|jhy  h;is  added  another  dimension  to 
the  overall  medical  and  hospital  problem.  .A  few 
years  ago,  hospitals  were  available  only  in  the 
larger  cities.  Now',  most  smaller  communities  have 
a clinic  and  many  have  small  but  finely  equipped 
hosjritals.  These  hospitals  are  necessary  to  pro- 
vide the  out-of-city  dw'eller  with  adequate  health 
protection  in  the  presence  of  serious  infection, 
trauma,  emergency  surgery,  obstetrics,  pediatric 
care,  and  major  medical  catastrophes  to  name  a 
few  of  their  ftmetions.  The  development  of  these 
hospitals  mtist  be  recognized  by  our  medical  edu- 
cators as  a ])rime  rea,son  for  developing  an  excel- 
lent general  practice  program  designed  to  fit  the 
needs  for  Arkansas,  and  this  certainly  implies 
surgical  training.  Mangling  (laflic  and  farm  acci- 
dents ha|qK*n  in  smaller  communities;  emergency 
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surgery  of  all  types  occur  in  smaller  communities; 
the  general  physicians  in  Arkansas  are  handling 
these  cases  competently  and  ably.  Continuing 
excellent  training  in  the  field  of  general  medicine 
is  necessary  for  these  hospitals  to  function  to  their 
maximum  advantage  to  the  community.  In  the 
field  of  post  graduate  training,  the  Arkansas 
Academy  of  General  Practice  has  ilone  a fine  job. 

The  growing  excellence  of  the  satellite  hospitals 
in  the  smaller  communities  raises  the  question  of 
what  is  the  function  of  the  hospital  in  the  larger 
city.  Manifestly,  there  are  two  groups  of  patients 
that  need  care.  Firstly,  there  are  the  sick  of  the 
large  city.  Secondly,  and  of  equal  importance,  is 
the  need  for  the  large  city  hospital  to  take  care  of 
the  problem  cases  referred  by  the  physicians  from 
the  smaller  communities.  In  the  largest  sense  the 
hospitals  in  bigger  cities  are  the  service  areas  of 
the  smaller  communities  and  for  the  welfare  of  the 
sick  patient  from  the  rural  areas  admission  should 
he  made  easy— they  are  both  sick  and  strangers; 
and  it  also  should  be  remembered  that  the  busy 
general  physician  cannot  always  provide  the  hos- 
pital, through  the  referral  physician  in  the  cities, 
with  much  advance  notice  of  the  patient’s  arrival. 
Some  problems  arise  from  this  dichotomy  of  hos- 
pital function.  Can  a single  institution  function 
well  as  both  a community  hospital  and  as  a serv- 
ice hospital  for  smaller  hospitals?  The  answer 
should  be  yes,  for  if  not,  se})arate  institutions  will 
have  to  cater  to  the  different  needs. 

The  internal  organization  of  hospitals  is  also 
worthy  of  continuing  reappraisal  by  the  physician 
if  an  elficient,  effective  hospital  is  desired.  This 
quality  of  medical  practice  is  being  stressed  and 
this  is  paramount  for  the  patient.  Frec|uent  oblig- 
atory stall  meetings  which  harry  and  tire  the 
jjracticing  physician  does  not  lead  to  better  patient 
care;  many  physicians  prefer  to  stand  in  the 
shadow  of  their  colleagues  who  are  interested  in 
efiective  hospital  administration.  No  good  comes 
fiom  compulsory  attendance  of  an  administra- 
tively disinterested  physician  to  perfunctory 
attend  meetings.  Rights  in  the  hospital  are  often 
disjjuted  privately  but  are  seldom  openly  aired, 
as  should  extra  consideration  be  given  to  the  prin- 
dpal  long  term  user  of  the  hospital  in  contrast  to 
the  infrequent  user,  or  newer  arrival?  Should 
there  be  a unilateial,  bilateral,  or  tri-partate  con- 


trol of  the  hospital;  in  other  words  should  there 
be  an  administrator  with  sole  authority  to  plan 
and  execute  the  hospital’s  destiny;  should  the 
hospital  administration  be  controlled  equally  by 
the  professional  staff  and  the  administrator;  or 
should  there  be  equal  voice  from  the  administra- 
tor, the  professional  staff  and  a lay  board  which 
represents  the  thinking  of  the  community.  Since 
many  hospitals  lack  a real  continuity  in  the  office 
of  the  administrator,  a professional  staff  with 
equal  rights  in  deciding  the  destiny  of  the  hos- 
pital, a lay  board  to  represent  the  public  would 
seem  to  be  both  wise  and  necessary.  If  govern- 
ment moneys  are  used  for  construction  or  other 
purposes,  a lay  board  can  often  help  the  admin- 
istrator and  professional  staff  in  both  obtaining 
funds  and  in  tailoring  their  use  to  the  commu- 
nity’s needs. 

Considerable  thought  and  planning  for  hos- 
pitalization of  the  infirm  aged  is  necessary.  The 
established  hospitals  can  best  fulfill  this  need. 
The  extension  of  life  expectancy  has  not  been  ac- 
companied by  equal  preservation  of  function  in 
the  aged;  some  are  blind  but  think  clearly;  others 
have  disorders  of  locomotion;  still  others  have 
sound  bodies  with  mental  deterioration.  These 
older  people  require  more  medical  attention  than 
the  middle  aged  and  young  groiqis  and  should  be 
near  medical  facilities  but  they  do  not  need  to  tie 
up  specialized  hospital  facilities  of  their  commu- 
nity hospital.  The  appropriate  solution  could  be 
in  a special  building  on  the  grounds  of  the  hos- 
pital so  that  the  X-Ray  Department,  the  labora- 
tory facilities,  and  other  hospital  services  are 
available  nearby  with  duplication.  This  is  an 
area  in  which  much  research  could  be  conducteil 
in  a private  institution  as  public  teaching  hospi- 
tals do  not  have  this  type  of  patient. 

Fhere  is  no  pat  formula  for  the  solution  of 
the  hospitals’  problems,  but  one  thing  is  self- 
evident.  The  physicians  should  take  more  interest 
in  deciding  on  long-range  hospital  professional 
planning  in  their  community  role  in  the  hospitals 
internal  function,  in  other  words,  the  strategic 
planning;  it  would  relieve  the  physician  of  a 
great  deal  of  the  day  to  day  tactical  considerations 
wliich  may  be  properly  disposed  of  by  the  hospital 
administrator,  in  addition  to  their  important  role 
as  operator  of  the  hospitals  physical  plant. 
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Peptic  Ulcer  in  Pritnmy  Hyperparalhy)  uidisni : 
Analysis  of  52  Cases— W.  T.  Wilder,  li.  Frame, 
and  \\'.  S.  llaubrich 

Aim  Intern  Med— Vol.  55:885  (Dec.)  1961 
Analysis  ol  52  cases  ot  hyperparathyroidism 
associated  with  pejnic  ulcer  collected  from  vari- 
ous sources  led  to  the  following  conclusions:  (1) 
There  is  a relatively  increased  incidence  of  fe- 
males presenting  with  the  associated  diseases. 
(2)  In  23  of  the  52  patients,  10  to  20  years  of  ulcer 
disease  elapsed  before  hyperparathyroidism  was 
diagnosed.  In  23  of  37  cases  (where  adequate  data 
were  available)  peptic  ulcer  was  the  earliest  symp- 
tom complex  that  could  retrospectively  be  attrib- 
uted to  hyperparathyroidism.  (3)  There  is  a 
relatively  increased  incidence  of  gastric  ulcer  in 
the  associated  disease.  (4)  Most  patients  had  an 
unusually  chronic  and  episodic  course  of  the  ul- 
cer disease  with  amelioration  of  the  ulcer  disease 
after  parathyroid  surgery.  (5)  There  is  a relatively 
increased  incidence  of  parathyroid  hyperplasia 
where  ulcer  is  associated  with  hyperparathyroid- 
ism. Recognition  of  peptic  ulcer  disease  in  some 
instances  was  of  greater  value  than  that  of  renal 
stones  in  arriving  at  an  early  diagnosis  of  hyper- 
parathyroidism. 

Cat-Scratch  Disease:  Complement  Fixation  and 
Skin  Test  Results—S.  S.  Kalter 
Ann  Intern  Med— Vol.  55:903  (Dec.)  1961 
Serological  and  skin-testing  data  on  patients 
with  cat-scratch  disease  are  presented  in  an  at- 
tempt to  demonstrate  some  possible  relationship 
to  the  psittacosis -lymphogranuloma  venereum 
group  of  virusus.  In  addition,  the  results  of  skin- 
testing patients  with  different  batches  of  skin- 
test  antigen  are  given.  The  incidence  of  positive 
serological  reactions  with  this  group  antigen  was 
consistently  higher  than  with  the  control  group. 
However,  the  percentage  positive  is  not  what 
would  be  expected  from  any  direct  causal  rela- 


tionshijr  d’he  respoirse  of  groups  of  individuals 
to  dillerent  preparations  of  skin-testing  antigen 
was  so  variable  that  the  results  suggest  that  either 
more  than  one  agent  may  be  involved  or  that 
marked  strain  variations  must  occur  among  the 
agents  j^roducing  this  clinical  syndrome.  I’wo 
ol  5 patients  with  lymphogranuloma  venereum 
did  not  respond  with  positive  skin  reactions  when 
tested  with  cat-scratch  antigen,  and  at  least  2 of 
the  remaining  3 responded  in  a manner  open  to 
(piestionable  interpretation. 

“Purple  Toes”:  Uncommon  Sequel  of  Oral  Cou- 
marin  Drug  Therapy— W.  Feder  and  R.  Auer- 
bach 

Ann  Intern  Med— Vol.  55:911  (Dec.)  1961 
Caitaneous  vascular  lesions  following  anticoagu- 
lant therapy  with  coumarin  derivatives  occurring 
in  6 patients  are  described.  The  lesions  consisted 
ol  a dark  blue-tinged  bilateral  purple  discolora- 
tion ol  the  feet,  especially  the  plantar  surfaces 
and  the  sides  of  the  first  two  toes,  d’his  was  some- 
times preceded  or  accompanied  by  a red-tinged 
violaceous  nondescript  discoloration  of  the  thenar 
and  hypothenar  eminences  of  the  hands.  These 
lesions  had  the  following  in  common:  (1)  they  de- 
velojjed  3-8  weeks  after  the  patient  was  started  on 
treatment  with  either  bishydroxy-coumarin  (Dicu- 
marol)  or  warfarin;  (2)  at  the  time  the  lesions  ap- 
peared, the  prothrombin  times  (1  stage  Quick 
methoil)  were  all  in  the  therapeutic  range  (1.75 
to  2.5  times  the  control  time),  and  there  was  no 
clinical  or  laboratory  evidence  of  epistaxis,  hema- 
turia, blood  in  the  stools,  hemoptysis  or  other 
type  of  hemorrhage;  (3)  the  color  hlanched  com- 
]detely  on  moderate  pressure,  (4)  the  color  faded 
but  never  disappeared  on  elevating  the  legs  90° 
from  the  horizontal;  (5)  the  toes  were  both  symp- 
tomatically painful  and  tender  on  palpation;  (6) 
the  intensity  of  the  discoloration  and  tenderness 
waxed  and  waned,  but  the  color  changes  persisted 
indefinitely. 
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SMH  Auxiliary  Hears  Little  Rock  Plastic  Surgeon 

Dr.  James  (i.  Stuckey,  Jr.  Little  Ruck  plastic 
surgeon  spoke  at  a general  meeting  ol  Stuttgart 
iVfemorial  Hospital.  I'he  supper  meeting  was 
heltl  in  the  new  hospital  dining  room. 

Dr.  Stuckey  was  born  in  Lepanto,  is  married 
and  has  lour  children.  He  is  a graduate  of  Baylor 
Military  School,  Chattanooga,  Tenn.  and  re- 
ceived a bachelor  of  .science  degree  from  the 
University  of  Arkansas  in  19-43  and  his  M.D.  in 
I94()  at  the  university.  After  a rotating  intern- 
ship in  St.  Louis,  Mo.  City  Hospital,  he  served  as 
night  surgeon  in  the  USAF,  1947-49,  and  returned 
to  the  St.  Louis  Hospital  for  two  more  years  as 
interne,  then  tw’o  years  as  assistant  resident  in 
surgery.  In  1953-54,  Dr.  Stuckey  served  Washing- 
ton University  in  Barnes  Hospital,  St.  Louis,  as 
a fellcrw  in  plastic  surgery,  and  1955  became  a 
resident  in  the  same  field  at  Barnes. 

He  has  been  in  private  practice,  specializing 
in  jjlastic  surgery  in  Little  Rock  since  1955.  He 
is  a member  of  several  medical  societies  and 
organizations  and  has  teaching  connections  with 
more  than  half  dozen  hospitals  and  institutions. 
He  is  a diplomat  of  the  American  Board  of  Sur- 
gery (1957)  and  the  American  Board  of  Plastic 
Surgery  (1958). 

* * * * 

Hospital  Staff  Hears  Hematology  Authority 

Dr.  Jc«ejrh  M.  Hill  of  Dallas,  an  authority  on 
hematology  spoke  to  the  medical  staff  at  Arkan- 
sas Baptist  Hospital  on  “Uses  and  Abirses  of  Blood 
and  Its  Products.”  Dr.  Hill  is  dean  of  the  gradu- 
ate research  institute  of  Baylor  LJniversity  of 
Dallas  and  director  of  the  J.  K.  and  Susie  L. 
Wadley  Research  Institute  and  Blood  Bank  also 
at  Dallas.  He  is  chief  c^f  the  section  in  hematology 
at  Baylor  University  Hospital  and  clinical  profes- 
soi  in  jrathology  at  the  University  of  Texas 
■Sotith western  Medical  School. 


Dr.  Hill  was  one  of  the  founders  and  first 
president  of  the  International  Scxiety  of  Hema- 
tology and  helped  to  found  the  American  Society 
of  Hematolc:)gy. 

# # * # 

Texas  Doctor  Named  to  Fill  Hospital  Post 

Dr.  B.  ,\insworth  Kuehne  of  Austin,  Texas  has 
been  appointed  assistant  superintendent  at  the 
Little  Rock  Unit  of  the  State  Hospital.  Dr. 
Kuehne  was  chief  instructor  in  psychiatry  at  the 
.\ustin  State  Hospital.  He  filled  the  position 
of  Dr.  Hayden  H.  Donahue,  who  was  assistant 
superintendent.  Dr.  Donahue  resigned  to  take 
a position  in  Oklahoma.  Dr.  Granville  L.  Jones, 
who  w’as  to  move  from  superintendent  to  assistant 
superintendent  when  Dr.  Jackson  arrived,  also 
resigned  to  take  a position  in  New  Jersey. 

Dr.  Kuehne,  a native  Texan,  received  his  bache- 
lor’s degree  at  the  University  of  Texas  and  a 
doctor’s  degree  at  the  Medical  Branch  of  the 
University  of  Texas  at  Galveston.  He  completed 
his  internship  at  the  Gallinger  Municipal  Hospi- 
tal at  Washington  and  has  a year  of  psychiatric 
residency  at  Galveston  State  Psychopathic  Hos- 
pital and  two  years  as  a resident  in  psychiatry  at 
the  New  Orleans  Gharity  Hospital. 

Dr.  Kuehne  was  certified  in  psychiatry  by  the 
American  Board  of  Psychiatry  and  Neurology  in 
1957  and  is  a member  of  the  American  Medical 
Society,  the  American  and  Texas  Psychiatric  So- 
( ieties  and  the  Mental  Health  Society. 

* * * # 

Best  Papers  in  Southwestern  Medicine 
to  Receive  Awards 

A total  of  five  hundred  dollars  will  be  awarded 
annually  for  the  best  original  scientific  articles 
to  be  pidilished  in  Southwestern  Medicine  start- 
ing with  the  January,  1962  issue. 

The  contest  for  the  first  year,  1962,  will  close 
on  Sept.  I,  1962,  so  that  judging  can  be  completed 
and  awards  made  at  the  44th  annual  meeting  of 
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I he  Southwestern  Meilic  al  Association  in  Al- 
biKjueixjue,  N.  M.,  October  18-20-,  1962.  From 
that  (late,  tlie  contest  will  run  Irom  Sept.  1,  to 
Sept.  1 ol  each  year. 

Fhe  awards  will  be  made  in  two  classifications: 
Regional  and  National.  .Ml  physicians  who  prac- 
tice in  West  Fexas,  .\ri/ona,  New  Mexico,  Nevada 
or  Northern  Mexico  (States  of  Sonora  and  Chihua- 
hua) will  be  eligible  to  compete  for  the  Regional 
• Vwards.  .All  jthysicians  in  the  United  States  out- 
side the  Regional  area  may  compete  for  the 
National  .Awards.  Only  original  scientific  articles 
published  in  Sotithwestern  iMedicine  will  be 
eligible.  Contributions  must  be  written  in  Eng- 
lish. They  must  be  typed,  double  spaced  and  on 
one  side  of  paper  only.  .A  stam|)ed,  self-addressed 
envelope  mtist  be  included  with  each  ])aper  to 
insure  return  of  rejected  manuscripts. 

All  papers  should  Ite  sidjmitted  to  Lester  C. 
Feener,  M.D.,  Editor,  310  North  Stanton  Street, 
El  Paso,  Texas.  .As  with  all  official  medical 
journals,  only  those  papers  found  acceptable  by 
the  board  of  editors  of  the  journal  will  be  pub- 
lished. 

Arrangements  are  being  made  w'ith  the  .Ameri- 
can Medical  Writers  Association  to  ajjpoint  a 
panel  of  judges  who  will  make  the  annual  selec- 
tion of  the  best  publi.shed  papers. 

# * * # 

THE  MONTH  IN  WASHINGTON 

Washington,  D.  C.— The  American  Medical 
.Association  again  endorsed  a legislative  proposal 
that  the  federal  government  help  finance  con- 
struction of  new  medical  schools  and  expansion 
and  modernization  of  existing  ones. 

Dr.  Gerald  D.  Dorman  of  New  York  City,  a 
member  of  the  .A.M..A.  Board  of  Trustees,  told 
the  House  Interstate  and  Foreign  Commerce  Com- 
mittee: 

“We  believe  that  there  is  need  for  assistance  in 
the  expansion,  construction  and  remodeling  of 
the  physical  facilities  of  medical  schools,  and, 
therefore,  a one-time  expenditure  of  federal  funds 
on  a matching  basis  is  justified,  where  maximum 
freedom  of  the  school  from  federal  control  is  as- 
sured.” 

Dr.  Dorman  was  presenting  the  A.M.A.  position 
on  the  Kennedy  Administration’s  10-year,  $932 
million  program  (H.R.  4999)  for  federal  aid  to 
medical  education.  The  legislation  also  proposed 
scholarships  for  medical  and  dental  students. 

“If  the  high  standards  of  medical  education 
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are  to  be  maintained,  increased  attention  must  be 
given  to  the  ade(|uacy  of  physical  facilities,  the 
availability  of  (jualified  instructors  and  the  avail- 
ability of  teaching  material  and  patients  lor  the 
dinical  phases  of  medical  education,”  Dr.  Dor- 
man said.  “Any  attempt  to  increa.se  the  number 
ol  medical  sttidents  without  regard  to  these  con- 
ditions will  result  in  a lowering  of  the  standard 
of  medical  education.  .At  this  time,  priority  should 
be  given  to  an  increase  in  the  ])hysical  facilities 
available  lor  medical  education.” 

Dr.  Dorman  said  the  .A.M..A.,  had  not  taken  a 
]X)sition  on  the  other  sections  of  H.R.  4999.  How- 
ever, he  reviewed  related  A.M..A.  programs, 

“For  some  time,  the  American  Medical  Associ- 
ation has  been  aware  of  the  decline  in  the  number 
of  eligible  college  students  seeking  admission  to 
medical  schools,”  he  said.  “This  ap]jarent  shift 
away  from  medicine  is  due,  in  part,  we  believe,  to 
the  high  cost  in  time  and  money  of  securing  a 
medical  education.  This  trend  has  been  accentu- 
ated by  a dramatic  emphasis  on  careers  in  science 
and  engineering.  . . . 

“I'he  House  of  Delegates  of  the  American 
Medical  As,sociation  in  November,  1960,  estab- 
lished two  programs,  the  objectives  of  which  are 
com])lementary  and  interrelated. 

“First,  the  House  authorized  a student  honors 
and  scholarship  program  designed  to  focus  atten- 
tion on  careers  in  medicine,  to  attract  a substantial 
group  of  able  students  to  prepare  for  admission 
to  medical  schools  and  to  assist  financially  a 
limited  number  of  outstanding  students  who,  for 
financial  rea.sons,  are  unable  to  pursue  a career 
in  medicine. 

“Second,  the  .A.M.A.  House  of  Delegates  has 
adopted  a student  loan  program  designed  to 
alleviate  the  financial  difficulties  of  medical  stu- 
dents and  to  encourage  career  decisions  in  favor 
of  medicine.” 

Dr.  Dorman  also  pointed  out  that  the  .A.M..A. 
in  the  past  10  years,  in  collaboration  with  the 
.Association  of  .-Xmerican  Medical  Colleges,  had 
aided  interested  organizations  in  the  establish- 
ment of  six  new  medical  schools.  “Currently, 
commitments  have  been  obtained  for  another  five 
.schcjols  and  we  are  in  consultation  with  sixteen 
institutions  or  organizations  presently  contem- 
plating the  establishment  of  new  medical  schools,” 
he  added. 

* # * * 

The  .A.M..A.  said  it  woidd  be  irresponsible  to 
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combine  the  King-Anderson  bill  with  legislation 
that  would  permit  physicians  and  other  self-em- 
ployed persons  to  defer  federal  income  tax  on 
income  placed  in  specified  private  retirement 
funds. 

Sen.  Clinton  P.  Anderson  (D.,  N.  M.),  co-author 
of  the  King-Anderson  bill  which  would  provide 
limited  health  care  for  aged  persons  under  social 
security,  suggested  the  combining  tactic  during 
a televised  debate  on  the  medical  care  issue  with 
Sen.  John  Tower  (R.,  Tex.). 

The  private  retirement  legislation— H.R.  10, 
the  Keogh  bill— would  extend  to  an  estimated  1 1 
million  self-employed  anti  their  employes  the 
same  tax  benefits  now  provided  to  about  20  mil- 
lion wage  earners  covered  by  66,000  company 
pension  plans. 

“This  ‘doubling-up’  proposal  of  Sen.  Anderson 
certainly  proves  the  insincerity  of  the  King-An- 
derson bill,”  Dr.  F.  J.  L.  Blasingame,  Executive 
Vice  President  of  the  A.M.A.,  said.  “It  lays  bare 
the  fact  that  this  is  wholly  a political  issue  and 
not  a sincere  attempt  to  grant  meaningful  medical 
care  for  the  aged. 

“It  would  be  an  irresponsible  bit  of  legislative 
slight  of  hand  to  combine  Sen.  Anderson’s  pro- 
posed compulsory  medical  care  program  with  a 
bill  to  eliminate  tax  inequities  inflicted  on  the 
self-employed. 

“Such  unwarranted  action  could  only  serve 
Sen.  Anderson’s  own  political  ambitions  at  the 
expense  of  millions  of  y\mericans. 

“The  bills  have  nothing  in  common.  There  is 
no  reason  whatsoever  for  combining  them  except 
that  Sen.  Andersoit  is  attempting  to  harass  critics 
of  his  bill  into  silence. 

“He  even  calls  the  Keogh  bill  the  ‘doctors’ 
special  pension  program,  ignoring  the  fact  that 
doctors  make  up  only  about  2.6  per  cent  of  those 
self-employed  who  w'oidd  be  getting  tax  equity.” 

The  Keogh  bill  has  received  widespread  bi- 
partisan support  in  both  houses  of  Congress.  It 
was  passed  by  an  overwhelming  vote  in  the  House 
last  summer  and  cleared  the  Senate  Finance  Com- 
mittee by  13-3  vote. 

* * * # 

Rebsamen  Memorial  Hospital  Dedicated 

Rebsamen  Memorial  Hospital  was  dedicated 
and  a crow'd  estimated  at  1,500  braved  bad  weather 
to  visit  the  facility  to  see  for  themselves  the  fine 
facilities  there  for  the  care  of  those  unfortunate 
enough  to  have  to  go  to  the  hospital.  The  dedi- 


cation and  ribbon-cutting  ceremony  was  held  with 
Mayor  Harden  Raymond  Rebsamen,  W.  W. 
Nixon,  Jr.,  cutting  the  ribbon.  Dr.  Dale  Alford, 
congressman  from  this  district,  made  the  principal 
address. 

In  dedicating  the  hospital.  Dr.  Alford  compli- 
mented the  people  of  the  Jacksonville  community 
on  their  progressive  action  in  building  and  fur- 
nishing the  hospital.  He  noted  that  the  patients 
who  came  there  for  care  would  be  free  to  select 
the  doctor  of  their  choice  and  compared  that  to 
the  system  of  socialized  medicine  such  as  they 
have  in  England. 

* # # # 

Med  School  Researcher  Gets  $250 

Miss  Martha  Allis,  executive  secretary,  Pulaski 
County  Tuberculosis  Association  announced  the 
association  had  contributed  |250  to  the  research 
activities  of  Dr.  W.  Ted  Kniker,  assistant  profes- 
sor of  pediatrics.  University  Medical  School.  Dr. 
Kniker  is  a research  Fellow  with  the  American 
Thoracic  Society,  the  medical  section  of  the  Na- 
tional Tuberculosis  Association. 

THINGS  TO 

^^COME 

Annual  Otolaryngologic  Assembly  to  be  held 
in  Chicago 

The  annual  Otolaryngologic  Assembly  is  to  be 
held  in  Chicago  on  October  20  through  26,  1962. 
The  University  of  Illinois  College  of  Medicine 
Department  of  Otolaryngology  will  offer  an  in- 
tensive postgraduate  basic  and  clinical  program 
under  the  direction  of  Doctor  Emanuel  M.  Skol- 
nik.  This  Assembly  for  practicing  otolaryngolo- 
gists offers  a condensed  program  of  one  week  of 
daytime  and  evening  sessions.  It  is  designed  to 
bring  to  specialists  a wide  variety  of  current  ad- 
vances in  management,  therapy  and  philosophies. 
Review  of  basic  morphologic  features  under  the 
direction  of  Doctor  Maurice  E.  Snitman  and  Doc- 
tor Frederic  J.  Pollock  is  also  included,  and  will 
feature  laboratory  demonstrations  and  prosec- 
tion, all  augmented  by  visual  aids. 
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Panel  sessions  have  been  designed  to  bring  out 
special  teatures  of  otologic  and  reconstructive 
surgery  and  tumors  of  the  head  and  neck. 
Luncheon  chats  are  an  important  part  of  the 
daily  instructional  program. 

Interested  physicians  should  direct  communi- 
cations to  the  Department  of  Otolaryngology, 
University  of  Illinois  College  of  Medicine,  1853 
West  Polk  Street,  Chicago  12,  Illinois. 

* # « * 

15th  Koppa  Conferenc?  to  be  held  in  Texas 

15th  Koppa  Conference  on  Pulmonary  Diseases, 
September  6-9,  1962,  Camp  AValdemar,  Hunt, 
Texas.  W’ayne  E.  Reser,  M.D.,  1504  8th  Street, 
Wichita  Falls,  Texas,  Invitation  Chairman.  All 
interested  in  attending  please  write  Dr.  Reser. 
Everyone  is  welcome. 


C;> 

OBITUARY 

Death  Takes  Prominent  Physician 

Dr.  Harry  E.  Murry,  67,  prominent  Texarkana 
physician,  died  in  a local  hospital.  He  suffered 
a stroke  and  had  been  confined  to  the  hospital 
about  two  weeks  before  his  death. 

Dr.  Murry  was  born  August  6,  1894  at  Bearden, 
Arkansas  and  graduated  from  Texarkana,  Ar- 
kansas high  school.  He  took  pre-med  work  at  the 
University  of  Arkansas  and  graduated  from 
Tulane  University  serving  his  internship  at  Turo 
Infirmary  and  Charity  Hosjiital  in  New  Orleans. 

He  was  a member  of  the  Eirst  Methodist 
Church,  Arkansas,  the  Arkansas  State  Medical 
Society,  the  American  Medical  Association  and 
the  Southern  Medical  Association.  He  was  a past 
president  of  the  Arkansas  Academy  of  General 
Practitioners  and  a member  of  the  Texarkana 
School  Board. 


ABSTRACTS 

Froteiti  - Losing  Disorders  of  Gastrointestinal 
Tract:  Roentgen  Features— \^.  H.  Marshak, 
B.  S.  Wolf,  N.  Cohen,  and  H.  D.  Janowitz 
Radiology-Vol.  77:893  (Dec.)  1961 
Significant  amounts  of  protein  may  leave  the 
body  via  the  gastrointestinal  tract.  The  present 
paper  classifies  such  protein-losing  disorders  into 
2 categories:  (a)  Primary,  including  exudative  gas- 
tropathy  (Mem^triere’s  disease)  and  the  exudative 
enteropathy  of  Gordon,  (b)  Secondary,  associated 
with  ulcerative,  inflammatory,  and  neoplastic  dis- 
orders of  the  gut  and  primary  malabsorptive  states. 
In  Mcnctriere’s  disease,  the  most  striking  roentgen 
findings  are  giant  folds  in  the  stomach,  especially 
on  the  greater  curvature,  wdtere  they  resemble 
cerebral  convolutions.  There  is  no  evidence  of 
ulceration,  rigidity,  or  nodularity.  The  bowel 
w'all  may  be  thickened  and  the  lumen  narrowed 
by  the  enlarged  folds.  In  one  form  of  the  disease, 
nodules  are  seen  projecting  into  the  gastric  lumen. 
The  small  intestine  and  colon  may  be  involved 
as  well  as  the  stomach,  showing  thickened  folds 
which  are  sometimes  coarsely  nodular.  In  the 
colon  nndtiple  polyps  are  identified.  In  the  exu- 
dative enteropathy  of  Gordon  there  may  be 
coarsening  of  the  intestinal  folds  associated  with 
minimal  dilatation  and  increased  secretions.  The 
secondary  forms  of  the  condition  show  no  roent- 
gen findings  other  than  those  associated  with  the 
underlying  disease  process. 

Retinopathy  and  Neuropathy  in  100  Growth- 
Onset  Diabetic  Patients— K.  T.  Collycr  and 
B.  E.  Hazlett 

Canad  Med  Ass  J-Vol.  85: 1 328  (Dec.  16)  1961 
The  results  of  detailed  neurologic  and  ophthal- 
mologic examination  in  100  growth-onset  diabetics 
ranging  in  age  from  14  to  52  years,  and  in  duration 
from  4 to  38  years,  are  reported  from  the  Toronto 
General  Hospital.  Seventy-eight  per  cent  of  these 
patients  had  some  evidence  of  retinopathy  and 
52%  some  evidence  of  neuropathy.  Severe  neuro- 
pathy did  not  follow  the  pattern  of  increasing 
severity  W'ith  increasing  duration  accelerated  by 
poor  control,  set  by  other  “complications”;  it 
was  affected  primarily  by  control.  It  was  felt 
that  “diabetic  angiopathy”  was  responsible  for 
the  various  stages  of  retinopathy  and  for  the  less 
severe  asymptomatic  grades  of  neuropathy,  but 
that  severe  diabetic  neuropathy  had  a different 
etiologic  basis. 
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Dr.  Harrison  Receives  Marine  Award 

Dr.  R.  K.  Harrison  prominent  Texarkana  phy- 
sician and  surgeon  recently  was  presented  an 
Appreciation  Certificate  from  the  Texarkana 
.Marine  Corps  Reserve  Unit.  Dr.  Harrison,  a re- 
tired Lieutenant  Colonel  in  the  Army  Reserve 
Medical  Corps,  was  cited  by  the  Marines  for  Medi- 
cal services  performed  for  members  of  the  local 
reserve,  acting  as  that  unit’s  examining  physician 
on  a voluntary  basis  for  the  past  three  years.  He 
retired  recently  from  the  Medical  Corps  after  20 

Years  of  service. 

/ 

# * * * 

Arkansas  TB  Staff  Physician  Helps  Kick  Off 
Arsenal  Drive 

Dr.  C.  H.  Aim,  staff  physician  at  the  Arkansas 
Tuberculosis  Sanatorium  in  Booneville  spoke  at 
Pine  Bluff  Arsenal’s  post  theater  to  open  the 
installation’s  annual  fund  drive  in  support  of  the 
Federal  Service  Joint  Crusade  and  the  Federal 
Service  Campaign  for  the  National  Voluntary 
Health  Agencies. 

.\hn,  who  has  been  at  the  I’B  Sanatorium  since 
1 957,  was  born  in  Korea  in  1 918.  After  graduating 
from  Tae-Gu  Normal  School  in  Korea,  he  was 
a school  teacher  for  3 years  before  entering  medi- 
cal school.  He  graduated  from  Severance  Medical 
College  in  Seoul  in  1947.  This  school  was  estab- 
lished by  American  Christian  missionaries  about 
70  years  ago.  Before  leaving  Korea  in  1954,  Aim 
was  a member  of  the  medical  team  of  the  Ameri- 
can-Korean  Foundation  and  the  TB  Controller 
of  the  Republic  of  Korea.  He  became  a fellow  ol 
the  American  College  of  Chest  Physicians  in  1956 
and  was  trained  in  chest  diseases  at  Sea  View 
Hospital  in  New  York  before  coming  to  Arkan- 
sas. 


Resident  Doctor  Named  at  LR  Unit 
of  State  Hospital 

Dr.  Gene  D.  Moore  is  a new  resident  in  psy- 
chiatry at  the  Little  Rock  Unit  of  the  Arkansas 
State  Hospital.  He  began  his  training  according 
to  George  W.  Jackson,  hospital  superintendent. 
Dr.  Moore  is  a native  of  Louisiana  and  obtained 
his  BS  degree  and  premedical  study  at  Northeast 
Louisiana  State  College,  Monroe,  and  secured 
his  MD  degree  at  LSU  School  of  Medicine,  New 
Orleans.  He  is  a member  of  the  American  Acad- 
emy of  General  Practice. 

# # # * 

Dr.  David  Elected  Chief  of  Staff 

Dr.  N.  C.  David  was  elected  Chief  of  Staff  of 
Mercy  Hospital— Brinkley,  at  a staff  meeting  held 
at  the  hospital.  Dr.  W.  L.  Walker  was  elected 
vice  president  and  Dr.  J.  P.  Williams  was  named 
secretary.  Other  members  of  the  Staff  are  Dr. 
E.  D.  McKnight  and  Dr.  M.  L.  Dalton. 

# * # # 

Dr.  Caffery  to  Head  Hospital  Medical  Staff 

Dr.  Eldon  L.  Caffery  has  been  chosen  chief  of 
medical  staff  at  St.  Bernard’s  Hospital  for  1962. 
Dr.  H.  C.  Barnett  is  the  new  vice  chief  of  staff 
anti  Dr.  Bascom  P.  Raney  is  staff  secretary-treasur- 
er for  the  Jonesboro  hospital.  Dr.  Caffery  became 
a member  of  the  St.  Bernard’s  staff  in  1958.  For 
two  years  prior  to  coming  to  Jonesboro,  he  was 
assistant  professor  of  surgery  at  the  Medical  Col- 
lege of  Georgia.  He  is  a graduate  of  the  Univer- 
sity of  Tennessee  School  of  Medicine. 
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Washington  County  Medical  Assistants 
Install  Officers 

Dr.  Friedman  Sisco  of  Springdale  installed  offi- 
cers at  the  dinner  meeting  of  the  Washington 
Ck)unty  Medical  Assistants  in  the  dining  room  of 
Mountain  Inn  Motor  Lodge.  Officers  installed 
were  Miss  Glenn  Stockburger,  president;  Lena 
Foren,  vice  president;  Nona  Allen,  treasurer;  Jo 
Maud  Hamm,  secretary;  and  Claudia  Thornsbury 
parliamentarian. 

* * * * 

Fifth  Councilor  District  Medical  Society  Meets 

The  Fifth  Councilor  District  Medical  Society 
met  in  the  Rufus  Garrett  Hotel,  El  Dorado,  Ar- 
kansas. Officers  elected  for  the  year  1962  were 
Dr.  W.  B.  Ellis— President;  Dr.  W.  S.  Rainwater- 
Vice  President;  and  Dr.  John  E.  Alexander— Secre- 
tary. Dr.  John  L.  Ruff  was  elected  Eifth  District 
Councilor.  The  speaker  for  the  evening  was 
VV.  M.  Sheppard— Vice  President  of  the  Arkansas 
Power  anti  Light  Company. 

# * # * 

Dr.  H.  W.  Thomas  New  Head  of  S.E.  Ark. 
Medical  Group 

At  a meeting  of  the  Southeast  Arkansas  Medical 
Society,  held  in  the  Gocio  Hotel  at  McCehee,  Dr. 
H.  W.  Thomas  of  Dermott  was  elected  president 
and  Dr.  Lee  Parker,  Jr.  of  McCehee  was  re-elected 
secretary.  Dr.  R.  L.  McDonald  of  McCehee  is  the 
retiring  president. 

# * * * 

Dr.  Lee  Elected  President  of  Medical  Group 

Dr.  Fred  Lee  has  been  named  president  of  the 
Columbia  County  Medical  Society  and  Chief  of 
the  Medical  Staff  at  the  City  Hospital  for  1962. 
Lee  was  elected  at  the  joint  meeting  of  the  society 
and  the  medical  staff  of  the  hospital.  Other  offi- 


OCIETIES 


cers  elected  include  Dr.  Jack  Walker  to  the  vice 
presidency;  Dr.  John  Ruff— secretary-treasurer 
and  Chief  of  Obstetrics  and  Pediatrics. 

* # # # 

Contributors  to  the  American  Medical  Educa- 
tion Foundation  from  the  State  of  Arkansas  dur- 
ing January,  1962: 


H.  King  Wade,  Jr.,  Hot  Springs  $ 10.00 

H.  King  Wade,  Sr.,  Hot  Springs  50.00 

Robert  J.  Thompson,  Fort  Smith  25.00 

H.  W . Tliomas,  Dermott  20.00 

W’m.  A.  Snotlgrass,  Jr.,  Little  Rock  10.00 

Wilma  Sacks,  kayetteville  25.00 

Oliver  P.  Sizemore,  Magnolia  5.00 

M.  H.  Scott,  Fort  Smith  5.00 

Guy  U.  Rohinson,  Dumas  100.00 

^Valter  H.  O’Neal,  Little  Rock  5.00 

Joseph  A.  Norton,  l.ittle  Rock  25.00 

P'.  M.  Lockwood,  Fort  Smith  5.00 

Morris  A.  Jackson,  Little  Rock  . . 10.00 

Louise  M.  Henry,  Fort  Smith  25.00 

John  T.  Gray,  Joneshoro  10.00 

J.  E.  Gill,  Texarkana  25.00 

John  C.  Fails,  Joneshoro  . 10.00 

George  J.  Fotioo,  Hot  Springs  5.00 

F rances  M.  Doren,  Smackover  6.00 

Win.  G.  Gooper,  Jr.,  Little  Rock  5.00 

Mrs.  Hershcl  Wilmoth,  Glcnwood  3,50 

Golumhia  County  Medical  .Vtixiliarv  5.00 

.Mrs.  J.  FF.  Chesnutt.  Flot  Springs  50.00 

Benton  County  Medical  .Atixiliary  5.00 

FFempsteail  County  Medical  .Auxiliary  9.00 

Jefferson  County  Nfedical  .Auxiliary  20.tM) 

Union  County  Medical  .Xuxiliary  ..  . 3.00 

Whllis-Yates  Drug  Company,  Magnolia  105,00 

Euclid  M.  Smith,  Hot  Springs  5.00 

Mose  Smith,  Little  Rock  25.00 
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A new  member  of  the  Pulaski  County  Medical 
Society  is  DR.  ROBERT  A.  BURGER.  He  is 
a native  of  New  York  City  and  received  his  pre- 
liminary education  at  College  of  City  of  New 
York  located  at  New  York,  New  York,  from  which 
he  received  a B.S.  degree.  Dr.  Burger’s  M.D.  de- 
gree was  received  from  the  University  of  Arkansas 
School  of  Medicine  in  1941.  He  practiced  in 
North  Little  Rock  from  1946-1950;  Houston, 
Texas  from  1950-1953;  Gary,  Indiana  from  1953- 
1961.  His  specialty  is  pathology  and  he  is  now 
located  at  the  Arkansas  Baptist  Hospital,  Little 
Rock,  Ark. 

# * # * 

DR  PAUL  ALLEN  WALLICK  is  a new  mem- 
ber of  the  Drew  County  Medical  Society.  Dr. 
VVallick  is  a native  of  Monticello,  Arkansas,  and 
he  received  his  preliminary  education  at  Arkansas 
A 8c  M located  at  Monticello  from  which  he  re- 
ceived a BS  degree.  His  medical  education  was 
obtained  at  University  of  Arkansas  Medical 
School  from  which  he  graduated  in  1958.  He  has 
served  two  years  with  the  U.S.  Air  Eorce.  Dr. 
Wallick’s  office  is  located  at  216  South  Main  in 
Monticello,  Ark. 

* * * * 

riie  Randolph  County  Medical  Society  an- 
nounces that  DR.  HAL  S.  B.ARRE  has  been  added 
to  its  roster  of  members.  Dr.  Barre  is  a native  of 
Memphis,  Tennessee,  and  his  preliminary  educa- 
tion was  obtained  from  the  University  of  Tennes- 
see located  at  Memphis,  Tennessee.  He  received 
his  M.D.  degree  from  the  University  of  Tennessee 
in  1960.  His  internship  was  completed  at  St. 
Joseph’s  Hospital  in  Memphis.  Dr.  Barre  has  his 
oflice  at  309  VVTst  Broadway  in  Pocahontas,  Ar- 
kansas. 


DR.  DONALD  T.  NEBLETT  has  been  ac- 
cepted for  membership  in  the  Craighead-Poinsett 
County  Medical  Society.  He  is  a native  of  Clarks- 
ville, Tennessee,  and  he  received  his  preliminary 
education  at  the  University  of  Tennessee  located 
at  Memphis.  He  received  his  M.D.  degree  from 
the  University  of  Tennessee  in  1958.  Dr.  Neblett’s 
specialty  is  pediatrics  and  his  office  is  located 
at  826  Cobb  Street  in  Jonesboro,  Ark. 


U of  A Auxiliary  Maets 

The  University  of  Arkansas  Medical  Auxiliary 
met  in  the  Jeff  Banks  Student  Union  Building. 
Mrs.  Gordon  Oates,  president  presided.  Harry 
Hinton  of  Chicago,  111.,  field  representative  of 
the  American  Medical  Association  was  the  speak- 
er. Mrs.  Mason  Lawson  was  program  chairman. 
R.  C.  Hardy,  hospital  administrator,  presented 
pins  representing  100  hours  of  volunteer  service 
to  Mrs.  Homer  Latimer  and  Mrs.  Joseph  Mc- 
Gowen.  Volunteer  workers  demonstrated  their 
various  fields  of  activities  during  the  refreshment 
hour. 

The  Auxiliary  was  host  to  the  Central  District 
Medical  Meeting  in  the  Jeff  Banks  Student  Union 
Building.  The  theme  was  “Hospital  Auxiliaries 
in  the  Changing  World.”  Mrs.  Oates  moderated 
a panel  discussion. 



ANSWER-What  Is  Your  Diagnosis?  || 

!:  19  MONTHS  OLD  COLORED  FEMALE  I; 

! There  was  asymmetry  of  the  head  since  birth  ,1 
I but  no  other  symptoms.  DIAGNOSIS:  Cranio-  | 

' synostosis  or  plagiocephaly  due  to  premature 
I closure  of  the  right  coronal  suture.  : 

X-RAY  FEATURES;  The  right  coronal  suture  I 
is  not  visible  on  any  of  the  films.  There  is  asym-  J 
I metry  of  the  skull  which  diminished  size  of  the  ' 

I cranium  on  the  right  side  as  well  as  slight 
brachycephaly.  The  right  orbit  is  in  this  case 
I and  characteristically  somewhat  elliptical  in  i 
' configuration. 
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BOOK  REVIEWS 


TEXTBOOK  OF  ENDOCRINOLOGY,  Edited  by  Robert 
H.  Williams,  M.  D.,  Chief,  Endocrinology  and  Metabo- 
lism Division,  and  Physician-in-Chief,  University  Hos- 
pital; Executive  Officer  and  Professor  of  Medicine, 
University  of  Washington  Medical  School,  Seattle,  W’ash- 
ington.  Third  Edition,  illustrated,  pp.  1204,  published 
by  ir.  B.  Saunders  Company,  Philadelphia  and  London, 
1962. 

This  is  now  a standard  textbook  of  endocrinology.  It  is 
written  by  a number  of  outstanding  contributors.  It  is 
well  organized  and  the  text  is  clear.  There  are  numerous 
references.  There  are  a moderate  number  of  illustrations. 
The  book  is  quite  up-to-date.  It  is  very  easy  to  read. 
This  is  an  outstanding  textbook  of  endocrinology  and  is 
heartily  recommended  to  all  medical  students  and  prac- 
ticing physicians. 

GENERAL  PATHOLOGY,  Edited  by  Sir  Howard  Florey, 
Professor  of  Pathology,  Sir  William  Dunn  School  of 
Pathology,  Unwersity  of  Oxford,  England,  Third  Edi- 
tion, illustrated,  pp.  1104,  published  by  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1962. 

This  textbook  of  general  pathology  remains  an  outstand- 
ing contribution  in  the  field  of  pathology.  As  the  editor 
points  out  in  the  preface,  this  is  not  intended  to  be  a 
complete  review  of  the  field  of  pathology.  The  text  itself 
consists  of  chapters  written  by  various  authorities  concern- 
ing their  special  field  of  interest.  The  book  has  excellent 
illustrations,  some  of  which  include  electronmicroscopy. 
The  text  integrates  to  a large  extent  biochemistry,  pathology 
and  immunology.  There  is  a fascinating  chapter  on  the 
immunology  of  tissue  transplantation  by  Gowans.  Another 
interesting  chapter  is  the  mode  of  action  of  antibacterial 
substances  in  vitro. 

The  book  is  well  written,  well  organized  and  certainly 
worthy  of  reading  by  practicing  physicians  and  medical 


students.  The  information  contained  is  background  in- 
formation pertaining  to  all  facets  of  medicine.  AK 

l EXTBOOK  OF  OPHTHALMOLOGY,  Adler. 

Concentiates  on  the  ophthalmic  problems  of  the  non- 
specialist — stressing  diagnosis,  treatment  and  indications 
that  call  for  a specialist. 

PHY.SICAL  DIAGNO.SIS,  Major  and  Gelp. 

Offers  step-by-step  procedures  for  examining  every  area 
of  the  body  by  inspection,  palpation,  percussion  and 
auscultation. 

TEXTBOOK  OF  OB.STETRICS,  Reid. 

Gives  you  not  only  a clear  picture  of  normal  pregnancy 
and  labor,  but  sound  insight  as  well  into  the  medical  com- 
plications that  may  arise. 



I ANSWER -ELECTROCARDIOGRAAA  OF  THE  j 
MONTH 

I RATE;  70  RHYTHM:  Sinus  I 

I PR;  .16  sec.  QRS:  .07  sec.  QT:  .40  sec.  | 

I INTERPRETATION:  Abnormal.  Non-specific  | 
I T abnormalities  all  leads.  | 

I COMMENT:  I 

i This  tracing  was  made  because  of  an  episode  | 
i of  chest  pain,  chills  and  fever  in  a patient  who  | 
i was  under  observation  for  disseminated  lupus.  | 
: This  diagnosis  could  not  be  proved  at  that  time  E 
I but  evidence  confirming  the  presence  of  definite  E 
i pericarditis,  in  the  form  of  a pericardial  friction  E 
i rub  and  enlargement  of  the  cardiac  silhouette,  E 
i was  found.  She  had  recurrent  episodes  later  but  E 
i has  been,  for  several  years,  with  no  evident  E 
1 disease,  and  it  is  believed  that  her  pericardial  I 
1 reaction  was  of  the  acute  benign  type  usually  i 
i considered  due  to  viral  infection.  The  T wave  = 
E abnormalities  present  in  this  tracing  returned  = 
1 to  normal  in  later  recordings.  = 
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TUBERCULOSIS 


ABSTRACTS 


Sponsored  by  Arkansas  Tuberculosis  Association 


ERADICATION  OF  TUBERCULOSIS  IN  CHILDREN 


l^eduilncians  must  be  aware  of  the  dans,er  of 
t uberculosis  in  children  and  use  chemotherapy 
and  the  tuberculin  test  as  their  principal  tools  in 
the  campaign  to  uupe  out  this  disease. 

A group  ol  authorities  in  various  fields  of 
medicine  met  at  Arden  House  in  Harriman,  N.Y., 
in  November,  1959,  at  the  joint  invitation  of 
the  United  States  Public  Health  Service  and  the 
National  I uberculosis  Association.  The  con- 
ferees agreed  that  the  elimination  of  tuberculosis 
as  a public  health  problem  was  a practical  goal 
but  recognized  that  this  objective  was  not  achiev- 
able for  the  country  as  a whole  within  the  imme- 
diate future. 

I hcrefore,  recc^mmendation  was  made  for  the 
establishment  of  intermediate  goals.  Two  such 
goals  have  been  proposed  — an  active  case  rate 
by  19/0  of  not  more  than  10  per  100,000  popula- 
tion (the  case  rate  in  1950  was  80),  and  control 
of  infection  in  each  community  to  the  point 
where  not  more  than  1 per  cent  of  the  children 
at  age  14  react  to  tuberculin.  For  children,  the 
objective  is  for  tidjerculosis  to  become  as  uncom- 
mon as  dijditheria  or  smallpox. 

CHEMOrilERAPY  THE  EIRST  TOOL 
The  most  important  tool  to  attain  this  objec- 
tive is  chemotherapy.  The  public  health  reason 
tor  treating  adults  is  to  render  them  noninfec- 
tious.  In  children  the  suppression  of  contagion 
is  not  of  public  health  interest.  Even  where 
there  is  marked  roentgenographic  evidence  of 
primary  tuberculosis,  a very  small  population  of 
bacilli  is  usually  found  in  cultures  from  gastric 

Edith  M.  Lincoln,  M.D.,  Archives  of  Environ  mental 
Health,  October,  1961. 


lavage  of  children.  Furthermore,  most  children 
with  primary  tuberculosis  are  free  from  symp- 
toms, including  cough.  Isolation  may  not,  there- 
fore, be  necessary,  and  some  health  departments 
permit  a child  with  primary  pulmonary  tuber- 
culosis to  attend  school  if  he  is  free  from  symp- 
toms. 

However,  when  possible,  a child  with  newly 
discovered  primary  pulmonary  tuberculosis 
should  be  admitted  to  a hospital  for  one  or  two 
days  to  obtain  cultures  from  gastric  lavage  or 
from  bronchial  secretions.  As  the  rate  of  tuber- 
culosis falls,  this  procedure  will  become  more  im- 
portant to  identify  bacilli  resistant  to  the  usual 
drugs.  Prolonged  hospitalization  of  children  may 
be  traumatic. 

The  main  purpose  of  administering  isoniazid 
to  children  with  primary  tuberculosis  is  to  pre- 
vent complications. 

Isoniazid  is  the  only  antimicrobial  agent  which 
prevents  the  development  of  complications.  It 
is  inexpensive  and  easily  administered  and 
should  be  given  for  at  least  one  year  in  doses  of 
10  to  15  milligrams  per  kilogram  of  body  weight. 

The  present  trend  in  most  parts  of  the  world 
is  to  use  combined  therapy,  that  is,  paraamino- 
salicylic  acid  (PAS)  with  isoniazid.  In  uncompli- 
cated primary  tuberculosis,  and  for  use  in  secon- 
dary prophylaxis  to  prevent  complications,  there 
seems  to  be  no  reason  why  isoniazid  should  not 
be  given  alone. 

Recent  converters,  very  young  children  with 
reactions  to  tuberculin,  all  children  with  roent- 
genographic evidence  of  manifest  primary  tuber- 
culosis, and  children  with  complications  of  pri- 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


ANTIDIARRHEAL 
TABLETS  and  LIQUID 
lowers  motility  / relieves  cramping 


/ controls  diarrhea 


Roentgenographic  studies  by  Demeulenaere*  estab- 
lished that  a single  dose  of  10  mg.  of  Lomotil  slowed 
gastrointestinal  transit  within  two  hours  and  that 
it  maintained  its  decelerating  activity  for  more 
than  six  hours. 

In  diarrhea  this  lowered  propulsion  permits  a 
physiologic  absorption  of  excess  fluid,  lessens 
frequency  and  fluidity  of  stools  and  gives  safe, 
selective,  symptomatic  control  of  most  diarrheas. 
Concurrently,  it  conserves  electrolytes  and  controls 
cramping. 

Investigators  have  found  the  antidiarrheal  action 
of  Lomotil  not  only  “excellent”^  but  “efficacious^ 
where  other  drugs  have  failed.  . . 

DOSAGE:  For  adults  the  recommended  initial  dosage 
is  two  tablets  (2.5  mg.  each)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  under  control. 
Maintenance  dosage  may  be  as  low  as  two  tablets 
daily.  For  children  daily  dosages,  in  divided  doses, 
range  from  3 mg.  (1/2  teaspoonful  three  times  daily) 
for  infants  3 to  6 months  to  10  mg.  (1  teaspoonful 


five  times  daily)  for  children  8 to  12  years.  Lomotil 
is  supplied  as  unscored,  uncoated  white  tablets  of 
2.5  mg.  and  as  liquid  containing  2.5  mg.  in  each 
5 cc.  A subtherapeutic  amount  of  atropine  sulfate 
(0.025  mg.)  is  added  to  each  tablet  and  each  5 cc. 
of  the  liquid  to  discourage  deliberate  overdosage. 
The  recommended  dosage  schedules  should  not 
be  exceeded. 

NOTE:  Lomotil  is  an  exempt  narcotic  preparation. 

Descriptive  literature  and  directions  for  use  de- 
tailed in  Physicians’  Product  Brochure  No.  81 
available  from  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 

1.  Demeulenoere,  L.;  Action  dt>  R 1132  sur  le  transit  gostrointeslinol,  Acto  Gostroent. 
Bcig.  21:674-680  {Sept. -Oct.)  1958. 

2.  Kosich,  A,  M,;  Treatment  ol  Diorrhco  in  Irritoble  Colon,  Including  Preliminory  Ob- 
servations with  o New  Antidiorrheol  Agent,  Diphenoxylate  Hydrochloride  (Lomotil), 
Amer.  J.  Gostroent.  35.46-49  (Jon.)  1961. 

3.  Weingorten,  B.:  Weiss,  J.,  ond  Simon,  M.;  A Clinicol  Evoluation  of  o New  Aoti- 
diarrheol  Agent,  Amer.  J.  Gostroent.  35:628-633  (June)  1961. 


G.  D.  SEARLE  & CO. 

Research  in  the  Service  of  Medicine 


Features 


mary  tuberculosis,  or  with  chronic  pulmonary 
tuberculosis  should  be  given  specific  therapy. 

TUBERCULIN  TEST  THE  SECOND  TOOL 

I'he  second  and  most  imj)ortant  tool  for  erad- 
ication of  tuberculosis  in  children  is  the  tuber- 
culin test.  The  emphasis  should  be  on  the  num- 
ber of  tuberculin  tests  and,  in  children  with 
previously  negative  tests,  on  the  frequency  of 
their  repetition. 

The  tuberculin  test  is  extremely  valuable  in 
diagnosis  but  it  is  not  infallible.  A Mantoux 
test  will  produce  a skin  reaction  when  tuber- 
culous infection  is  present,  provided  the  testing 
material  is  fresh,  the  test  is  properly  adminis- 
tered and  read,  and  the  individual  tested  is  not 
moribund,  convalescent  from  measles,  or  receiv- 
ing steroid  therapy.  However,  some  skin  reac- 
tion to  tuberculin  may  occur  in  those  who  have 
never  been  infected  with  tubercle  bacilli.  Some- 
times such  reactions  can  be  recognized  as  atypical. 
A Mantoux  which  is  red  but  not  indurated  is 
not  called  positive.  Measurement  of  the  Man- 
toux is  important.  Less  than  5 mm.  in  diameter 
is  definitely  negative  and  10  mm.  or  more  {X)si- 
tive.  Between  5 and  10  mm.  there  is  indecision 
and  the  test  should  be  repeated  with  the  same 
or  a slightly  larger  dose.  A test  with  5 TU  of 
PPD  (the  intermediate  strength)  should  select 
99  per  cent  of  positive  reactors. 

Another  tool  for  the  eradication  of  tubercu- 
losis is  roentgenography.  In  children  this  tool 
should  never  be  used  for  surveys,  but  every  child 
with  a positive  tuljerculin  test  should  have  a 
roentgenogram.  If  the  child  has  obvious  tuber- 
culosis, sufficient  films  should  be  taken  to  guide 
the  physician  in  the  care  of  the  patient. 

Other  approaches  to  the  prevention  of  infec- 
tion in  children,  aside  from  treatment  and  segre- 
gation of  infectious  adults,  are  attempts  to  alter 
the  resistance  of  uninfected  children  by  vaccina- 
tion or  the  use  of  isoniazid  as  primary  prophy- 


laxis. There  is  no  doubt  that  increased  resist- 
ance to  exogenous  infection  can  be  obtained  by 
vaccination,  the  BCG  strain  of  attentuated  bo- 
vine bacilli  being  the  agent  commonly  used.  This 
is  of  value  in  countries  with  a high  incidence  of 
tuberculosis,  especially  when  given  to  newborn 
children.  From  a public  health  point  of  view, 
the  artificial  sensitivity  produced  by  BCG  inter- 
feres with  the  use  of  the  tuberculin  test  in  case 
finding.  In  areas  of  low  morbidity  this  is  a strong 
argument  against  the  use  of  BCG. 

ROLE  OE  PEDIATRICIAN 

The  prevention  of  tuberculous  infection  by 
the  administration  of  isoniazid  has  been  proved 
in  experimental  animals.  The  data  from  the  pro- 
phylaxis study  of  the  Public  Health  Service,  when 
published,  shoidd  show'  whether  or  not  this  meth- 
od of  prevention  can  be  applied  to  human  beings. 

There  are  many  contributions  which  the 
pediatrician  can  make  to  a tuberculosis  control 
program.  First,  the  negativism  about  tubercu- 
losis must  be  overcome.  Obviously,  with  a de- 
creasing rate  of  infection  there  will  be  less  tuber- 
culosis and  fewer  tuberculin  conversions.  But 
the  pediatrician  must  continue  to  be  aware  of 
the  possibility  of  tuberculosis.  Where  there  are 
tuberculous  adults  there  are  infected  children. 
All  children  must  be  tested  repeatedly  in  infancy 
and  at  least  once  a year  ad  infinitum  or  until 
conversion  occurs;  prompt  treatment  with 
isoniazid  should  follow  conversions. 

Tuberculosis  is  preeminently  a social  disease. 
It  increases  where  living  conditions  are  poor 
and  homes  overcrowded.  Any  measures  to  relieve 
poverty  and  its  attendant  evils  of  inadequate  nu- 
trition and  crowding  wall  help  in  the  basic  con- 
trol of  the  disease.  The  pediatrician  must  func- 
tion not  only  as  a physician  but  also  as  a public- 
minded  citizen  intent  on  securing  for  every  child 
the  right  to  be  protected  from  a preventable 
communicable  disease. 
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Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound.  Lilly) 
Darvon®  (dextro  propoxyphene  hydrochloride.  Lilly) 

A.S.A.®  (acetylsalicylic  acid,  Lilly) 

This  is  a reminder  advertisement . For  adequate  information  for  use,  fdease  consult  manu^ 
Jaclurer's  literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 


Darvon  Compound 


Darvon  Compound-65  [)rovides  twice  as  mucli  Darvon®  as  does  regular 
Darvon  Compound  without  increase  in  salicylate  content  or  the  size  of 
the  Pulvule®.  Usual  dosage  is  I Pulvule  three  or  four  limes  daily. 


1 62  ing, 
227  mg, 
32.4  mg. 


. . Darvon  . . 
Acelophenetidin 


Cafloine 


A.S.A.® 


Darvon  Compound-65 


32.4  ing. 


65  mg. 
1 62  mg. 
227  mg. 
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^^crying  solitary  in  lonely  places^^ 


(diphenylhydantoin,  Parke-Davis) 


permits  a richer  life  for  the  epileptic 


‘‘‘‘it  has  been  more  than  twenty  years  since  the  introduction  of 
diphenylhydantoin  sodium  (DILANTIN  Sodium)  as  an  anti- 
convulsant  substance.  This  drug  marks  a milestone  in  the 
rational  approach  to  the  management  of  the  epileptic.”^ 
In  grand  mal  and  psychomotor  seizures.  DILANTIN  is  a drug 
of  choice  for  a variety  of  reasons:  • effective  control  of  sei- 
zures'-^ • oversedation  is  not  a common  problem^  • possesses 
a wide  margin  of  safety^  • low  incidence  of  side  effects^  • its  use 
is  often  accompanied  by  improved  memory,  intellectual  per- 
formance, and  emotional  stability.'*'  DILANTIN  ( diphenylhy- 
dantoin, Parke-Davis ) is  available  in  several  forms,  including 
DILANTIN  Sodium  Kapseals.®  0.03  Gm.  and  0.1  Gm..  bottles 
of  100  and  1,000.  Other  members  of  the  PARKE-DAVIS  FAMILY 
OF  ANTICONVULSANTS  for  grand  mal  and  psychomotor  sei- 
zures: PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobar- 
bital  30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
of  100.  for  the  petit  mal  triad:  MILONTIN®  Kapseals  ( phen- 
suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000; 
Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles.  CELONTIN® 
Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of 
100.  ZARONTIN®  Capsules  ( ethosuximide,  Parke-Davis)  0.25 
Gm.,  bottles  of  100. 


This  advertisement  is  not  intended  to  provide  complete  information  for 
use.  Please  refer  to  the  package  enclosure,  medical  brochure,  or  write  for 
detailed  information  on  indications,  dosage,  and  precautions. 


REFERENCES;  (1)  Raseman,  E.:  Neurology  11:9/2,  1961.  (2)  Bray,  P.  F.: 
Pediatrics  1959.  (3)  Chao,  D.  H.;  Druckman,  R.,  & Kellawayr,  P.:  Con- 

vulsive Disorders  of  Children,  Philadelphia,  fV.  B,  Saunders  Company,  1938, 
p.  120.  (4)  Crawley,  J.  IF.;  M.  Clin.  North  America  454:2/7,  1958.  (5)  Livingston, 
S.:  The  Diagnosis  and  Treatment  of  Convulsive  Disorders  in  Children,  Springfield, 
III.,  Charles  C Thomas,  1934,  p.  190.  (6)  Ibid.:  Postgrad.  Med.  540:584,  1956. 
(7)  Merritt,  H.  H.;  Brit.  M.  J,  1:666,  1958.  (8)  Carter,  C.  II.;  Arch.  Neurol.  & 
Psychiat.  TO;/36,  1958.  (9)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman,  H.  F.; 
Epileptic  Seizures,  Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 
(10)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmaco- 
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Jn  choosing  MV  TITLE  loi  this  meeting,  “A 
New  Look  at  the  Blood  Dysciasias,”  I planned  a 
deliberate  departure  from  the  ordinary  type  of 
presentation  of  such  a subject.  1 must  warn  you 
beforehand  that  my  views  on  the  leukemias, 
lymphomas  and  the  so-called  collagen  diseases 
are  largely  unorthodox,  and  at  present  I regard 
them  as  one  group  which  I call  “mesenchymal 
dyscrasias.’’  Briefly  stated,  1 believe  that  the 
mesenchymal  tissues  react  to  certain  stimuli  in  an 
orderly  manner  in  normal  people,  producing 
fever,  leukocytosis,  antibodies  and  other  physio- 
logic responses  as  the  occasion  retjuires.  How- 
ever, in  certain  persons  the  response  becomes  ab- 
normal, with  such  manifestations  as  cibscure  and 
persistent  fever,  malaise,  abnormal  immunologic 
and  hematologic  reactions  but  without  any  spe- 
cific distinction  which  would  produce  a recog- 
nized diagnostic  entity,  d his  state  I call  an  “un- 
differentiated mesenchymal  reaction.”  In  due 
time  many  czf  these  undifferentiated  mesenchy- 
mal reactions  may  differentiate  into  a definite 
classifiable  entity,  such  as  leukemia,  lymphoma, 
systemic  lupus  erythematosus,  periarteritis  or 
even  multiple  recognizable  entities.  Without 
doubt,  as  time  goes  on  more  and  more  entities 
probably  will  become  recognized,  and  those  per- 
sons of  a concise,  systematic  turn  of  mind  will  be 
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able  to  put  them  into  a “pigeonhole”  and  again 
relax  with  the  satisfaction  that  seems  to  come 
with  orderliness.  For  myself,  1 still  go  on  bliss- 
fully in  my  disorganized  way  as  a “lumper,”  and 
even  though  something  differentiates  f still  feel 
the  foreboding  rumblings  of  a seething  mesenchy- 
mal system  which  may  erupt  with  more  fearsome 
manifestations  at  any  time. 

Antecedent  Studies 

With  your  permission  then,  I should  like  to 
enlarge  upon  these  ideas  and  illustrate  my  obser- 
vations with  some  thund^nail  re|K)rts  of  cases,  ft 
is  obvious  that  within  the  time  allotted  1 could 
not  present  comjjlete,  documented  histories,  and 
so  you  are  rather  forced,  as  a captive  audience, 
to  accejjt  my  statements  as  beitig  based  upon  as 
complete  physical  and  laboratory  finditigs  as 
circumstances  at  the  time  pertnitted.  Fitially,  at 
the  completioti  of  my  morning  and  alternoon 
presentations,  since  they  complemetii  each  other, 
you  may  form  your  own  opinioti  as  to  the  worth 
of  my  views  atid  as  to  whether  you  wish  to  adopt 
them  for  your  own  medical  ]iractice. 

f am  sure  that  you  are  aware  of  the  fact  that 
textbooks  still  list  leukemias  and  lymphomas  as 
“a  disease  of  utiknown  etiology,”  atid  further 
list  the  grim  prognosis  and  statistical  life  expec- 
tancy accompanying  these  conditions  for  the  in- 
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lormation  ol  Ijoth  physician  and  patient.  How- 
ever, as  one's  clinical  experience  increases,  he 
rinds  that  these  tables  ol  survival,  the  prognostic 
signs  and  even  the  classilication  and  diagnosis  as 
outlined  in  the  textbooks  often  lead  to  embar- 
rassment. Hence  it  is  little  wonder  that  the  older 
clinician  becomes  more  and  more  cautious  when 
he  is  cpiestioned  about  predictions  and  expect- 
ancy by  the  patient  or  the  family  itivolved.  So 
DUiny  patients  refuse  to  fit  into  the  statistical 
progyiostic  pattern!  When  one  is  engaged  in  a 
general  medical  practice  in  which  there  is  a large 
jrroportion  of  patients  who  have  the  various 
blood  dyscrasias,  one  cannot  help  noting  this 
variation,  atid  if  one  has  any  spark  of  investi- 
gative interest  in  his  tnedical  constitution  it  must 
certainly  be  aroused  to  pursue  ftirther  investi- 
gation iti  these  instances,  even  though  such  in- 
vestigation is  only  systetnatic  observation  and 
curious  iiKpiiry.  Needless  to  say,  my  curiosity  has 
been  aroused  by  many  such  patients  in  the  last 
25  years  ol  hematologic  and  general  practice, 
and  today  1 shoidd  like  to  present  some  of  my 
condusions  which  arc  based  on  my  observations 
and  scientific  curiosity.  Since  all  of  you  are  en- 
gaged in  a busy  general  jjractice,  yoti  can  appre- 
ciate th.e  investigative  limitations  imjKtsed  upon 
one  under  such  circumstances.  Extensive  clinical 
research  involving  laboratory  studies  of  necessity 
has  been  limited.  However,  as  a hematologist,  I 
have  had  the  opporttinity  to  do  a moderate 
amount  of  laboratory  work,  particularly  in  the 
morphcdogic  field  of  cytologic  studies  of  blood 
and  bone  itiarrow,  but  iny  major  contribtition 
perforce  has  been  based  upon  talking  to,  and 
trying  to  manage  the  therapeutic  care  of,  a con- 
stant stream  of  patients  afflicted  with  the  variotis 
blood  dyscrasias. 

Investigatively,  I have  been  interested  funda- 
mentally in  the  relationship  of  environmental 
agents  to  the  appearance  and  activity  of  these 
blood  dyscrasias  in  the  individual  patient.  Pri- 
marily, this  work  has  etitailed  the  careful  de- 
velojtment  ol  histories  and  relating  “exjxtstires” 
to  the  manifestations  of  the  disease  in  a time  se- 
cpience.  .Such  an  approach  has  brought  about 
the  accumulation  of  a practical  working  knowl- 
edge ol  the  various  patients’  occupations,  their 
hobbies  and  associations,  as  well  as  their  part- 
time  activities  which  might  involve  agents  the 


inhalation  of  which,  or  physical  contact  with, 
might  be  of  etiologic  significance.  Since  1 have 
been  able,  by  repeated  considtations,  to  fol- 
low the  sociomedical  status  ol  many  of  these 
patients  during  the  lifetime  of  their  disease, 
1 have  been  able  to  draw  certain  deductions  by 
correlating  their  work-and-play  activities  with 
exacerbations  and  remissions  of  their  disease. 
The  sum  total  of  such  work  literally  has  consti- 
tuted a professional  lifetime  project. 

In  presenting  this  brief  sketch  of  my  impres- 
sions and  working  hypotheses,  I do  so  with  a 
reservation  to  which  1 have  alw'ays  held  firm, 
namely,  the  right  to  change  my  opinion  at  any 
time  when  the  weight  of  new  evidence  or  the 
lioht  of  new  observations  contradicts  the  old. 
I have  tried  not  to  become  ensnared  in  a rut  of 
jnejudice  and  fixed  convictions  regarding  this 
problem  and  have  tried  hard  to  do  the  near- 
impossible—to  keep  an  ojien  mind. 

In  Sejrtember  of  1960  Hanlon  and  I presented 
some  of  these  observations  to  the  International 
Ciongress  of  Hematology  in  Tokyo,  Japan,  and 
I shall  use  some  of  those  recorded  observations 
and  comments  throughout  this  paper. 

The  Ubiquitous  Aromatic  Hydrocarbons 

It  has  long  been  known  that  benzene  (the 
fundamental  aromatic  hydrocarbon  ring,  C^.H^) 
is  an  important  agent  in  the  production  of  blood 
dyscrasias,  and  for  jiractical  purposes  it  may  be 
said  that  benzene  in  small  quantities  is  found 
in  practically  all  crude  petroleum  as  well  as  in 
the  commercial  derivatives  of  petroleum.  These 
jjetrochemical  prodticts  include  degreasing 
agents,  industrial  and  household  solvents,  paint 
thinners,  paint  and  varnish  removers,  fuel  oil, 
gasoline,  kerosene,  diesel  fuel  and  many  aerosols. 
In  addition  to  benzol  (the  commercial  grade  of 
benzene)  and  other  aromatic  hydrocarbons,  I 
personally  believe  that  the  aliphatic,  as  well  as 
the  chlorinated,  derivatives  of  both  hydrocarbon 
scries  are  important  agents  in  the  prodtiction  of 
the  mesenchymal  dyscrasias.  It  is,  of  course,  ex- 
tremely dilficult  to  incriminate  any  single  agent 
in  most  ol  the.se  studies.  When  one  is  working 
with  a purilied  drug,  for  example,  and  can  pro- 
duce and  reproduce  ptirpura  or  neutropenia,  it 
is  relatively  safe  to  say  that  the  patient’s  reaction 
to  this  drug  is  responsible  for  the  observed  phe- 
nomenon. However,  as  I have  hinted  above,  in 
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the  iiuluslri;il  woiUl  lew  so-called  chenucally 
pure  agents  are  used  to  inanulacture  couuner- 
cial  piorlucts;  rathei,  the  “couunercial -grade” 
chemicals,  contaiidug  small  (juaiitities  ol  chemi- 
cal contaminants,  ate  so  employed.  These  con- 
taminants might  well  he  the  biologically  im- 
poitant  protagonists,  while  the  major  chemical 
itsell  is  being  indicted.  .Moreover,  the  various 
commercial  |)rodncts  which  reach  the  consumer 
nsnally  are  mixtures  or  blends  ot  the  various 
aliphatic,  aromatic  and  chlorinated  hydro- 
carbons, the  lormnlation  (nsnally  a tratle  secret) 
producing  a more  ellicient  product  in  a highly 
competitive  market.  To  complicate  our  problem 
Inrther,  the  average  patient  uses  nnmerons 
lormnlations  and  compounds  while  going  about 
his  daily  activities  as  a printer,  metal  worker,  car- 
penter, spray  painter,  larmer  or  any  ot  dozens  ot 
modern-day  occupations.  Actually,  the  most  vul- 
nerable person,  in  my  opinion,  is  the  one  with  a 
hobby  involving  painting  a tew  rooms  in  the 
home,  retinishing  some  old  tnrnitnre,  bnildino  a 
rumpus  room  tor  the  children,  or  even  building 
or  tinishing  his  own  home.  In  such  incidents  he 
uses  the  various  degreasing  agents  to  remove 
grease  and  grime  trom  the  woodwork  and  walls, 
paint  and  varnish  removers  to  remove  old  and 
unwanted  tlecorations  and  paint  solvents  to  thin 
old  paint,  and  he  rolls  on  large  areas  ot  the  new 
types  ot  paint  with  their  odorless,  aromatic  sol- 
vents which  are  inhaled  in  large  cpiantities  as  the 
work  proceeds. 

It  is  worth  while  to  note  in  passing  that  seldom 
does  Mr.  John  Q.  Public  or  his  wile  ever  read  or 
observe  the  warning  labels  on  cans  or  bottles 
which  urge  “do  not  inhale”  or  “do  not  use  in  a 
contined  space— use  only  with  adecjuate  venti- 
lation.” One  might  also  note  that  seldom  is  it 
feasible  to  get  the  job  done  and  still  obey  the 
warnings  on  the  label!  In  the  usual  course  ot 
events  there  is  considerable  exposure  ot  the  paint- 
er and  the  rest  of  the  family  innocents  while 
the  entire  production  job  is  drying  and  the  sol- 
vents are  evaporating  within  the  closed  confines 
of  the  house. 

Mesenchymal  Idiosyncrasy  or  Hypersensitivity 

The  second  important  jjoint  which  I should 
like  to  make  and  to  stress  is  the  evident 
mesenchymal  idiosyncrasy  or  hypersensitivity  ot 
persons  who  suffer  difficulties  after  such  ex- 


posuies.  (Certainly,  millions  ot  Ameritans  use 
the  agents  I have  mentioned,  but  blood  dyscrasias 
develop  in  only  a relatively  lew  ot  them.  (How- 
ever, as  an  aside,  it  is  worth  inning  that  the 
combined  death  rate  from  leukemias  and  lympho- 
mas is  essentially  the  same  as  that  ol  traffic  deaths 
in  the  Ihiited  .States,  and  that  it  is  increasing 
progressively.  Publicly,  we  seem  considerably 
exercised  about  our  trail ic  fatalities!) 

Mow,  as  a corollary  to  this  seeming  individual 
susceptihility,  1 have  observed  that  a large  num- 
ber of  these  patients  also  exhibit  manifestations 
ot  the  commonly  recogni/ed  allergic  states,  such 
as  vasomotor  rhinitis,  hay  lever,  recurring  urti- 
caria, angioedema  or  reactions  to  drugs.  In  the 
process  of  ferreting  out  the  histories,  1 have  found 
many  patients  from  families  in  which  other 
members  are,  or  have  been,  victims  ot  these 
various  mesenchymal  dyscrasias,  suggesting  that 
these  mesenchymal  tissues  which  react  patho- 
logically to  their  environment  are  inherited  proto- 
jdasmic  characteristics.  I feel,  therefore,  that  it 
is  no  coincidence  when  our  record  shows  that 
two  sisters  have  died  ot  lymphosarcoma;  that  at 
present  I have  as  patients  a mother  and  son  each 
ot  whom  has  Hodgkin's  disease:  that  I have  the 
records  of  five  direct  descendants  of  one  genera- 
tion of  grandparents,  all  of  whom  have  lympho- 
mas: that  a father  sought  advice  from  me  when 
his  third  child  was  stricken  with  acute  leukemia; 
or  that  a brother  and  sister  with  one  niece  all 
died  of  lymphomas.  This  |xn  t of  a patient’s  rec- 
ord obviously  is  im]Jortant  in  the  therajjeutic  ap- 
proach to  management  of  his  disease  as  well  as 
in  advising  and  ginding  other  members  of  his 
lamily  who  very  likely  also  are  your  patients. 

Importance  of  Intermittent  Exposure 

The  third  point  that  must  be  stressed  is  that 
intermittent  exposure  and  not  constant  exposure 
seems  to  be  almost  essential  to  the  production  of 
these  dyscrasias.  In  other  words,  the  professional 
painter,  despite  his  constant  exposure,  seldom  is 
a victim  ot  these  diseases;  rather,  as  1 have  indi- 
cated, it  is  nsnally  the  hobbyist  or  luniseholder 
who  paints  and  redecorates  a few  rooms  one 
year  and  in  the  next  year  or  years  does  a couple 
ol  more  rooms  or  the  basement  floor  and  then 
appears  with  lymphoma,  leukemia,  aplasia  or 
some  other  type  ot  blood  dyscrasia.  The  examples 
are  tcjo  numerous  to  explore  at  this  moment,  but 
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must  be  appreciated  il  I,  as  a physician,  am  to 
offer  you  anything  constructive  to  appfy  to  your 
own  ])ractice.  In  the  future,  unhajrpily,  you 
must  suspect  the  world  around  you. 

In  keejhng  with  the  foregoing  comment,  1 
should  fike  to  stress  the  fact  that,  although  the 
various  hydrocarbons  jrrobably  are  the  most  im- 
portant group  of  agents  responsible  for  these 
blood  dyscrasias,  there  are  others  which  I think 
arc  of  importance  in  the  individual  patient. 
These  latter  include  bacteria  or  their  various 
proteinaceous  toxic  products  (many  jnobably  are 
today's  “nonpathogenic  strains”),  actinic  rays 
(especially  stinshine),  and,  of  course,  roentgen 
rays  or  other  types  of  irradiation.  You  will  note 
that  1 have  pointed  out  and  shall  point  out  only 
the  time  relationship  which  seems  to  exist  be- 
tween exposure  to  these  agents  and  the  appear- 
ance of  disease;  1 have  neither  offered  nor  sug- 
gested any  mechanism  or  pathologic-physiologic 
dysfunction  responsible  for  the  resulting 
mesenchymal  dy.scrasia. 

To  summarize  then,  I believe  that  the  leu- 
kemias, lymphomas  and  certain  other  mesenchy- 
mal dyscrasias  result  from  exposure  of  the 
afflicted  patient  to  noxious  environmental 
agents.  Second,  1 believe  that  this  exposure 
usually,  but  not  always,  is  intermittent.  Third, 
1 believe  that  a reaction  to  such  exposure  occurs 
only  in  the  genetically  suscc])tible  person  and 
tliat  it  very  likely  is  an  inherited  characteristic, 
otfier  members  of  the  victim’s  family  also  being 
susceptible. 

Now  that  I have  stated  my  thesis  for  this 
morning  s tiiscussion,  I should  like  to  present  the 
thumbnail  reports  of  cases  which  I promised 
earlier.  I have  hopes  that  these  sketches  will  be 
sidficiently  jjroYocative  to  bring  you  back  for 
the  afternoon  session,  at  which  time  yvc  shall 
apply  these  ideas  more  specifically  to  the  thera- 
peutic management  of  your  own  jjatients. 

Some  Illustrative  Cases 

Case  1.— 1 first  saw  this  man  in  June,  19-40, 
when,  at  the  age  of  62  years,  he  presented  him- 
self at  the  Mayo  Clinic  with  a 9-month  history 
of  severe  toxic  pruritus,  generalized  lympha- 
denopathy,  chronic  cough,  recurring  fever  with 
drenching  night  sweats  and  marked  loss  of 
weight.  In  retrospect,  it  is  of  interest  to  note 
that  this  patient  was  a railway  baggageman  sub- 


ject to  repeated  infections  of  the  upper  part  of 
the  respiratory  tract  which  could  well  be  at- 
tributed to  his  constant  exposure  to  weather  and 
the  changes  in  temperature  inherent  in  this  type 
of  work,  as  well  as  to  exposure  to  multiple  hu- 
man contacts.  It  was  his  opinion  that  his  illness 
had  started  the  previous  fall  (1939)  after  a “fall 
cold  that  never  cleared  up.”  Examination  re- 
vealed generalized  lymphadenopathy  with  hepato- 
splenomegaly  and  excoriations  of  the  skin,  indi- 
cating severe  toxic  pruritus.  Laboratory  studies 
disclosed  mild  anemia,  leukocytosis  with  toxic 
changes  in  the  blood  elements  and  an  elevated 
sedimentation  rate  (93  mm.  in  1 hour,  Wester- 
gren).  A roentgenogram  of  the  thorax  showed 
marked  fibrosis  in  the  fields  of  both  lungs,  with 
an  increase  in  hilar  shadows  “typical  of  lympho- 
ma.” Biopsy  of  tissue  from  an  axillary  lymph 
node  revealed  Hodgkin’s  disease.  Roentgen  ther- 
apy was  instituted. 

Three  months  later  (September,  1940)  the  pa- 
tient was  seen  again.  Improvement  was  obvious; 
the  troublesome  pruritus  and  night  sweats  had 
disappeared,  a roentgenogram  of  the  thorax 
demonstrated  marked  improvement  and  results 
of  studies  of  the  blood,  including  the  sedimen- 
tation rate  (21  mm.  in  1 hour)  were  essentially 
normal.  Additional  roentgen  therapy  was  given 
for  the  residual  adenopathy  and  splenomegaly 
and  the  patient  returned  to  his  home  for  another 
2 months. 

At  the  end  of  this  time  the  patient  felt  very 
well  indeed.  He  had  gained  13  pounds  and  had 
no  major  difficulties.  Again,  results  of  labora- 
tory studies  Yvere  essentially  normal,  but  the  tip 
of  the  spleen  still  could  be  palpated.  For  this  rea- 
son additional  roentgen  therapy  was  adminis- 
tered to  the  abdomen. 

Six  months  elapsed  before  I again  saw  this 
|)atient  (April,  1941).  On  that  occasion  he  said 
that  he  had  again  been  stricken  by  the  “flu”  in 
January,  and  that  he  had  been  in  bed  with  fever 
(temperature  of  104°  F.),  pleurisy,  malaise  and 
temjYorary  recurrence  of  the  lymphadenopathy. 
Examination  at  this  admission,  however,  did  not 
reveal  palpable  splenomegaly  or  peripheral 
adenopathy,  but  in  the  roentgenogram  of  the 
thorax  “exaggerated  hilar  shadows”  were  seen. 
The  value  for  hemoglobin  was  only  10.5  gm.  per 
100  cc.  of  blood  and  the  sedimentation  rate  was 
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J51  mm.  in  I houi.  Tlu'sc  data  sui>gcsleil  icacli- 
vation  ol  the  Hodgkin’s  disease.  Roentgen  tlier- 
apy  was  administered  to  the  mediastinnm. 

At  this  time  the  patient  asked  il  I wonld  dis- 
cuss his  dillienlties  rather  thoroughly  with  him 
because  he  had  some  important  decisions  to  make. 
1 agreed,  and  explainetl  the  ituleterminale  na- 
ture of  Hodgkin's  disease,  telling  him  ol  the  sta- 
tistical life  e\j)ectancy  ol  “about  years  alter 
the  onset  ol  symptoms.”  Ol  necessity,  1 had  to 
cotmsel  him  that  additional  roentgen-ray  treat- 
ment nmloid)tedly  woidd  have  to  be  administered 
]>eriodically,  as  indicated  by  his  condition,  as 
such  treatment  had  been  given  during  the  pre- 
vious year.  This  patient  accepted  the  explana- 
tion without  visible  emotion.  He  said  that  he 
was  eligible  lot  retirement  Irom  the  railroad  and 
that  he  was  going  to  accept  such  retirement  and 
go  south  and  do  some  lishing.  In  briel,  I can 
say  that  he  did  just  that:  he  went  south  to  escape 
the  rigors  and  inlections  ol  our  winter  weather. 
During  World  War  1 1,  I wrote  letters  to  the  pa- 
tient's local  ration  board  so  that  he  coidd  ob- 
tain the  necessary  gasoline  ration  stamps  lor  the 
southern  trips. 

Now,  the  salient  point  here  is  that  throughout 
the  years  1 have  had  the  opporttmity  to  examine 
this  patient  repeatedly  and  1 have  lound  no  evi- 
dence ol  a recurrence  ol  the  Hodgkin’s  disease. 
At  the  time  ol  this  report  the  patient  was  in  his 
eighty-lonrth  year,  22  years  alter  the  oirset  ol  his 
dillienlties,  and  he  was  still  well  and  tree  ol  any 
ol  the  stigmata  ol  Hodgkin’s  disease.  It  seems 
to  me  that  the  Hodgkin’s  disease  in  this  case  was 
very  probably  secondary  to  the  cllects  ol  the 
organisms  complicating  the  inlection  ol  the  upper 
part  of  the  respiratory  tract,  and  that  the  fact 
that  the  patient  was  free  of  these  infections 
caused  the  Hodgkin’s  di.sease  to  remain  tpiiescent 
thronghont  the  years.  However,  other  possible 
exposures  incident  to  the  patient’s  railroad  work 
cannot  be  discounted. 

case  2.— I first  saw  a 35-year-old  farm  woman 
when  she  came  to  the  Mayo  Clinic  in  1939  com- 
plaining of  weakness,  dyspnea  and  generalized 
lymphadenopathy.  Actually,  she  had  had  prom- 
inent axillary  lymph  nodes  for  2 years  (1937)  be- 
fore she  sought  medical  advice.  Biopsy  had  re- 
vealed lymphocytic  lymphosarcoma.  Roentgen- 
ray  treatment  had  been  administered  then  and 


on  snbsetpient  occasions  when  recurrence  ol  the 
adenopathy  retpiired  it. 

In  1917,  10  years  after  the  appearance  ol  the 
persistent  lymphadenopathy,  the  jjatient  lelt  the 
larm  and  became  a telephone  ojzerator  in  a small 
neighboring  Minne.sota  city.  On  occasion  she 
returned  to  the  clinic  lor  perioilic  examination 
and  occasional  roentgen-ray  therapy  to  an  isolated 
enlarged  lymph  node. 

In  view  ol  this  patient’s  Icjng  history,  I tried 
to  determine  some  ol  the  lactors  which  might 
have  been  imjjortant  in  the  periods  ol  remission 
and  reactivation  ol  the  lymphosarcoma.  It  de- 
veloped that  she  had  always  enjoyed  reilecorating 
the  larmhoitse  and  periodically  she  would  do 
wallpapeiing  and  painting.  Alter  leaving  the 
larm  she  jjurchased  a house  in  town  and  re- 
modeled it  into  several  apartments,  doing  the 
redecf)rating  hersell.  .She  volunteered  the  inlor- 
mation  that  dermatitis  usually  develojzed  alter 
exposure  to  the  synthetic  paint  thinners  which 
she  used,  and  also  that  the  lymphadenopathy 
seemed  to  recur  when  she  was  exposed  to  the 
paints.  Alter  this  conversation  she  partially,  but 
never  com])letely,  avoided  such  e.xjjosures,  and 
lor  the  next  10  years  retpiired  almost  no  addi- 
tional roentgen-ray  treatment.  However,  she  con- 
tinued to  work  as  a telephone  oj^erator  in  the 
small  building  housing  the  switchboard.  This 
room  was  heatetl  by  oil-burning  space  heaters 
which  jMobably  were  laulty  in  combustion,  with 
the  result  that  considerable  j^etroleum-distillate 
fumes  filled  the  air.  d his  was  especially  true 
when  it  woultl  be  her  turn  to  work  the  night 
shift  during  the  long,  cold  nights. 

It  was  at  this  time  (winter  of  1957-1958)  that 
she  returned  with  lymphomatons  involvement  of 
the  right  orbit.  A few  months  later  additional 
enlarged  luxles  were  palpable  in  the  parotid  and 
cervical  areas.  Since  this  recurrence  took  place 
20  years  after  the  original  lymphdenopathy,  she 
agreed  to  another  biopsy  of  tissue  from  a lymph 
node.  The  diagnosis  of  lymphocytic  lymphosar- 
coma was  thereupon  reaffirmed.  I had  previously 
advised  her  to  leave  the  job  in  the  telephone 
office  when  1 became  aware  of  her  exposure  to 
these  jjetroleum  fumes,  and  I had  suggested  that 
she  probably  would  have  a recurrence  of  the  dis- 
ease if  she  retained  the  job.  However,  because 
of  existing  social  and  financial  reasons,  she  chose 
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to  keep  the  job  for  the  winter,  which  would  be 
her  final  tenure.  During  the  period  of  these  last 
few  years  a jJiogTessive  ncjjhrotic  type  of  syn- 
drome also  developed,  with  severe  hypertension, 
azotemia  and  anemia.  1 he  patient  lived  for  more 
than  3 years  after  she  left  her  job  in  the  tele- 
phone office,  and  there  was  no  evident  activity  of 
lymphosarcoma.  .She  finally  died  of  renal  insuf- 
ficiency 24  years  after  she  had  first  noted  the 
lymphadenopathy. 

Case  3.— A boy  was  first  seen  at  the  Mayo 
Clinic  at  the  age  of  15  years  in  1950.  I'he  signifi- 
cant medical  aspects  of  his  history  had  begun 
very  early  in  life.  He  came  from  a family  in 
which  a grandmother  had  died  of  nephritis,  a 
grandfather  had  died  of  “heart  disease”  (rheu- 
matic endocarditis?)  and  a sister  had  had  rheu- 
matic fever.  4'he  patient  himself  was  subject  to 
severe  asthma  as  well  as  eczematoid  and  urticarial 
reactions  to  many  agents.  When  he  was  about 
2 or  3 years  old  his  family  physician  had  des- 
paired of  the  j)atient’s  surviving  the  winter  be- 
cause of  “status  asthmaticus”  which  had  devel- 
oped after  an  infection  of  the  upper  part  of  the 
respiratory  tract.  I he  patient’s  parents  had  been 
advised  that  if  the  child  was  not  taken  out  of 
Kansas  and  into  another  climate  he  probably 
would  die.  I he  mother  took  the  boy  and  the 
other  children  to  the  dry,  warm  climate  of  Al- 
biKjuercjue,  New  Mexico,  and  there  the  recovery 
of  the  boy  was  most  remarkable;  the  infection 
of  the  ujrper  jrart  of  the  resjtiratory  tract  cleared, 
as  did  the  asthmatic  type  of  bronchitis  and  many 
(jf  the  other  manifestations  of  allergies.  The 
family  stayed  in  Albut|uer(jue  the  rest  of  that 
winter. 

After  this  sojourn  in  the  southwest  the  patient’s 
health  seemed  excellent,  although  he  had  re- 
turned to  Kansas.  .Soon,  however,  he  began  to 
experience  an  occasional  asthmatic  attack.  4'hen, 
at  about  the  age  of  7 years,  he  had  “glandular 
lever”  in  which  the  cervical  lymph  nodes  were 
swollen,  fever  was  high  and  malaise  was  present. 
Rest  in  bed  was  recpiired  for  6 weeks  before  the 
fever  and  adenopathy  disappeared.  It  is  interest- 
ing to  note  that  after  this  illness  cervical  lymph- 
adenopathy began  to  develop  each  time  the  pa- 
tient had  a “cold,”  but  the  nodes  would  recede 
spontaneously  as  recovery  progressed,  as  did  the 
asscjciated  asthmatic  bronchitis.  At  the  age  of  13 


years,  however,  after  such  an  infection,  enlarge- 
ment of  the  nodes  persisted  and  the  nodes  re- 
mained palpable  for  about  2 years,  detectable  as 
discrete,  firm,  supraclavicular  and  left  cervical 
adenopathy. 

When  the  patient  returned  to  school  in  the 
fall,  after  this  2-year  period  of  “static”  adenop- 
athy, the  glands  enlarged  progressively  and  fur- 
ther medical  advice  was  sought.  Studies  of  the 
blood  revealed  an  “abnormal  blood  picture,” 
and  biopsy  of  tissue  from  a cervical  lymph  node 
established  the  diagnosis  of  Hodgkin’s  disease. 
At  this  point  it  shoidd  be  emphasized  that  this 
type  of  history  of  recurring  and  sidasiding  adenop- 
athy, often  with  a diagnosis  of  “hyperplastic”  or 
“inflammatory  lymph  node”  as  a result  of  biopsy, 
should  be  considered  the  rule  and  not  the  excep- 
tion early  in  the  course  of  a lymphoma. 

Next  (1950),  the  patient  was  referred  to  the 
Mayo  Clinic  for  further  consideration.  The  pa- 
tient was  6 feet,  4 inches  tall  and  15  years  old. 
He  weighed  150  pounds  and  manifested  general- 
ized lymphadenopathy  but  not  palpable  spleno- 
megaly. Except  for  a sedimentation  rate  of  41 
mm.  in  1 hour  (Westergren),  the  laboratory  find- 
ings were  not  remarkable.  Review  of  the  lymph- 
node  tissue  by  our  pathologists  tvas  reported  as 
showing  Hodgkin’s  sarcoma. 

Roentgen  therapy  was  prescribed  for  the  pa- 
tient. An  intensive  course  of  treatment  was  ad- 
ministered over  the  left  cervical  and  axillary 
areas,  after  which  the  patient  returned  to  his 
home  with  the  prescription  of  a restricted  pro- 
gram. 

Approximately  2 years  later  the  patient  re- 
turned for  re-examination.  Results  of  this  exam- 
ination were  entirely  satisfactory:  no  abnormal- 
ities were  noted  during  either  laboratory  or 
jjhysical  jjroccdures.  At  that  time  he  was  6 feet, 
6 inches  tall  and  weighed  168  pounds.  He  was  17 
years  old. 

Another  2 years  passed,  and  then  the  patient 
returned  for  re-evaluation.  He  said  he  had  been 
well  during  the  interval,  and  that  he  was  work- 
ing as  an  apprentice  bricklayer.  Physically  we 
found  no  abnormalities,  but  the  value  for  hemo- 
globin had  decreased  from  15  to  12.7  gm.  per  100 
cc.  of  blood,  and  the  sedimentation  rate  had  in- 
creased from  a previous  value  of  4 mm.  in  1 hour 
to  62  mm.  in  1 hour.  Although  these  findings 
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made  me  somewliai  dis(|iiieted,  1 imeoveied 
iiotliins*  remaikahle  in  ihe  liistory,  and  1 advised 
tliat  we  investigate  no  iinther  at  the  moment.  1 
asked  the  patient  to  return  in  a year's  time,  or 
sooner  it  indicated. 

Six  months  later,  or  in  19.55,  the  jxitient  was 
attacked  by  wliat  was  considered  to  be  an  acute 
infection  of  tlie  upper  part  of  tlie  respiratory 
tract  associated  witlt  intermittent  fever,  niglit 
sweating,  lymphaclenopathy  and  anemia.  Peni- 
cillin therapy  produced  some  degree  of  beneficial 
response,  hut  most  of  the  systemic  clifficidties  and 
findings  })ersistecl. 

The  patient  returned  to  the  Mayo  Clinic,  ft 
was  found  that  he  had  lost  weight,  and  that  there 
was  a chain  of  definitely  enlarged  cervical  lymph 
nodes  on  the  lelt.  The  value  for  hemoglobin  at 
this  time  was  only  10.9  gm.  |rer  100  cc.  of  blood, 
but  residts  of  bkrocl  counts  were  normal.  I’he 
sedimentation  rate  was  119  mm.  in  1 hour 
(VVestergren).  Roentgenograms  of  the  thorax 
again  were  reported  as  disclosing  nothing  of  sig- 
nificance, but  those  of  the  nasal  sinuses  showed 
thickened  membranes  in  both  antra.  To  satisfy 
both  myself  and  the  family,  another  cervical 
lymph  node  was  removed  and  again  a diagnosis 
of  Hodgkin’s  disease  was  reported  by  the  pathol- 
ogists. All  cultures  of  material  from  the  excised 
node  remained  sterile.  Additional  roentgen  ther- 
apy was  given  to  the  left  cervical  region  and 
lower  part  of  the  abdcjmen. 

Because  1 felt  that  bacterial  aspects  might  be 
very  important  in  this  patient’s  Hodgkin’s  dis- 
ease, particularly  in  view  of  his  beneficial  exper- 
ience in  New  Mexico  as  a child,  I advised  him 
to  give  up  his  work  in  Kansas  and  move  to  Al- 
but|uerc[ue  permanently.  After  a period  of  argu- 
ment, persuasion  and  finally  frank  discussion  of 
his  prognosis,  he  agreed  to  do  this. 

The  patient  did  very  well  after  this  geographic 
move;  his  weight  increased  to  around  225  pounds 
and  he  enjoyed  the  best  of  health.  He  continued 
with  his  masonry  apprenticeship,  married  and 
became  the  father  of  two  normal  children. 

One  might  have  been  fairly  confident  at  this 
point  (about  8 years  after  the  first  persistent 
lymphadenopathy)  that  this  patient’s  difficidties 
might  be  well  behind  him.  However,  it  must  be 
remembered  that  he  was  a stonemason  and  was 
therefore  engaged  in  construction  work  which 


has  its  hazards  for  such  jtatienis.  In  the  construc- 
tion industry  one  ol  these  hazards  is  exposure  to 
luel  oil,  particidarly  in  cold  weather,  when  car- 
jtenters,  masons  and  concrete  w'orkers  have  to 
carry  on  under  the  protection  of  tarpaulins  with 
secondary  heat  supplied  to  keep  the  concrete  and 
mortar  from  freezing.  Large  tarpaulins  enclose 
the  work  area  so  that  it  can  be  heated  with  oil 
burners. 

In  the  fall  of  1958  this  patient  was  working 
on  a construction  job  under  the  foregoing  con- 
ditions. Several  salamander  stoves  were  burning, 
and  va|K)rizing  fuel  oil  into  the  air,  while  keep- 
ing the  sjjace  heated  and  thus  prevent  freezing 
of  the  concrete  and  mortar.  Within  a short  time 
the  Hodgkin’s  disease  of  this  patient  was  reac- 
tivated; by  Christmas  of  1958  he  was  in  the  local 
hospital  receiving  roentgen-ray  treatment  and 
nitrogen  mustard  for  this  reactivation. 

After  treatment  he  again  returned  to  his  for- 
mer wot  k,  and  once  more  the  Hodgkin’s  disease 
became  active.  Finally  he  returned  to  Kansas 
because  of  his  inability  to  continue  work,  but  I 
neither  saw  him  nor  heard  from  him  durinsi  this 
jjeriod.  In  his  new  home  in  Kansas  he  was  addi- 
tionally exposed  to  various  hydrocarbons,  includ- 
ing those  involved  in  periodic  painting  and  use 
of  a lindane  vaporizer  for  control  of  an  epidemic 
of  spiders  in  the  hou.se.  (Lindane  is  the  gamma 
isomer  of  benzine  hexachloride,  that  is,  hexa- 
chlorocyclohexane.)  Moreover,  in  his  home  fly 
sprays  aiul  aerosol  air  fresheners  were  used  ex- 
tensively. Nearly  all  of  these  contain  petroleum 
distillates  of  low  boiling  jjtiints.  While  he  was 
exposed  to  these  agents,  “pneumonia”  developed 
for  which  he  received  considerable  penicillin. 
After  eventual  recovery  in  the  winter  of  1959  and 
1960  the  ])atient  again  went  to  work  as  a brick 
ma.son  under  the  same  conditions,  namely,  work- 
ing under  tarpaulins  with  oil-burning  space 
heaters.  Once  more  the  Hodgkin’s  disease  was 
reactivated. 

It  was  at  this  time  that  the  patient  returned 
to  the  Mayo  Clinic.  It  was  the  first  time  I had 
seen  him  in  5 years.  At  this  time  (November, 
1960)  he  was  again  anemic.  Lhc  value  for  hemo- 
globin was  only  10  gm.  per  100  cc.  of  blood;  neu- 
tropenia was  piesent,  with  marked  toxic  changes 
in  the  neutrophils.  Monocytosis  was  noted,  and 
he  had  a temperature  of  102°  F.  on  the  morning 
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J cxaininccl  him.  His  spleen  was  enlarged  two 
to  three  lingerbreadths  below  the  costal  margin, 
and  generalized  lymphadenopathy  was  tonnd. 
Once  more  he  received  intensive  roentgen-ray 
therapy,  atid  1 redisenssed  with  the  patient  and 
his  wile  how  itnportant  I felt  were  his  exposures 
and  their  relation  to  the  reactivation  of  his  dis- 
ease. He  seemed  to  understand,  but  after  the 
roentgen-ray  therapy  he  felt  so  much  improved 
that  he  again  returned  to  his  accustomed  type  of 
work,  in  spite  of  all  the  advice  f had  given  him. 
His  e.xcuse  was  that  a new  type  of  oil-burning 
heater  was  in  use  which  provided  “good  com- 
bustion" atid  emj>loyed  a blower;  by  titrning  the 
blower  toward  the  open  end  of  the  enclosure, 
he  said,  and  placing  himself  at  the  distant  end 
of  the  work  area,  it  was  tissumed  that  he  would 
receive  a minimum  ol  petroleum  fumes.  How- 
ever, this  asstimption  soon  proved  lalse,  and  very 
tpiickly  his  disease  was  reactivated. 

In  January,  1961,  otily  6 weeks  after  his  pre- 
vious admission,  the  patietit  rettirned  to  the 
Mayo  Clinic  acutely  ill  with  fever.  His  sedimen- 
tation rate  was  high;  monocytosis  was  present 
and  all  the  signs  and  symptoms  of  acute  diffi- 
culty were  at  hand.  His  cotirse  during  this  ad- 
mission proved  to  be  very  stormy.  He  was  hos- 
pitalized and  treated  as  best  we  could  with 
steroids  and  additional  chelating  agents,  but  with 
little  beneficial  effect.  He  returned  to  his  home 
with  a prescription  of  stich  therapy  as  we  felt  he 
could  tolerate,  but  he  rapidly  declined  and  died 
iti  April,  1961,  or  18  years  after  the  first  appear- 
ance of  his  “glandidar  fever”  and  13  years  after 
atlenopathy  definitely  itidicated  the  presence  of 
an  active  lymphoma. 

I have  presented  the  foregoing  three  cases  in 
some  detail  so  that  you  may  see  my  approach  to 
these  jjroblems,  for  whatever  help  it  might  pro- 
vide. However,  it  is  obvious  that  each  patient 
presents  a new  challenge  in  the  taking  of  a his- 
tory, and  each  new  history  adds  to  the  physician’s 
store  of  accumulated  knowledge  about  the  ever- 
changing  environment  within  which  he  and  his 
patients  exist  and  hope  to  survive. 

7'he  following  extremely  abbreviated  reports 
are  presented  primarily  to  draw  attention  to  the 
multitude  of  potentially  important  environ- 
mental agents  and  situations  which  exist  today. 

Case  4.— A 55-year-old  sales  executive  was  ad- 


mitted to  the  clinic  in  February,  1956.  Careful 
questioning  revealed  that  he  actually  was  a paint 
chemist,  and  that  for  17  years  after  completing 
his  college  career  he  had  w’orked  in  a laboratory 
mixing  experimental  and  special  batches  of  paint. 
After  this  experience,  with  its  attendant  expos- 
ures, he  had  become  sales  manager  for  another 
paint  company.  There  his  work  had  been  done 
in  the  front  office,  where  there  was  little  exposure 
to  paint  solvents.  The  illness  for  which  he  sought 
attention  had  started  as  his  home  was  being  re- 
decorated. Fhe  work  had  been  done  intermit- 
tently by  some  of  the  employees  of  his  company, 
who  painted  outside  in  good  weather  and  inside 
in  rainy  weather  with  the  house  closed.  After 
this  exposure  weakness,  malaise,  fever  and  res- 
piratory difficulties  developed  which  brought  the 
patient  to  the  clinic.  A diagnosis  of  acute  leu- 
kemia was  established  and  6-mercaptopurine  in- 
duced a satisfactory  remission.  The  patient  went 
to  Florida,  while  continuing  treatment,  to  escape 
the  rigors  of  winter.  His  condition  was  satisfac- 
tory until  the  city  in  which  he  lived  began  to  fog 
the  streets  and  the  golf  course  with  a petroleum 
distillate-insecticide  aerosol  to  control  mosquitoes 
and  flies.  In  spite  of  the  fact  that  the  patient 
(juickly  left  Florida  and  returned  to  the  clinic, 
he  already  had  a full-blown  exacerbation  of  his 
disease  of  which  he  died  after  several  weeks  of 
supportive  treatment.  Since  such  is  the  common 
course  of  acute  leukemia  characterized  by  in- 
duced remissions,  jjerhaps  the  experience  in 
Florida  meant  nothing,  but  who  can  say? 

Case  5.— A 54-year-old  housewife  gave  a his- 
tory of  rheumatic  fever  acquired  at  the  age  of  9 
years.  She  abhorred  spiders  and  to  kill  them 
had  used  an  insecticide  aerosol  or  “bug  bomb” 
containing,  among  other  things,  DDT  and  pe- 
troleum distillates.  She  had  very  thoroughly 
sprayed  the  entire  basement,  under  the  stairs,  in 
the  fruit  cupboards  and  in  all  the  protected  areas 
in  which  spiders  might  hide.  While  doing  this 
she  became  nauseated  and  rather  ill,  and  several 
days  passed  before  she  recovered  from  this  ex- 
posure. A month  later  she  repeated  the  proce- 
dure on  two  different  occasions,  and  became  ill 
with  each  exposure.  After  the  third  episode 
fever,  pains  in  the  joints  and  malaise  began  to 
develop.  I’hese  terminated  in  acute  phlebitis  of 
the  left  leg  which  brought  her  into  the  hospital 
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on  iny  service.  She  was  louiul  to  have  acute  niye- 
lohlastic  leukemia.  She  died  within  the  ensuing 
month. 

(l.ASK  ().— .\  t)2-year-old  lawyer  was  admitted  to 
the  hospital  with  acute  aplastic  anemia.  In  the 
preceding  lew  years  he  had  been  exjxjsed  to  con- 
siderable amounts  of  “fly  sjuay,”  but  just  pre- 
ceding the  illness  for  which  he  was  admitted  to 
the  hospital  the  patient  had  covered  his  head 
and  inhaled  high  concentrations  of  a “bug 
bomb"  in.secticidal  mixture  consisting  of  4 per 
cent  chlordane  in  96  per  cent  petroleum  distillate 
in  an  attempt  to  “cure”  an  infection  of  the  upper 
part  of  the  respiratory  tract,  d'his  form  of  ther- 
apy had  been  suggested  by  one  of  his  neighbors. 
Whth  supportive  care  and  avoidance  of  further 
exposure  the  patient  seems  to  have  made  an  un- 
complicated recovery,  although  we  have  not  seen 
him  since. 

Case  7.— A 70-year-old  Latin-American  dentist 
was  admitted  directly  to  a hospital  because  of 
multiple  abdominal  masses  which  were  causing 
partial  obstruction  of  the  bowel.  Biopsy  of  tis- 
sue from  a supraclavicular  node  revealed  lympho- 
blastic lymphosarcoma,  for  which  he  received 
treatment.  On  careful  questioning  it  was  deter- 
mined that  during  most  of  his  life  he  had  slept 
under  the  protective  cover  of  a mosejuito-netting 
tent.  Three  years  before  his  admission  to  the 
hospital  the  moscjuito  netting  had  been  aban- 
doned, and  several  times  a week  the  bedroom 
was  sprayed  with  a mixture  of  chlorinated  hy- 
drocarbon and  petroleum  distillate  and  was 
closed  for  a time  to  kill  the  mosquitoes  in  the 
room  before  the  patient  retired.  After  3 years 
of  this  type  of  exposure  the  patient  was  found  to 
have  extensive  lymphoma. 

Case  8.— A physician  came  to  the  Mayo  Clinic 
because  of  severe  jaundice  and  anemia  which 
proved  to  be  acute  hemolytic  anemia  and  asso- 
ciated damage  to  the  liver.  His  history  of  ex- 
posure is  very  interesting.  I'he  convalescent  rest 
home  which  he  operates  had  become  infested  with 
roaches  and  the  physician  had  attempted  to  ex- 
terminate them  by  personally  using  insecticides 
in  the  form  of  aerosols.  In  going  back  over  the 
history  with  him  it  was  determined  that  he  had 
used  approximately  a “bug  bomb”  a week,  work- 
ing in  all  parts  of  the  building,  about  the  pipes, 
mopboards,  bottoms  of  closets  and  other  secluded 


areas  ol  his  22-room  sanatorium.  Boxes  ol  siqv 
plies  coming  to  the  sanatorium  akso  were  sprayed 
to  prevent  any  new  infestation.  This  activity 
continued  for  approximately  8 or  9 weeks,  while 
the  patient  progressively  became  more  ill.  He 
finally  collapsed  and  had  to  be  hospitalized  be- 
cause of  a combination  of  hepatitis  and  acute 
hemolytic  anemia.  He  recovered  completely  and 
approximately  6 years  later  .seemed  to  show  no 
ill  effects  from  the  near-fatal  experience. 

Case  9.— A man  came  to  the  Mayo  Clinic  in 
1954  because  of  severe  toxic  pruritus  which  he 
had  had  for  about  4 years.  Numerous  medica- 
tions had  been  used,  but  none  had  seemed  to  be 
of  any  help.  Biopsy  of  tissue  from  lymph  nodes 
finally  revealed  Hodgkin’s  granuloma,  and  the 
disease  of  the  skin  was  diagnosed  as  associated 
toxic  pruritus.  It  was  determined  that  at  the  on- 
set of  his  illness  the  patient  had  been  engaged 
in  a research  project  at  a large  United  .States 
Government  experimental  farm,  working  on  the 
nutrition  of  hogs.  Severe  dermatitis  developed 
among  the  hogs  during  the  experiment,  and 
the  patient  and  his  associates  had  repeatedly  and 
intensively  sprayed  these  animals  with  an  ac[ue- 
ous  solution  of  lindane.  As  often  happens  among 
farmers  and  cattlemen  who  tise  this  type  of  spray- 
ing in  a mass  program,  more  of  the  insecticide 
accumulated  on  their  own  skin  and  in  their  lungs 
than  on  the  hides  of  the  animals  going  through 
the  chute  or  milling  around  in  the  corral.  I his 
patient  was  given  roentgen-ray  therapy.  He  re- 
turned to  the  East,  where  he  died  a year  or  so 
later. 

Case  10.— A welder  and  ornamental-iron  work- 
er 42  years  old  was  seen  at  the  Mayo  Cdinic  in 
1952.  He  complained  of  “swollen  glands”  and 
“arthritis”  which  hatl  persisted  for  2 years.  Eon- 
sillectomy  had  been  ilone  without  benefit;  fi- 
nally, biopsy  of  tissue  from  a cervical  lymph 
node  established  the  diagnosis  of  "myeloma  of 
the  cervical  lymph  nodes.”  Roentgen-ray  ther- 
apy was  administered.  When  the  patient  was 
seen  at  the  Mayo  Clinic  a few  months  later  no 
obvious  lesion  was  found  to  account  for  the  per- 
sistent cervical  adenopathy,  and  again  biopsy  of 
tissues  from  lymph  nodes  was  performed,  d he 
pathologist’s  report  verified  the  previous  diag- 
nosis of  myeloma.  I'lie  development  of  this  pa- 
tient’s history  of  exposure  is  of  interest  because 
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at  the  time  ol  his  original  admission  to  the  Mayo 
Clinie  he  was  listed  as  a partner  in  an  ornamental- 
iron  works,  but  when  he  returned  lor  a re- 
examination it  was  noted  that  he  was  listed  as 
the  owner  ol  an  ornamental-iron  works.  Results 
ol  re-examination  at  that  time  were  entirely 
satislactory,  and  in  the  ensning  9 years  he  con- 
tinued to  remain  well.  Those  who  have  spent 
any  time  in  the  workrooms  of  an  ornamental-iron 
works  know  that  the  atmosphere  is  periodically 
saturated  wdth  atomi/.ed  paint  when  the  linished 
product  is  spray-painted  lor  delivery.  When  this 
patient  was  a partner  in  the  business  he  did  ac- 
tive work  in  forging,  welding  and  spray-painting 
until  the  time  of  his  first  admission  to  the  clinic. 
On  his  return  home  he  had  taken  over  the  entire 
company  and  had  moved  to  the  front  office, 
where  sales  and  managerial  duties  removed  him 
from  further  exposure  to  spray  paints.  There 
was  no  further  activity  of  his  myeloma  during 
the  subsequent  9 years. 

Case  11.— A farmer  was  admitted  to  my  hos- 
pital service  afflicted  with  acute  and  eventually 
fatal  aplastic  anemia.  In  the  taking  of  his  history 
it  was  determined  that  he  had  used  an  insecti- 
cide powder  consisting  of  “75  per  cent  naphtha- 
lene” and  its  analogues  to  scrub  the  backs  of  his 
cattle  as  well  as  to  put  in  the  nests  and  litters  of 
his  large  chicken  house.  He  had  carried  out  this 
program  cjf  insect  control  throughout  the  win- 
ter months,  and  it  is  of  interest  to  note  that  he 
had  observed,  in  addition  to  his  own  difficulty, 
that  his  cattle  had  “gaunted  ujr,”  as  he  described 
it,  and  that  the  high  production  of  eggs  of  his 
Hock  of  chickens  had  declined  coincident  with 
this  use  of  insecticides. 

Case  12. — A banker  from  a small  town  was 
found  to  have  chronic  myelogenous  leukemia. 
His  juajor  interest,  outside  the  bank,  was  a herd 
ol  approximately  150  head  cjf  registered  beef 
cattle  which  he  continually  and  conscientiously 
cared  for  after  banking  hours  and  on  week  ends. 
He  kept  them  free  from  flies  and  parasites  by 
the  use  of  a petroleum  distillate  containing  40 
per  cent  chlordane,  and  obviously  he  experienced 
considerable  exposure  himself.  After  the  signifi- 
cance of  these  exposures  was  discussed  with  him 
he  “avoided  them  as  much  as  possible,”  and  con- 
tinued to  do  well  for  about  7 years.  He  received 


occasional  specific  treatment  and  continued  to 
observe  the  precautions  outlined  for  him. 

Case  13.— A 45-year-old  farmer  was  admitted  to 
the  Mayo  Clinic  with  acute  monocytic  leukemia. 
In  addition  to  the  usual  types  of  exposure  com- 
mon to  a farm,  exposure  to  a varnish  and  paint 
remover  had  been  incurred  while  he  spent  much 
of  the  preceding  winter  refinishing  furniture. 
4 he  agent  he  used  contained  “less  than  49  per 
cent  benzol.”  He  also  came  into  contact  with 
varnish  and  paint  solvents,  brush  cleaners  and 
paint  thinners,  all  of  which  were  used  w'ithin  the 
close  confines  of  a farmhouse.  It  is  little  wonder 
that  by  the  time  spring  arrived  he  had  acute 
leukemia.  1 his  association  of  benzol-containing 
paint  and  varnish  removers  and  acute  leukemia 
is  all  too  common. 

Case  14.— I his  patient's  history  is  an  interest- 
ing and  almost  overlooked  story  of  intermittent 
e.xposures.  The  patient  was  an  architect  who  de- 
signed houses  and  at  various  times  took  an  active 
part  in  the  construction  of  rather  large  housing 
developments.  Periodically  he  would  leave  his 
office  and  go  on  an  inspection  tour  of  these  hous- 
ing developments.  According  to  his  own  testi- 
mony he  would  “often  stop  and  varnish  a door 
for  exercise”  before  returning  to  his  office.  His 
acute  leukemia  was  a rapidly  fatal  process. 

Case  15.— A 76-year-old  business  executive  had 
always  been  vigorous  and  active  and  had  enjoyed 
relatively  good  health.  A grade  2 squamous-cell 
epithelioma  of  the  vocal  cords  had  been  tieated 
by  a susjrension  and  diathermy  procedure  17  years 
previously.  In  the  fall  of  1957  he  planned  a 
3-week  pack  trip  into  the  mountains  with  his 
grandson.  At  the  family’s  insistence  he  under- 
went a complete  physical  examination  and  was 
declared  fit  for  the  trip  by  his  consulting  physi- 
cian. This  was  indeed  fortunate,  in  view  of  sub- 
sequent developments,  since  it  jirovided  a stand- 
ard for  comparison  after  his  ensuing  history  of 
exposures  and  illness  began.  The  3-week  pack 
trip  was  taken  in  the  fall,  and  since  the  days  were 
warm  the  flies  and  other  insects  become  a nui- 
sance and  invaded  the  sleeping  tents.  Each  eve- 
ning, therefore,  the  tents  were  sprayed  with  an 
insecticide  and  were  closed  up  to  kill  the  day’s 
accumulation  of  insect  pests.  At  retiring  time  the 
flaps  were  opened  and  the  patient  would  retire 
to  his  sleeping  bag  for  the  night.  There  were  no 
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other  iimisiial  incidents  on  the  trip.  .Mter  the 
patient  returned  home,  howtever,  midtiple  symp- 
toms l)ej*;m  to  develop  and  he  was  re-examined 
al)ont  ()  weeks  tilter  tlie  pack  ti  ip.  He  tvas  lonnd 
to  have  seveie  leukopenia. 

rite  patietit  came  to  the  Mayo  Clinic  in  Jan- 
iiiiry  ol  1958,  a month  later,  and  our  hematologic 
linclings  were  as  lollows;  hemoglobin,  10.8  gm. 
per  lot)  cc.  ol  blood;  leukocytes,  1200,  and  plate- 
lets, 59,000  per  cubic  millimeter  ol  blood;  and 
reticulocytes,  9.3  per  cetit.  Examination  cai  a 
blood  smear  showed  a rare  blast  cell  and  prac- 
tically complete  agranulocytosis.  Hej:)atic  dys- 
iunction  was  present;  the  bromsulphalein  test 
ot  hepatic  liuiction  showed  that  14  per  cent  of 
the  dye  was  retained.  A specimen  of  bone  mar- 
row showed  a “disturbed"  hyperplastic  state,  the 
cellular  elements  consisting  largely  of  leukoblasts 
and  early  erythroid  cells.  During  the  next  couple 
of  years  he  was  seen  by  numerous  hematologists 
and  at  medical  centers  and  in  due  time  full- 
blown acute  and  fatal  leukemia  became  evident. 

Case  16.— A 57-year-old  carpenter  was  admitted 
to  the  hospital  in  July,  1958,  with  acute  myelo- 
blastic  leukemia.  1 he  value  for  hemcjglobin  was 
4.4  gm.  per  100  cc.  of  blood;  erytbrcjcytes  num- 
bered 1,410,000;  leukocytes,  3,600;  and  platelets, 
19,000  per  cubic  millimeter  of  blcjod.  A blood 
smear  was  found  to  consist  primarily  of  myelo- 
blasts, in  sjrite  of  the  leukopenic  picture.  After 
confirmation  ol  tbe  cliagncjsis  the  patient  re- 
turned home  for  treatment  and  suppcjrtive  care, 
but  died  a month  later  of  the  disease.  In  his  work 
as  a carpenter  he  did  much  interior  linishing 
which  retpures  the  affixing  of  much  synthetic 
material  to  the  supporting  wall,  floors,  and 
counter  tops  by  synthetic  adhesive  agents.  Com- 
monly, the  excess  adhesive  is  washed  off  the  syn- 
thetic tiles  and  other  coverings  with  gasoline 
alter  the  adhesive  sets.  This  patient  had  com- 
jjleted  two  big  jobs  with  these  synthetic  agents 
the  year  before,  involving  much  exposure  to  gaso- 
line. In  February  of  1958  he  again  had  been  ex- 
posed extensively  and  this  incident  was  followed 
by  the  “flu,”  Irom  which  he  never  recovered. 
From  that  time  onward  the  signs  and  symptoms 


ol  his  ;uute  leukemic  state  developed  progressive- 
ly and  continued  until  his  death  in  August  ol 
that  year. 

Comment 

These  brief  rejjorts  of  cases  illustrate  most  of 
the  instances  ol  lymphoma  and  leukemia  which 
1 see.  Actually,  1 now  believe  that  in  such  cases 
I lail  to  obtain  a significant  history  of  exposure 
only  Irom  an  occasional  patient.  Of  course  it  is 
entirely  possible  that  the  observations  1 have 
made  and  the  manner  in  which  they  correlate 
with  specific  disease  processes  are  coincidental, 
and  I am  sure  that  the  statisticians  would  have 
a field  clay  with  my  data.  However,  this  much 
seems  incontestable:  it  is  rare  to  find  a person 
suffering  from  these  clyscrasias  who  is  a banker 
and  not  also  a cattle  fancier;  a lawyer  who  is  not 
also  a farmer;  a business  executive  who  is  not 
also  a petroleum  engineer  or  a paint  manufac- 
turer or  a metal  fabricator;  a schoolteacher  who 
is  not  a hobbyist  with  a record  of  considerable 
exposure  to  paint  or  wood  preservative  or  some 
similar  agent.  Or,  to  put  it  another  evay,  physi- 
cians, engineers,  executives,  teachers  and  house- 
wives who  are  not  exposed  to  these  agents  simply 
do  mn  seem  to  find  their  way  to  my  office  af- 
flicted with  mesenchymal  dyscrasia. 

Fo  me  the  most  significant  point  in  this  gen- 
eral problem  is  that  routine  histories  seem  to  be 
inaclecpiate.  The  occupations  cjf  patients  as  listed 
on  most  records  seldom  give  any  indication  of 
the  true  acticities  cjf  these  patients  or  ol  their 
environments.  As  family  physicians  tve  all  have 
the  o|)|x)rtunitv  really  to  study  and  observe,  if 
we  will,  the  natural  history  of  these  clyscrasias 
because  we  know  the  patient  intimately.  After 
we  have  made  c)ur  contribution  and  provided 
pertinent  data  on  the  basis  ot  our  observations, 
it  becomes  the  task  of  the  investigator,  with  his 
special  skills  and  technical  knowledge  as  well  as 
his  necessary  laboratory  facilities,  to  pursue  the 
problem  for  idtimate  solution.  At  that  point  you 
and  I must  halt  and  return  tcj  our  clinical  prac- 
tices, but  I am  sure  you  will  agree  that  such  an 
approach  can  be  of  signilicant  benefit  to  our 
clinical  practice  if  it  contributes  to  the  practical 
care  and  safety  of  our  patients. 
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I BELIEVE  THAT  MANY  of  ihc  bloocl  tlyscrusias 
are  produced  in  the  genetically  susceptible  per- 
son as  a conset|uence  ol  repeated  exposure  to 
certain  environmental  agents.  Elsewhere  1 have 
hinted  at  the  possible  therapeutic  control  ot 
these  diseases  by  changing  the  physical  locus  ol 
the  patient  and  his  environment.  Now  1 should 
like  to  enlarge  on  this  theme  and  to  jjoint  out 
the  unique  opportunity  the  general  practitioner 
has  to  help  such  patients  manage  their  owm  ill- 
ness and,  in  certain  instances,  to  help  them  to 
live  relatively  normal  lives.  'Ehis  projxtsal  may 
sound  somewhat  prepossessing,  particularly  since 
the  practice  ot  hematology  has  changed  so  great- 
ly in  the  last  quarter  ot  a century.  In  tact,  the 
practice  ot  hematology  has  largely  moved  trom 
the  bedside  as  a clinical  art  and  has  proceeded 
to  the  laboratory  as  a complex  specialty  with 
many  subspecialties.  Hematologic  research  and 
its  resultant  literature  could  well  overwhelm  the 
general  practitioner  ot  today  and  discourage  him 
to  a point  ot  conqdete  trustration  when  he  sees 
a patient  with  a blood  dyscrasia.  I might  add, 
however,  that  many  ot  us  specializing  in  the  tield 
sutler  the  same  sense  ot  trustration  much  ot  the 
time.  Anyone  who  has  ever  done  research  real- 
izes that  such  investigation  is  a slow,  painstaking 
])rocess  with  tailure  being  recorded  tar  more 
otten  than  success;  consequently,  we  should  be 
more  than  optimistic  it  we  were  to  expect  sud- 
den and  miraculous  cures  to  appear  which  would 
rescue  both  the  patient  and  his  physician  trom 
the  joint  dilemma.  Most  news  releases  in  the 
popular  press  about  new  drugs  and  hopetul  glim- 
mers ot  possible  “cures”  seldom  do  more  than 
to  raise  talse  hopes  in  the  patient  and  further 
depress  the  family  physician. 

Although  solution  of  many  ot  our  problems 
in  the  field  of  diseases  of  the  blood  and  collagen 


diseases  eventually  will  be  found  in  the  labora- 
tory, it  disturbs  me  that  the  individual  patient 
and  his  immediate  problems  have  almost  been 
lost  in  this  technologic  revolution.  It  seems  to 
me  that  as  physicians  we  have  been  diverted  from 
observing  our  individual  patient,  struggling 
along  as  a living  organism  in  an  unfriendly  en- 
vironment, and  that  instead  we  have  been  seek- 
ing to  analyze  his  component  parts  as  they  react 
in  the  laboratory  and  then  manage  his  therapy 
accordingly.  We  can  too  easily  forget  that  these 
component  parts  still  constitute  a needy  and  de- 
pendent patient.  While  most  ot  us  engaged  in 
the  active  practice  of  medicine  may  have  individ- 
ual differences  in  the  laboratory  facilities  or  the 
physical  plants  at  our  disposal,  all  of  us  neverthe- 
less have  one  facility  in  common,  that  is,  our  in- 
nate ability  to  make  pertinent  observations  in 
our  individual  patient. 

Let  me  enlarge  iq^on  the  foregoing  statement, 
since  it  is  actually  my  major  thesis.  As  family 
physicians  we  have  the  opportunity  to  know  our 
individual  patient  intimately,  the  opportunity 
to  obtain  a jjertinent  history  of  the  circum- 
stances of  his  illness  or  complaint,  and,  finally, 
the  opportunity,  once  such  a relevant  history 
has  been  obtained  and  combined  with  our  inti- 
mate know  ledge  of  the  patient’s  circumstances  of 
life  and  occupation,  to  give  him  sociomedical  ad- 
vice which  no  one  else  possibly  could  give. 

Since  I believe  that  a “dry  clinic,”  or  the  use 
of  actual  histories  to  illustrate  specific  points,  is 
still  one  of  the  best  teaching  methods,  I shall 
present  some  cases  which  I hope  will  be  illumi- 
nating. 

Some  Illustrative  Cases 

Case  1.— A woman  41  years  old  came  to  the 
clinic  in  July,  1946,  because  she  had  noticed  ab- 
dominal swelling  in  April  w'hich  had  increased 
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progressively.  I'arlier  some  degree  ol  menor- 
rliagia  had  l)een  pre.sent,  and  on  one  occasion 
nausea  and  vonnting  had  occurred.  .She  Iiad  lost 
10  jjounds.  Her  local  physician  had  demonstrated 
a large  abdominal  ma.ss. 

This  mass  was  described  by  examiners  at  the 
Mavo  Cdinic  as  a ‘'lartie  irregular  abdominal  tu- 
mor,  very  linn  and  immovable  in  the  epigastrium 
but  softer  and  more  movable  in  the  lower  abdo- 
men." Moderate  hypertension  (170  systolic  and 
100  diastolic,  in  millimeters  of  mercury)  was  re- 
corded. but  no  other  physical  abnormalities  were 
encountered. 

I he  value  lor  hemoglobin  was  7.7  gm.  per  100 
cc.  of  blood;  erythrocytes  numbered  3,700,000 
and  leukocytes  8,900,  per  cubic  millimeter  of 
blood,  with  a relatively  normal  differential 
count,  rite  sedimentation  rate  (VVestergren)  was 
18  mm.  in  1 hour.  Roentgenograms  of  the  stom- 
ach and  colon  disclosed  nothing  abnormal,  but  a 
roentgenogram  of  the  thorax  revealed  a left  hilar 
mass  of  indeterminate  nature  which  ditl  not  ptil- 
sate  during  fluoroscopy. 

It  was  decided  to  explore  surgically  the  mass  in 
the  abdomen,  and  the  patient  agreed  to  the  pro 
cedure.  Laparotomy  disclosed  a large  retroperi- 
toneal “lymphoblastoma,  small  cell  type."  Pal- 
pation of  the  liver  and  the  other  abdominal  or- 
gans revealed  no  other  abnormalities.  I'he  pa- 
tient’s postoperative  cotirse  was  uneventftd.  .She 
received  roentgen  therapy  for  the  mediastinal 
and  retroperitoneal  lymphomatous  process.  I'he 
patient  returned  to  the  clinic  3 months  later,  at 
which  time  roentgenologic  examination  of  the 
thorax  showed  that  the  previously  described  hilar 
mass  had  disappeared.  Physical  examination  in- 
dicated that  little,  if  any,  of  the  abdominal  tumcjr 
remained.  However,  additional  roentgen-ray 
treatment  was  administered  to  the  retroperitoneal 
area. 

I'he  patient  was  seen  3 months  later  (January, 
1947).  Restdts  of  physical  examination  were  not 
remarkable.  In  March,  1948,  a small  nodule  was 
noted  in  the  right  sidrmaxillary  region  and  the 
cervical  nodes  were  enlarged  somewhat  on  each 
side.  Adenopathy  was  evident  in  the  left  axilla. 
Roentgen  therapy  was  administered  to  the.se  areas 
and  additional  treatment  was  given  to  the  retro- 
peritoneal area. 

Ihe  patient  again  returned  for  examination 


in  \ovember,  1948,  and  at  that  lime  she  com- 
plained ol  l)acka(he  and  lymphadenopathy.  Ad- 
ditional loenigen  therapy  was  given  to  the  cervi- 
cal, sujjraclavicidar,  ingidnal  and  retroperitoneal 
aieas.  In  Jatniary,  1950,  involvetnenl  of  the  right 
occipital,  left  prea  u r i c it  1 a r atid  left  inguinaf 
lymph  noiles  was  tioled  atitl  these  areas,  as  well 
as  the  retroperitoneal  area,  received  roentgen 
therapy.  .Six  months  later  atlditional  roentgen 
therapy  was  given  to  the  same  areas. 

f ile  time  was  tiow  September,  1950,  some  4 
years  after  completion  ol  oitr  patient’s  first  course 
of  roentgen-ray  therapy,  atid  after  4 years  of  re- 
peated recurrences  and  repeated  treattnetit.  After 
.September,  1950,  this  patient  was  seen  at  the 
Mayo  Clinic  on  occasions  until  Kebruary,  I960. 
During  this  period  no  eviilence  of  activity  of 
lymphomatous  di.sease  was  found  and  she  had 
received  no  additional  therajry.  This  was  a period 
ol  10  years!  In  February  of  1960,  however,  the 
patient  returned  to  the  Mayo  Clinic  because  of 
.some  degree  ol  pulliness  about  the  eyes  and  the 
lace  which  had  slowly  increased  until  her  neigh- 
bors had  begun  to  comment  about  it.  4'he  ojihthal- 
mologists  reported  that  the  fundi  were  normal, 
but  grade  2 edema  of  the  eyelids,  face  and  neck 
was  noted.  I’roptosis  was  not  present.  It  was  felt 
that  this  disturbance  most  likely  represented  a 
recurrence  of  the  lymphoblastoma,  obstructing 
the  lymphatic  drainage  of  the  orbit,  although  it 
might  conceivably  represent  post-irradiation 
lymphedema.  A roentgenogram  of  the  thorax  was 
reported  as  disclosing  nothing  of  significance; 
the  values  for  hemoglcjbin  and  the  results  of 
blood  counts,  blood  smears  and  determinations 
of  blocxl  urea  all  were  satisfactory.  I'hc  sedi- 
mentation rale  (VVTstergren)  was  mildly  elevated, 
being  38  mm.  in  1 hour.  T he  cpiestion  of  myxe- 
dema had  been  considered  by  the  physician  at 
her  home,  but  the  Itasal  metabolic  rate  was  -13 
and  the  patient  was  judged  to  be  euthyroid  by 
the  metabolic  service.  Studies  of  protein-bound 
iodine  were  useless  because  of  the  residua  of  pre- 
vious examinations  of  the  gallbladder. 

On  this  occasion  I had  the  ojjportunity  to  see 
this  patient  for  the  first  time.  I was  of  course 
keenly  interested  in  the  early  history  of  recurring 
lymphoma  followed  by  a lO-year  period  during 
which  she  had  been  free  of  recurrence.  It  was 
determined  that  before  the  onset  of  her  diffi- 
culty, as  well  as  during  the  early  years  when  she 
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was  receiving  trealinenl,  she  did  much  refinish- 
ing  ot  furniture  and  interior  woodwork  which 
entailed  the  extensive  use  of  paitit  and  varnish 
removers,  wood  fillers,  paints  and  varnishes. 
However,  after  the  completion  of  this  project 
she  had  not  used  any  of  these  agents,  and  this 
jieriod  coincided  with  the  intervening  10  years 
during  which  she  had  been  free  of  difficulty. 

rite  edema  of  the  eyelids  had  seemed  to  follow 
the  use  of  a hair  tint;  we  advised  that  this  prac- 
tice be  stopped  and  that  she  be  observed  for  signs 
of  improvement.  In  October,  1960,  namely,  8 
months  after  the  foregoing  history  and  observa- 
tions, she  wrote  tis  to  say  that  the  “pressure”  in 
the  back  of  her  eyes  was  still  present  and  that 
lacriniation  was  increased  and  that  the  edema 
of  the  face  and  eyelids  was  still  present.  Phis 
situation  indeed  raises  the  cpiestion  as  to  whether 
the  hair  tint  did  not  reactivate  the  lymphomatous 
process,  at  this  time  present  in  the  orbit,  and 
whether  she  ought  not  to  receive  some  type  of 
specific  measures  in  an  attemjjt  to  determine 
what  therapeutic  and  perhaps  diagnostic  effects 
would  be.  To  my  knowledge  (October,  1961)  this 
has  not  yet  been  done. 

In  this  case  is  evident  the  opportunity  which 
might  have  been  used  to  good  advantage  in  ad- 
vising this  ])atient  during  the  early  years  of  re- 
peated recurrences  and  disability  and  in  pro- 
tecting her  from  paint  and  varnish  removers  as 
well  as  other  solvents.  She  might  well  have  been 
saved  3 or  4 years  of  repeated  sessions  of  roentgen 
therapy,  and  conceivably  she  might  have  been 
spared  the  complication  of  lymphoma  of  the 
orbit  (if  such  the  lesion  was),  a condition  I have 
seen  in  several  patients  with  histories  ol  this  kitid 
of  exposure,  more  particularly  mechanics  and 
tire  repairmen. 

Of  etpially  great  interest,  in  view  of  this  pa- 
tient's history,  is  the  fact  that  she  has  a brother 
in  whom  chronic  lymphocytic  leukemia  devel- 
cjped  while  he  was  building  and  painting  his  own 
house.  Alter  completion  of  the  house  he  did  no 
more  painting  for  several  years,  and  his  disease 
remained  inactive,  requiring  no  additional  treat- 
ment. 1 have  not,  however,  seen  this  brother  as 
a patient. 

Case  2.— I he  clinical  cotirse  and  response  of 
this  patient  to  management  are  a constant  source 
of  satisfaction  to  me.  Each  time  I see  her  my 


faith  in  my  theories  is  reaflirmed.  She  is  a regis- 
tered nurse.  In  early  life  her  general  health  had 
been  good,  e.xcept  for  the  necessity  for  appendec- 
tomy and  the  usual  childhood  illnesses.  Soon 
after  completing  her  training  in  nursing,  she 
married  and  had  two  normal  children.  In  1941 
a dermoid  cyst  of  the  ovary  was  removed.  At 
that  time  results  of  sttidies  of  the  blood  and  of  a 
physical  examination  were  normal.  Repeated 
examinations  did  not  disclose  much  of  signifi- 
cance. In  1952  an  adenomatous  goiter  had  been 
removed  surgically;  results  of  preoperative  lab- 
oratory tests,  as  well  as  the  postoperative  course, 
were  satisfactory.  Cholecystectomy  had  been  per- 
formed elsewhere  during  the  intervening  years. 
In  December,  1954,  at  the  time  of  one  of  her 
examinations  at  the  Mayo  Clinic,  the  result  of  a 
bromstdphalein  test  of  hepatic  function  was  nor- 
mal, as  were  values  for  serum  bilirubin. 

Vaginal  hysterectomy  with  perineal  repair  was 
jterformed  for  menometrorrhagia  on  April  14, 
1956.  At  that  time  results  of  the  preoperative 
laboratory  studies  and  physical  examination 
again  were  not  remarkable.  After  this  operation 
a low-grade  fever  developed  and  continued  for 
several  days  while  the  patient  was  in  the  hospital. 
She  was  not  able  to  tolerate  a sulfonamide  drug 
taken  orally,  since  it  produced  nausea  and  vomit- 
ing. (Stilfonamide  pow'der  had  not  been  sifted 
into  the  abdomen  before  surgical  closure.) 

Alter  the  patient  returned  to  her  home  the 
nausea  contintied  for  some  time,  but  gradually 
abated,  and  she  had  no  new  complaints  until  3 
or  4 months  later,  when  intermittent  anorexia, 
natisea  and  occasional  diarrhea,  alternating  with 
constipation,  began  to  appear,  as  did  malaise  and 
excess  fatigue.  By  the  fall  of  1956  her  tempera- 
ture began  to  increase  daily  to  101  or  102°  P'., 
and  this  was  associated  with  drenching  night 
sweats.  Various  antibiotic  agents  were  used  by 
her  home  physician  without  improving  her  con- 
dition. 

I'hc  patient  slowly  lost  weight  during  this 
period  and  finally,  in  November,  1956,  was  ad- 
mitted to  a hospital  in  Rochester  in  an  attempt 
to  determine  the  cause  of  this  obscure  illness. 
Extensive  studies  were  carried  out.  A definite 
diagnosis  was  not  evident.  Moderate  hepato- 
splenomegaly  w'as  found,  but  little  else  of  note 
was  recorded.  1 he  electrophoretic  values  for 
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stM  um  proteins  sliowed  ;i  marked  “stress  pal  tern'’ 
with  low  albumin.  Moderate  macroeytit  anemia 
Avas  detetted,  with  ilnomixxytopenia  and  leu- 
kopenia with  toxic  chant>es  of  the  neutrophils. 
Roentgenograms  ol  ihe  thorax  disclosetl  a small 
elfnsion  in  the  left  pleural  space,  d'he  value  lor 
alkaline  phosphatase  was  elevated  to  ,S8  units 
and  the  hromsnlphalein  test  of  hepatic  Innction 
revealed  11  jter  cent  retention  of  dye  on  one  oc- 
casion and  20  jter  cent  on  another.  I’he  rest  of 
the  rather  extensive  investigation  did  not  disclose 
much. 

It  was  felt  that  exploratory  lajjarotomy  shonld 
he  done  to  establish  a diagnosis.  This  was  car- 
ried out.  Moderate  ascites  0 or  4 liters  of  clear, 
straw-colored  llnid  escaping  at  the  time  the  ab- 
domen Avas  opened)  Avas  seen;  the  liver  was  loiind 
to  he  “hard  and  block  like,”  and  the  spleen  Avas 
lonr  or  five  times  normal  size.  Biopsy  of  tissue 
from  the  liver  Avas  done;  the  pathologist  reported 
the  specimen  as  representing  “lymphoblastoma, 
Hodgkin's  tyjje.”  Resnlts  of  the  rest  of  the  ab- 
dominal exploration  Avere  not  remarkable. 

I saAv  this  patient  in  considtation  after  the 
operation,  and  1 discussed  the  situation  with  her 
and  her  husband,  d'he  question  of  the  effects 
of  a reaction  to  snlfonamide  drugs  was  consid- 
ered, and  then  I found  that  she  had  an  oil- 
burning  sjjace  heater  in  the  farmhouse  and  that 
the  husband  irsed  nnmerons  insecticides  with 
Avhich  his  clothes  often  Avere  contaminated  Avhen 
he  came  into  the  house.  (Mnsiderable  painting 
and  redecorating  of  the  home  had  been  done,  in 
the  course  of  Avhich  the  patient  Avas  moderately 
exposed  to  jxiints  during  the  summer  in  which 
her  illness  had  begun. 

In  outlining  a program  of  treatment,  1 advised 
the  husband  to  return  home  and  to  change  the 
heating  system,  to  get  rid  of  all  paint  solvents 
and  other  volatile  hydrocarbons  about  the  house, 
and  to  make  arrangements  to  change  his  farm 
clothing  in  the  barn  before  he  entered  the  house. 
I then  gave  the  patient  17.5  mg.  of  TEM  (Triethy- 
lene Melamine)  in  divided  doses  dining  the  post- 
operative jjcriod.  A,scites  developed  again  during 
this  time  and  paracentesis  had  to  be  performed. 

After  the  foregoing  procedures  the  patient  did 
amazingly  Avell.  I satv  her  in  March,  approxi- 
mately 4 Aveeks  later,  and  gave  her  15  mg.  more 
of  TEM  in  divided  doses  of  5 mo. 

O 


'I  he  patient  again  returned  in  June,  1957,  3 
months  after  the  previous  dismissal.  She  said 
that  she  Avas  “feeling  Avonderl nl”;  in  fact,  feel- 
ing belter  than  she  had  Icit  lor  years,  and  the 
fiitigne,  vague  malaise  ami  gastrointestinal  symp- 
toms had  disajipeared  completely.  I'his  patient 
never  receiveil  any  other  specific  treatment  than 
the  37.5  mg.  of  Ericthylene  Melamine  given 
dining  the  postoperative  period.  I have  contin- 
ued to  see  her  at  intervals  of  about  6 months  since 
that  time.  Resnlts  of  physical  examinations  and 
laboratory  studies,  inclnding  tests  of  hepatic  Innc- 
tion, have  been  completely  normal. 

In  May,  I9h0,  a urinary  infection  developed 
which  required  some  type  ol  therajjy  (not  snlfona- 
mide) and  in  September,  19()(),  she  was  attacked  by 
pneumonia  in  the  lower  lobe  of  the  left  lung  for 
Avhich  she  received  antibiotic  therapy,  d'he  lat- 
ter condition  caused  me  some  concern  on  the 
possibility  that  the  lymphomatons  process  might 
have  returned,  but  the  pnetnnonia  cleared 
promptly  under  treatment.  Results  of  studies  of 
the  blood  and  sputum  Avere  negative.  Three 
weeks  later  the  value  for  hemoglobin  was  12.6 
gm.  jjer  100  cc.  of  blood;  erythrocytes  numbered 
4,600,000  and  Ictikocytes  3,000,  per  cubic  milli- 
meter of  blood,  a differential  count  of  the  leu- 
kocytes showing  the  percentage  of  lymphocytes  to 
be  31.5;  of  monocytes,  13.0;  of  neutrophils,  50.5; 
and  of  eosinojjhils,  5.  'Ehe  sedimentation  rate 
Avas  26  mm.  in  1 hour  (Westergren).  Such  mild 
letikopenia  and  monocytosis  AA'onld  be  somewhat 
Avorri,some,  but  it  is  possible  that  some  degree 
of  pneumonic  resolution  might  still  have  been 
proccetling.  d'o  the  time  of  this  report  (October, 
1961)  there  was  no  evidence  of  recurrence  of  the 
lymjrhoma.  Although  the  lapse  of  time  since 
the  exploratory  laparotomy  and  biop.sy  is  only 
5 years  (already  past  the  statistical  life  expectancy 
of  a person  who  has  this  disease),  I am  relatively 
confident  that  she  will  continue  to  do  well  as 
long  as  Ave  continue  to  advise  and  jirotect  her. 
In  a case  such  as  this  it  is  obvious  that  there  is 
the  ojiportunity  for  patient  and  physician  to 
Avork  together  in  such  a way  that  the  patient 
Avith  a seemingly  progressive  fatal  disease  can  be 
maintained  through  a irseful  existence  of  normal 
life  expectancy. 

Case  3.-— This  patient  Avas  admitted  directly  to 
my  hospital  service  in  Jannary,  1957.  She  had 
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the  most  massive  lymphadenopathy  I have  ever 
seen:  the  cervical  and  axillary  nodes  were  tre- 
mendous. A roentgenogram  of  the  thorax  (Fig. 
1)  was  reported  to  show:  “Widening  of  the  super- 
ior mediastinum  by  large  lohulated  masses,  more 
marked  on  the  right,  d'here  is  extensive  lymph 
node  enlargement  in  the  right  hilus  and  there 
is  increased  density  behind  the  right  side  of  the 
heart,  probably  due  to  similar  masses.” 

'Fhe  patient  was  febrile;  moderate  anemia  was 
disclosed,  the  value  for  hemoglobin  being  10.4 
gm.  per  100  cc.  of  blood.  Mild  leukocytosis  with 
toxic  changes  also  was  jjiesent.  Fhe  electro- 
phoretic pattern  showed  the  albumin  to  be 
markedly  reduced  to  2.21  gm.  per  100  ml.  of 
serum,  and  the  alpha-2-globulins  were  moder- 
ately elevated  to  0.86  gm.  per  100  nd.  of  serum. 
Fhe  result  of  the  thymol  turbidity  test  was  11 
units.  Biopsy  of  tissues  from  lymph  nodes  was 
performed;  the  result  was  the  diagnosis  of 
Hodgkin’s  disease. 

Clinically,  the  situation  seemed  hopeless  to 
me  and  I advised  the  husband  of  the  serious 
nature  of  Hodgkin’s  disease,  as  well  as  pointing 
out  the  extensive  involvement  in  his  wife’s  con- 
dition. Alter  the  results  of  biopsy  and  this 
gloomy  discussion  with  the  patient’s  husband,  a 
course  of  roentgen  therapy  was  administered 
(January,  1957).  'Fhe  patient  and  her  husband 
returned  in  June,  1957.  I’he  abatement  of  the 
adenopathy  was  remarkable  (fig.  2),  and  her 
general  health  was  improved.  A second  course 
of  roentgen  therapy  was  given. 

At  this  time  we  discussed  the  various  agents 
to  which  the  patient  had  been  exposed.  1 gave 
the  husband  and  wife  my  ideas  of  the  relation- 
shij)  of  environmental  agents  to  Hodgkin’s  dis- 
ease. 'Fhis  couple  had  a son  who  was  able  to  take 
over  the  farm  and  operate  it,  and  so  the  jxnents 
decided  to  move  to  town.  There  had  been  an 
oil  space  heater  in  the  farndiouse;  they  changed 
their  tyj)c  of  heating  when  they  moved  to  the 
city.  Moreover,  the  jjatient  avoided  all  her  pre- 
vious significant  exposures  and  contacts  discussed 
earlier.  Except  for  a period  of  depression  re- 
cptiring  some  electroshock  therapy,  this  patient 
remained  well  until  the  time  of  this  report.  She 
received  no  treatment  for  her  Hodgkin’s  disease 
during  the  intervening  period,  and  showed  no 
evidence  of  recurrence.  It  is  of  interest,  however, 


to  point  out  that  some  degree  of  residual  widen- 
ing is  evident  in  the  hilar  shadow  on  the 
right  which  had  been  unchanged  during  the  41/2 
years  (fig.  3 and  4).  It  is  interesting  to  speculate 
as  to  whether  this  change  represents  residual 
Hodgkin’s  disease  which  could  be  reactivated  at 
any  time  she  is  additionally  exposed  to  noxious 
agents,  or  whether  it  is  simply  an  area  of  fibrosis 
remaining  from  the  previous  massive  involve- 
ment of  the  thorax.  I believe  it  represents  po- 
tentially explosive  disease. 

Case  4.— A woman  3 1 years  old  came  to  the 
Mayo  Clinic  in  April,  1951.  She  had  been  re- 
ferred by  her  physician  because  of  severe  anemia 
which  responded  to  no  type  of  therapy  he  had 
used.  Results  of  laboratory  studies  were  thus: 
hemoglobin,  6.8  gm.  per  100  cc.  of  blood;  erythro- 
cytes numbered  1 ,600,000  of  which  5.9  per  cent 
were  reticulocytes;  blood  platelets  amounted  to 
21,000  and  leukocytes  to  1,800,  per  cubic  milli- 
meter of  blood.  In  the  differential  leukocyte 
count  lymphocytes  constituted  60.5  per  cent, 
monocytes  4.5  per  cent,  neutrophils  33.5  per  cent 
and  eosinophils  1.5  per  cent.  Examination  ol 
blood  smears  disclosed  macrocytosis  with  mod- 
erate polychromasia.  d'hrombocytopenia,  leuko- 
penia and  marked  toxic  changes  were  obvious, 
but  no  immaturity  was  found.  .Study  of  marrow 
obtained  by  sternal  aspiration  revealed  the  mar- 
row to  be  fairly  cellular,  with  an  increase  and  a 
shift  to  the  left  in  the  erythroid  elements,  while 
active  hyperplasia  was  detected  in  the  fixed  sec- 
tions. This  seemingly  incompatible  combination 
of  hematologic  findings  is  rather  common  in  the 
presence  of  refractory  types  of  anemia,  particu- 
larly those  secondary  to  some  noxious  agents.  I 
commonly  refer  to  the  bizarre  phenomenon  as 
“benzene  marrow.” 

Gastric  analysis  carried  out  with  histamine 
stimulation  revealed  normal  acidity.  Roentgeno- 
grams of  the  esophagus,  stomach  and  duodenum 
disclosed  nothing  of  significance,  but  roentgeno- 
grams of  the  thorax  brought  to  light  a Chon 
complex.  It  seemed  that  no  other  diagnosis  than 
“refractory  anemia”  could  be  made.  Fhe  patient 
was  advised  to  return  home  and  to  continue  to 
receive  blood  as  needed. 

It  was  suggested  to  the  patient’s  home  physi- 
cian that  cortisone  be  administered  in  the  hope 
of  improving  a bad  state.  Cortisone  at  that  time 
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Avas  rallu'i  dillicull  lo  olxaiii,  l)ut  ihc  palicnl 
itxeivetl  a slioii  (ouisc  ol  cortisone  tlieiapy  lor 
a lew  weeks,  l lieie  was  no  evident  iniproveincnt; 
in  laet,  when  she  retni  iied  to  the  Mayo  Cilinic  a 
months  alter  Iter  initial  visit  tlie  value  lor  liemo- 
“lobin  was  1.1  j>m.  per  100  cc.  ol  Itlood;  erythro- 
cytes mnnherecl  only  900.000,  leukocytes  2,000, 
and  blood  platelets  between  18,000  and  20,000, 
per  cid)ic  millimeter  ol  blood.  The  percentage 
ol  reticulocytes  was  still  elevated  to  more  than  0 
pet  cent.  .Vnother  examitiation  ol  hone  marrow 
obtained  by  sternal  aspiration  gave  essentially 
the  same  results  as  those  ol  the  previous  exami- 
nation ol  hone  marroev. 

I saw  this  patient  tor  the  lirst  time  at  this  visit, 
and  incjidred  caretully  into  her  histcjry  ot  ex- 
posure. cleterminiug  that  she  was  a tarm  wite 
and  that  they  did  milk  cows  ot  a small  herd  by 
hand,  using  tly  sprays  tor  two  or  three  mc^nths  in 
the  stnnmer  each  year.  However,  as  usually  hap- 
]jens,  the  [tatient  deprecated  the  possibilities  ot 
any  real  exposure  to  the  spray.  It  must  be  re- 
mendtered,  however,  that  considerable  exposure 
to  these  oil  sjtrays  can  residt  trom  spraying  the 
cow  by  hand  to  keep  it  epdet,  and  then  sitting 
down  on  a ndlking  stool  and  thrusting  the  head 
into  the  tlank  ot  the  cow  to  avoid  a switching 
tail.  During  such  an  action  spray  tumes  are  in- 
haled throughout  the  milking  period. 

In  addition  to  this  intermittent  exposure,  the 
patient  had  been  expensed  to  some  insecticidal 
aerosols  and  moth  crystals  which  she  had  used 
about  the  house.  Perhaps  more  pertinent  was 
the  tact  that  she  used  home  ]tennanent  waving 
materials  on  herselt  and  other  members  ot  the 
tamily  and  neighborhood.  I strongly  advised  her 
to  give  up  all  these  activities,  with  their  result- 
ant exposures,  and  to  continue  to  receive  blood 
as  needed,  with  the  idea  that  splenectomy  might 
be  considered  it  imprcjvenient  did  not  ensue. 

The  patient  returned  home,  however,  despite 
a value  tor  hemoglobin  ot  only  4.4  gm.  per  100 
cc.  ot  blood  and  an  erythrocyte  count  ol  only 
900,000  per  cidtic  millimeter  ot  blocxl.  She  re- 
tusecl  both  to  receive  any  bloctd  and  to  sec  her 
local  physician.  Instead,  she  went  to  bed  and 
there  she  remained  tor  the  next  6 to  9 months, 
during  which  time  she  gradually  improved  and 
came  to  lead  a tairly  normal  and  active  lite. 

All  the  lorcgoing  inlormation  came  to  light 


nearly  9 years  later,  in  an  exchange  ot  corre- 
spondence when  she  wrote  to  the  Mayo  Cilinic  to 
ask  il  it  would  be  sale  lot  her  to  use  permanent 
waving  mateiials  again.  In  our  correspondence 
I advised  hei  not  to  use  such  materials,  in  view 
ol  the  tact  that  she  had  made  such  a remarkable 
l ecovery  and  had  done  so  well  during  the  pet  iod 
she  had  not  used  them.  1 was  so  interested  in 
her  condition,  on  the  basis  ot  letters,  that  I urged 
her  to  returti  to  the  clinic  (at  our  expense)  tor 
more  studies  ol  the  blood.  .She  did  so  in  June, 
I9()0,  and  again  1 investigated  her  history  ot  ex- 
posure. 1 determiued  that  she  really  had  avoided 
the  various  agents  which  I had  discu.ssed.  Al- 
though the  general  stattis  ot  her  blocjtl  was  not 
normal,  the  tollowing  values  were  recorded:  he- 
moglobin, I 1.5  gm.  per  100  cc.  ot  blotid;  erythro- 
cytes, 4,230,000  and  leukocytes,  3,800,  per  cubic 
millimeter  ot  blood;  ditlerential  count  ol  leuko- 
cytes: lymphocytes  53.0  per  cent,  monocytes  0.5 
per  cent,  netitrophils  39.5  per  cent,  eosinophils 
0.5  jter  cent  and  basophils  0.5  per  cent.  Blood 
platelets  numbered  109,000  per  cubic  millimeter 
ot  blood  and  the  percentage  ot  reticulocytes  was 
9.2.  riie  sedimentation  rate  was  42  mm.  in  1 
hour  ( VVestergren).  Study  ot  blood  smears  tlis- 
closed  mild  anisocytosis  and  polychromasia,  with 
occasional  stippling  ot  erythrocytes.  Lympho- 
cytes tended  to  be  basophilic  mesolymphocytes, 
but  no  immature  torms  were  present.  1 he  elec- 
tro])horetic  pattern  ot  serum  proteins  was  nor- 
mal. It  is  obvious  trom  these  values  that  the  pa- 
tient still  had  a disturbance  ot  the  erythropoietic 
system,  but  she  would  not  permit  studies  ot  bone 
marrow.  4 he  chiet  teatures  were  mild  hypo- 
chromic anemia,  mild  leukopenia  with  a neu- 
tropenia, mild  thrombocytopenia  and  a rather 
high  jK'rcentage  ot  reticulocytes,  9.2,  suggesting  a 
hemolytic  component  which  time  did  not  jtermit 
evaluating.  Physical  examination  revealed  no 
adenopathy  or  splenomegaly.  4 his,  ot  course, 
was  9 years  alter  her  initial  dilticulties  and  it 
must  be  admitted  that  at  that  time  none  ot  her 
consulting  physicians  had  anticipated  that  she 
would  ever  recover.  I think  it  is  obvious  why  I 
again  stressed  the  warning  that  she  avoid  all 
exposures  possible  and  that  she  have  no  perma- 
nent waves,  either  at  a prolessional  beauty  shop 
or  at  home. 

Case  5.— An  electrician,  single,  lived  with  his 
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parents  in  a small  village  in  a house  in  which 
Kiel  oil  was  used  lor  winter  heating  in  an  oil- 
bnrning  space  heater.  In  my  experience,  oil- 
hnrning  space  heaters  are  ot  great  signilicance 
in  the  production  ol  many  ol  these  blood  dys- 
crasias,  jiarlicularly  the  type  ol  heater  which  has 
a reservoir  on  the  back  ol  the  stove  which  is  lilled 
periodically  with  3 to  5 gallons  ol  luel  oil.  This 
reservoir  ol  luel  oil  is  kept  warm  constantly  by 
heat  from  the  stove  and  can  gradually  evaporate 
the  lower  boiling  fractions  of  the  distillate  into 
the  living  quarters  of  the  people  involved.  More- 
over, when  the  burner  on  this  type  of  stove  is 
turned  low,  as  is  commonly  done  during  the  night, 
combustion  may  not  be  as  satisfactory  as  it  would 
be  at  a higher  heat,  with  the  result  that  additional 
fumes  may  escape  into  the  room.  .Such  a condi- 
tion may  be  of  considerable  significance  when 
members  of  the  family  sleep  in  close  proximity  to 
the  stove.  An  additional  factor  is  the  possibility 
that  if  these  space  heaters  are  not  kept  clean,  de- 
]josits  of  carbon  form  and  condmstion  is  poor. 

Lhe  patient  in  this  case  gave  such  a history 
when  he  came  to  the  Mayo  Clinic  in  November, 
195(i  (about  2 months  after  the  usual  space  heater 
is  lighted  for  the  winter),  because  of  an  abdomi- 
nal mass,  fever,  loss  of  weight,  night  sweating  and 
abnormalities  in  values  for  components  of  the 
blood.  Surgical  exploration  for  this  mass  re- 
vealed a retroperitoneal  tumor  described  as  a 
“grade  4 malignant  neoplasm,  probably  lympho- 
sarcoma of  the  reticulum  cell  type.”  After  a 
satisfactory  postoperative  course,  roentgen  ther- 
apy was  administered  to  the  retroperitoneal  area. 
Two  months  later  a second  course,  and  a year 
later  (January,  1958)  a third  course,  of  roentgen 
therapy  was  given. 

I reiterate  that  it  is  of  interest  to  note  that 
the  appearance  of  this  man’s  original  difficulty 
occurred  alter  the  space  heater  had  been  in  use 
for  some  weeks  in  the  lall,  and  it  is  also  of  inter- 
est to  note  that  in  the  second  year  it  was  Jan- 
uary when  he  returned  with  reactivation  of  his 
lymphoma.  It  was  at  this  time  that  I first  saw 
this  patient  and  olitained  the  foregoing  history. 
I advised  him  to  get  rid  of  the  oil  space  heater 
as  soon  as  possible,  and  this  he  did  in  the  spring 
of  1958.  A new  gas  heater  was  used  during  the 
following  year,  and  then  electric  heating  was 
employed.  I last  saw  him  in  1961,  3 years  since 
he  had  last  received  roentgen-ray  treatment  and 


since  the  oil  space  heater  had  been  removed.  At 
that  time  he  had  no  symptoms  ol  recurrence  of 
the  reticulum-cell  sarcoma  as  shown  by  either 
abnormal  results  ol  laboratory  studies  or  of  physi- 
cal examination. 

Case  6.  — .A  24-year-okl  man,  a service  repair- 
man lor  an  electric  utility  company,  came  to  the 
Mayo  Clinic  in  Decemlier,  1954.  Lie  said  he  had 
felt  an  enlarged  mass  or  “lump”  in  the  right  side 
ol  his  neck  on  November  30,  and  that  on  the  next 
day  a section  of  the  mass  had  been  removed  for 
biopsy.  The  referring  physician  said  that  the 
large  node,  and  several  satellite  nodes  were  pres- 
ent, and  that  he  had  removed  two  for  biopsy.  A 
reticulum-cell  sarcoma  was  diagnosed  by  the 
pathologist  in  Minneapolis  as  well  as  by  one  of 
our  pathologists.  The  patient  was  referred  to 
the  Mayo  Clinic  with  the  suggestion  that  radical 
dissection  of  the  lymph  glands  of  the  neck  be 
performed,  jjarticularly  since  some  degree  of 
residual  lymphadenopathy  was  present. 

However,  at  the  initial  examination  of  the  pa- 
tient at  the  Mayo  Clinic  his  consulting  physician 
judged  that  the  tip  of  the  spleen  was  definitely 
jialpable  and  that,  therefore,  generalized 
reticulum-cell  involvement  was  present.  It  is  of 
interest  to  note,  however,  that  the  spleen  was  not 
jjalpated  at  any  other  time.  Radical  dissection 
of  the  lymph  glands  of  the  neck  was  not  carried 
out;  instead,  roentgen  therapy  to  the  localized 
jnocess  in  the  right  cervical  area  was  adminis- 
tered. Results  of  laboratory  studies  revealed  no 
abnormalities:  the  value  for  hemoglobin,  13.7 
gm.  per  100  cc.  of  blood,  had  been  relatively  con- 
stant during  the  preceding  6 years,  while  normal 
erythrocyte  and  leukocyte  counts,  as  well  as  leuko- 
cyte differential  counts,  and  results  of  examina- 
tions of  smears  of  peripheral  blood  and  of  roent- 
genograms of  the  thorax  were  not  significant. 

As  might  be  inferred  from  the  above,  this  pa- 
tient has  been  seen  regularly  at  the  Mayo  Clinic 
since  1954,  the  last  examination  being  in  Decem- 
ber, 1960.  To  the  date  of  this  report  there  was 
no  evidence  of  recurrence  of  the  reticulum-cell 
sarcoma. 

This  report  is  another  one  which  involves  fuel 
oil  and  an  oil-burning  space  heater,  since  this 
patient  was  living  in  a house  heated  by  an  oil- 
burning space  heater  at  the  time  the  reticulum- 
cell sarcoma  nodes  appeared  at  the  end  of  No- 
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xcMiibir,  S to  10  weeks  alter  tiie  sl()\e  would  he 
put  into  wiulei  o|)eiatioii.  A hol-waier  healing 
system  rvas  installed  in  this  patient's  house  soon 
alter  this  incitlent.  and  he  experieneed  no  other 
exposures  save  those  in  whieh  he  might  be  in- 
\olved  as  a servieeman  lor  an  eleetric  power 
company. 

(lAsr:  7.— .\  man  was  seen  at  the  Mayo  Clinic 
on  three  oteasiems  jneceding  an  admission  on 
Kebrnary  19.  1955,  which  was  the  visit  ot  import- 
ance in  the  present  discussion.  Alter  his  previous 
visits  a noidnnctionino  oallbladder  had  been 

O o 

removed,  and  gastroenterostomy  had  been  per- 
lormed  tor  a duodenal  ulcer  and  a nasal  opera- 
tion had  been  done  tor  an  obstructive  detlected 
intranasal  septum,  with  bilateral  construction  ot 
antral-nasal  rcindows  to  relieve  suppurative 
sinusitis.  At  the  time  ol  these  three  visits  results 
ot  laboratory  studies  were  not  remarkable.  I'hey 
may  serve  as  bases  tor  comparison  with  residts 
of  similar  procedures  at  the  time  of  his  visit  in 
1955.  These  values  were:  hemoglobin,  15.8,  15.2 
and  14.6  gm.  per  100  cc.  of  blood;  erythrocytes 
ranged  between  4,760,000  and  5,130,000  per  cubic 
millimeter  ot  blood.  Leukocytes  numbered  7400, 
6100,  and  7700  per  cubic  millimeter  of  blood; 
differential  counts  of  the  leukocytes  were  not 
done.  All  other  results  of  laboratory  studies  were 
either  normal  or  negative,  so  far  as  any  abnormal 
changes  are  concerned,  and  the  procedures  in- 
cluded urinalysis,  roentgenograms  of  the  thorax, 
serologic  tests  for  syphilis  and  determinations  of 
the  sedimentation  rate. 

This  patient  visited  the  Afayo  Clinic  in  Feb- 
ruary, 1955,  because  of  a hydrocele  for  which  he 
wished  surgical  treatment.  In  addition,  he  had  a 
generalized  pruritus  which  a dermatologist 
judged  to  be  fundamentally  asteatosis.  The 
physical  examination  disclosed  nothing  remark- 
able other  than  the  hydrocele  and  excoriations  of 
the  skin;  specifically,  neither  hepatosplenome- 
galy  nor  peripheral  lymphadenopathy  was  found. 
All  residts  of  laboratory  studies  were  normal 
with  the  exception  of  leukopenia  in  which  leuko- 
cytes numbered  2700  per  cubic  millimeter  of 
blood  and  repeated  counts  all  showed  a persist- 
ence of  this  condition.  Percentages  for  leuko- 
cytes in  the  differential  studies  were  lymphocytes, 
50.0;  monocytes,  1.5;  neutrophils,  47.5;  eosino- 
phils, 0.5  and  basophils,  0.5.  Examination  of  a 


blootl  smear  showed  no  abnoi  inaliiies  other  than 
the  neutropenia,  and  because  ol  this,  asjriralirjii  of 
bone  marrotv  was  carried  out . Study  of  this  mater- 
ial revealed  only  "an  active  marrow.’’ 

Questioning  ol  the  patient  disclosed  that  he 
had  been  subjected  to  the  following  exposures. 

First,  he  had  used  benzene  hexachloride 
(hexachlorocyclohexane)  or  "B.H.C.’’  extensively 
as  a louse  powder  lor  his  herd  of  cows.  Afanv 
larmers  and  ranchers  dust  this  insecticide  into 
the  long,  hairy  coats  of  their  cattle  in  the  winter- 
time when  the  cattle  are  confined  to  relatively 
close  quarters  and  problems  of  lice,  fungus  and 
other  problems  of  the  hide  are  commcju. 

Secontl,  he  had  used  extensively  a solvent  to 
clean  out  varnish  and  other  deposits  from  the 
engines  of  his  tractors,  trucks  and  cars,  getting 
considerable  amounts  of  the  solvent  on  his  skin 
as  well  as  inhaling  a moderate  amount  of  it. 

I hird,  like  most  grain  farmers,  he  had  used 
organic  mercurial  and  copper  fungicides  to  treat 
his  grain  seed. 

In  view  of  his  persistent  leukopenia  he  was 
advised  not  to  undergo  surgical  treatment  for 
his  hydrocele,  and  he  was  lurther  advised  to  avoid 
all  exposure  to  the  variems  insecticides,  motor 
fuels  and  solvents,  as  well  as  the  organic  fungi- 
cides, and  to  have  his  blood  examined  period- 
ically. 

1 he  patient  had  his  blootl  re-examined  in  his 
home  community,  and  in  due  time  the  compo- 
nents returned  to  acceptable  values.  In  June, 
1955,  he  was  operated  upon  lor  the  hydrocele. 
Fie  returned  to  the  clinic  6 weeks  later,  namely, 
July  28,  1955,  with  a letter  to  our  dermatologists 
in  which  it  was  said,  in  part,  that  the  patient 
had  an  "itching  forehead,  face,  upper  chest  and 
trunk  as  well  as  some  on  the  thighs.”  Improve- 
ment had  not  resulted  alter  the  treatment  pre- 
viously advised;  he  had  been  given  sidlapyridine 
on  the  basis  that  the  involvement  of  the  skin 
might  be  dermatitis  herpetiformis,  but  again  had 
shown  no  improvement.  Then  the  cqiestion  arose 
of  whether  or  not  mycosis  fungoides  was  present, 
and  study  of  sections  of  the  skin  taken  for  biopsy 
was  reported  as  showing  a condition  “tpiite  con- 
sistent with  mycosis  fungoides.”  d’he  patient 
had  received  roentgen  therapy  to  the  involved 
areas. 

Upon  his  return  to  the  clinic  in  }idy,  1955,  the 
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patient  was  treated  topically  with  lotions,  wet 
dressings  ot  aluminnm  subacetate,  hydrocortisone 
ointment  and  other  measures,  with  progressive 
improvement  ot  the  skin.  Results  ot  various  patch 
tests  were  negative  and  ttirther  studies  ot  sections 
ot  the  skin  ot  the  neck  were  interpreted  as  “show- 
ing a nonspecitic  dermatitis  with  cyst  lormation” 
and  “senile  elastosis  with  nonspecitic  dermatitis.” 
It  was  judged  that  the  attection  ot  the  skin  was 
primarily  a prurigo  type  ot  neurodermatitis. 

Results  ot  laboratory  studies  on  this  occasion 
were;  hemoglobin,  12.8  gin.  per  100  cc.  ot  blood; 
erythrocytes,  4,360,000,  and  leukocytes,  4000,  per 
cubic  millimeter  ot  blood;  ditterential  determina- 
tion ot  the  leukocytes;  lymphocytes  24.0  per  cent, 
monocytes  5.0  per  cent,  neutrophils  70.0  per  cent, 
and  eosinophils  1.0  per  cent.  The  blood  smear 
was  reported  as  “not  diagnostic.”  Results  ot  other 
laboratory  procedures  tvere  non-contributory,  and 
the  general  physical  examination  disclosed  noth- 
ing remarkable,  llie  patient  was  reassured  as 
to  his  condition  and  dismissed  trom  our  care.  It 
should  be  noted  at  this  point  that  in  view  ot  the 
relatively  normal  results  ot  blood  studies  as  re- 
corded at  his  home,  as  well  as  those  tound  at  the 
Mayo  Clinic  and  the  reassurance  given  him,  the 
patient  returned  to  his  tormer  ranch  activities 
and  to  the  use  ot  the  various  agents  which  I be- 
lieve had  been  responsible  tor  his  previous  leuko- 
penia. 

Approximately  15  months  later  his  local  physi- 
cian wrote  to  say  that  the  patient  had  “what 
looks  like  either  leukemia  or  myelotibrosis.” 
Laboratory  studies  revealed  that  his  platelets 
numbered  80,000  and  leukocytes  between  25,000 
and  50,000  per  cubic  millimeter  ot  blood:  w4th 
reticulocytes  ranging  trom  6 to  12  per  cent. 
Aspiration  ot  bone  marrow’  was  done  and  speci- 
mens ot  both  peripheral  blood  and  bone  marrow 
were  sent  to  us  tor  an  opinion.  These  were 
examined  by  one  ot  my  associates,  w’ho  reported 
that  “this  is  the  picture  ot  a subacute  to  acute 
leukemia  in  both  peripheral  blood  and  bone 
marrow'  smears.” 

Alter  that  time  the  condition  ot  the  patient 
progressed  as  subacute  myelogenous  leukemia 
and  the  lesions  ot  the  skin  became  manitest  as 
leukemic  cutis.  1 believe  that  we  lost  the  oppor- 
tunity ot  rediscussing  with  this  patient  the  im- 
portance ot  continual  avoidance  ot  all  the  agents 


which  initially  probably  had  been  responsible  tor 
his  leukopenia.  It  is  always  ditticuh  to  know 
whether  a patient  can  resume  his  previous  occu- 
pation or  activities  which  subject  him  to  renewed 
exposure  without  producing  more  serious  conse- 
quences. I personally  believe  that  the  renewed 
exposure,  alter  the  period  ot  treedom  trom  such 
exposure,  meaning  intermittent  exposure,  prob- 
ably is  an  important  mechanism  in  activating  or 
inducing  the  mesenchymal  tissue  to  react  and 
evolve  into  a leukemic  or  a lymphomatous  state. 
In  this  instance  the  patient  died  of  myelogenous 
leukemia  in  August,  1959,  approximately  41/2 
years  after  the  initial  leukopenia  was  tound. 

Case  8.— This  patient,  in  my  opinion,  is  a vic- 
tim ot  one  of  the  newer  “gadgets"  which  have 
invaded  American  life  in  the  last  few  years; 
namely,  a lindane  tumigator  or  vaporizer  which 
can  be  installed  and  maintained  by  the  profes- 
sional exterminator  or  which  can  be  purchased 
trom  various  sources  tor  sell-installation.  These 
vaporizers  usually  contain  a heating  element 
which  is  controlled  thermostatically  and  is 
heated  to  a point  at  which  lindane  crystals 
(gamma-isomer  of  benzene  hexachloride)  can  be 
vaporized  slowly  into  the  room.  Inexpensive 
vaporizers,  such  as  one  in  the  form  of  a plastic 
grooved  ring  to  be  placed  over  an  upright  light 
bulb,  or  even  an  electric  light  bulb  with  a dent 
on  the  top  to  contain  the  crystals,  are  available  in 
many  stores.  Lindane,  ot  course,  is  a potent  in- 
secticide used  extensively  both  on  farms  and  in 
the  urban  areas  tor  the  control  ot  flies,  moths 
and  other  pests.  In  the  urban  areas  these  vapor- 
izers commonly  are  used  in  clothing  stores  to 
prevent  depredations  by  moths,  in  food  markets 
to  reduce  the  tly  population  and  in  homes  for  the 
control  ot  various  types  of  insects. 

I believe  that  the  patient  in  the  present  case 
was  a victim  of  lindane  vapors.  She  is  the  wife 
of  a farmer,  and  she  had  been  a music  student 
before  she  was  married.  After  the  couple  were 
well  established  on  their  farm  her  husband  en- 
closed a porch  of  the  house  and  made  a music 
room  for  her,  putting  in  a new  rug,  piano  and 
other  furniture.  To  protect  this  room  from 
moths  and  insects,  a lindane  vaporizer  was  in- 
stalled over  the  piano.  The  patient  would  play 
the  piano  at  odd  hours  during  the  day  or  eve- 
ning when  not  otherwise  occupied.  There  was 
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IK)  liislorv  ()l  other  exposure,  sinee  her  householtl 
tluties  kept  liei  indoors  most  ot  tlie  time  and  she 
did  not  lielp  her  Imshaiul  with  any  ol  the  [arm- 
work  or  cliores.  Alter  site  had  used  this  linrlane 
vapori/.er  in  her  musie  room  lor  2 years,  she  gratl- 
uallv  became  anemie  and  was  seen  by  her  physi- 
cian in  Octoltei,  11)57.  Me*  lound  her  to  he  seveie- 
ly  anemic,  with  a value  lor  hemoglobin  oi  5.1 
gm.  per  100  cc.  o[  blood,  and  erythrocytes  num- 
bering 1,800.000  and  leukocytes  5000  per  cubic 
millimeter  ol  blood.  She  was  given  1 tinit  ol 
hood  at  once,  and  3 more  during  the  month  ol 
Octobei,  4 more  units  during  the  month  ol  No- 
vember and  4 additional  units  during  the  month 
ol  January,  lor  a total  ol  12  units  ol  blood  within 
about  12  weeks.  4 he  last  4 units  were  adminis- 
tered just  helore  she  was  admitted  to  the  Mayo 
Cllinic  in  January,  1958.  .\t  the  time  we  saw  her 
the  value  lor  hemoglobin  was  11.8  gm.  pet  100 
cc.  ot  blood;  erythrocytes  numbered  4,600,000, 
leukocytes  4400  and  platelets  148,000,  per  cubic 
millimetei  ot  blood.  I he  dillerential  determina- 
tion ot  the  leukocytes  was  not  remarkable,  but 
the  percentage  ol  reticulocytes  was  zero.  Studies 
ol  bone  marrow  showed  active,  lelt-shilted  mye- 
lopoiesis,  but  the  erythroid  line  was  almost,  it 
not  entirely,  nonexistent.  VVe  think  that  what 
evas  at  hand  evas  essentially  a jmre  red-cell 
aplasia.  Other  linclings  were  a high  value  (200 
micrograms  per  100  ml.  ot  serum)  lor  iron  and 
indeterminate  indications  in  roentgenograms  ot 
the  thorax  and  results  ol  serologic  tests  lor 
syphilis,  the  physical  examination  and  the  sedi- 
mentation rate.  Alter  studying  her  hematologic 
problem  and  obtaining  the  loregoing  history 
ol  exposure,  1 advised  the  husband  to  take  out 
the  lindane  vaporizer,  clean  up  the  room  (there 
was  a deposit  ol  lindane  crystals  on  the  ceiling 
above  this  vaporizer)  and  continue  to  see  that  his 
wile  received  blood  as  indicated. 

I heard  no  more  about  the  patient  until  De- 
cember. 1960,  when  she  and  her  lamily  paid  me 
an  unexpected  social  call.  .She  advised  me  that 
they  had  carried  out  my  suggestions  in  respect 
to  lindane,  but  that  she  had  not  received  blood 
at  all  during  the  3 years  prior  to  this  visit.  Since 
the  patient’s  call  was  unexpected,  almost  at  clos- 
ing time  ol  the  clinic  on  Saturday,  1 was  able  to 
obtain  only  a lew  studies  ol  the  blood,  results  ol 
which  were:  erythrocytes  numbered  3,8 10, 000  and 


leukocytes,  3(’)00,  per  cubic  millimeter  ol  blood; 
percentage  ol  reticulocytes,  0.9;  and  platelets, 
182,000.  Examination  ol  a blood  smear  disclosed 
nothing  remarkable.  According  to  her,  the  hemo- 
globin content,  determined  in  her  home  city,  had 
been  relatively  normal. 

Cask  9.—  I bis  patient,  the  owner  ol  a super- 
market, likewise  had  been  exposed  considerably 
to  the  emanations  ol  a lindane  vaporizer.  I here 
are,  ot  course,  numerous  agents  to  which  such  a 
jjcrson  may  be  exposed  in  the  cleaning,  mainte- 
nance and  decorating  cjI  a store  cjl  this  type.  How- 
ever, it  is  ol  interest  to  note  that  he  had  a lin- 
dane vaporizer  above  his  desk  in  the  ollice  to 
keep  it  tree  ol  Hies  during  the  summer.  In  Oc- 
tober, 1954,  surgical  treatment  ol  a rather  ex- 
tensive carcinoma  ol  the  thyroid  gland  had  been 
carried  out  at  the  Mayo  Clinic.  Metastasis  to 
lymph  nodes  was  lound.  Physical  examination 
at  that  time  disclosed  a large  right  tonsil,  but  this 
was  ncjt  lurther  investigated. 

In  the  ensuing  year  (1955)  he  returned  lor  re- 
examination ot  the  state  ol  his  thyroid  gland;  no 
evidence  ol  local  recurrence  ot  carcinoma  was 
lound.  Ehe  right  tonsil,  however,  was  still  en- 
larged, and  delinite  cervical  and  axillary  lymph- 
adenopathy  was  detected.  It  was  judged  at  that 
time,  ol  course,  that  the  carcinoma  might  have 
rectirred  and  so  biopsy  ol  sections  ol  lymph 
nodes  w^as  done.  4 his  demonstrated  a reticulum- 
cell .sarcoma  involving  the  tonsil  and  the  enlarged 
lymph  nodes.  Roentgen  therapy  was  adminis- 
tered. 1 discussed  with  him  the  need  ol  avoiding 
the  multiple  j)Otential  .sources  ol  exposure  in  his 
store  and  urged  removal  ol  the  lindane  lumi- 
gator  Irom  his  ollice.  In  1961,  six  years  alter  the 
diagnosis  ol  reticulum-cell  sarcoma  had  been 
established,  there  w'as  no  evidence  ol  recurrence 
ol  either  this  lesion  or  ol  carcinoma.  4 he  patient 
has  assiduously  avoided  exposure  to  lindane  and 
other  noxious  agents. 

Case  10.— 4 he  condition  ol  a lioirsewile  52 
years  old  constitutes  a demonstration  ol  changing 
clinical  disease  states  which  illustrates  my  concept 
ol  a mesenchymal  dyscrasia  evolving  into  diller- 
ent  entities  at  dillerent  times.  4 his  patient  lirst 
came  to  the  Mayo  Clinic  in  October,  1956,  alter 
she  had  been  lound  to  have  posterior  and  an- 
terior cervical  Ivmphadenopathy,  as  well  as  in- 
volvement ol  axillary  and  inguinal  nodes.  Biopsy 
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ot  a section  irom  a cervical  node  Iiad  resulted  in 
a diagnosis  ol  “hyperplastic  lymph  node,"  but 
the  patient's  physician  had  not  been  satisfied 
with  this  diagnosis,  in  vietv  of  the  generalized 
lymphadenopathy.  dims  he  sought  additional 
consultation. 

A pathologist  at  the  Afayo  Clinic  reviewed  the 
tissue  taken  for  biopsy  and  made  a diagnosis  of 
lymjjhocytic  lymphosarcoma.  As  f have  pointed 
out  previously,  stich  an  experience  is  common- 
jdace  in  such  situations  as  (1)  different  patholo- 
gists' rendering  different  diagnoses  on  the  basis 
of  study  of  the  same  biop.sy  material,  (2)  the  same 
pathologist's  arrival  at  such  diagnoses  as  “in- 
flammatory,’’ “hyperplastic”  and  “malignant 
lymphoma”  on  the  basis  of  study  of  lymph  nodes 
from  different  areas,  (3)  results  of  successive 
biopsies  which  yield  data  sitggesting  a changing 
character  of  the  disease,  such  as  an  initial  diagno- 
sis of  “Hodgkin’s  paragranuloma”  followed  by 
one  of  “Hodgkin's  lymphoma”  followed  by  one 
of  “reticulum  sarcoma.”  Let  such  experiences  not 
dismay  you! 

After  a general  examination  and  the  usual 
laboratory  studies,  roentgen  therapy  was  adminis- 
tered to  all  the  peripheral  node-bearing  areas  and 
the  patient  was  advised  to  return  a month  later 
Icjr  re-examination. 

Wdien  she  returned  to  the  Afayo  Clinic  in  No- 
vember, 1956,  the  patient  said  that  the  lympha- 
denopathy had  decreased  considerably  imme- 
diately after  the  roentgen  therapy,  but  that  the 
glands  again  were  enlarging.  At  the  time  of  the 
visit  in  1956  the  patient  also  had  generalized 
urticaria  and  pruritus  which  had  developed  after 
she  had  taken  a pre,scribed  traiujuilizer.  This 
patient  gave  a long  history  of  sensitivity  to  var- 
ious inhalants,  liver  extract,  medications  and 
other  agents,  as  do  .so  many  afflicted  with  the 
“mesenchymal  dyscrasias.'’  She  again  received 
roentgen  therapy  to  the  node-bearing  areas. 

f wo  months  later  (January,  1957)  she  was  seen 
again;  some  small,  shotty  peripheral  nodes  were 
noted,  but  they  were  considered  to  be  insignifi- 
cant. f he  jxatient  was  feeling  very  well. 

I he  patient  returned  about  every  3 months  for 
re-evaluation.  No  change  in  her  condition  w'as 
noted  until  February,  1958,  at  which  time  she 
was  admitted  to  the  hospital  because  of  extensive 
petechiae  on  the  legs,  arms  and  trunk,  numerous 


ecchyniotic  areas  of  the  skin  and  severe  epistaxis 
which  had  begun  just  before  hospitalization. 
Acute  thrombocytopenic  purpura  (platelet  count, 
28,000)  was  responsible  for  the  later  state.  Physi- 
cal examination,  except  tor  disclosing  the  marked 
purpura,  produced  nothing  remarkable;  labora- 
tory studies  revealed  only  thrombocytopenia.  In 
view'  of  this  history  of  recurring  lymphade- 
nopathy, exhaustion  and  vague  general  malaise 
now'  complicated  by  acute  thrombocytopenic 
purpura,  L.E.-ccll  preparations  were  made.  Typi- 
cal L.E.  cells  were  found  in  all  the  preparations. 
An  electrophoretic  pattern  of  the  serum  proteins 
was  made  for  the  first  time;  it  indicated  mild  ele- 
vation of  gamma  globulins,  the  rest  of  the  pat- 
tern being  normal. 

This  was,  then,  a patient  who  had  experienced 
multiple  sensitivities  or  allergies  follow'ed  by 
lymphocytic  lymphosarcoma  and  then  acute 
thrombocytopenic  purpura  (“l.T.P.”)  and,  fi- 
nally, the  presence  of  the  L.E. -cell  phenomenon. 
In  other  w'ords,  four  acceptable  clinical  entities 
had  been  present,  all  ctf  which  I believe  w'cre  re- 
lated as  “differentiated  mesenchymal  dyscrasias.” 
Steroid  therapy  produced  very  prompt  remission 
of  the  purpura. 

This  patient  always  had  been  very  active;  in 
addition  to  her  pursuits  as  a wife  and  a mother, 
keeping  uj)  her  own  home,  she  taught  school  in 
a small  country  schoolhouse  heated  w'ith  an  oil- 
burning space  heater  during  the  winter,  operated 
a “frozen-custard”  type  of  refreshment  stand 
throughout  the  summer,  with  the  consequent  ex- 
posure to  insecticides  and  automobile  exhaust 
fumes  w'hich  this  w'ould  entail,  led  the  choir  in 
her  church  and  carried  on  multiple  other  activi- 
ties. The  ))atient  was  advised  to  abandon  all  these 
responsibilities  and  to  obtain  adequate  rest,  and 
to  treat  herself  as  if  she  had  systemic  lupus  erythe- 
matosus. Ellis  stringent  program,  including  pro- 
tection from  the  sun's  rays  because  of  mild  sensi- 
tivity, W'as  not  easy  to  maintain  but  she  succeeded 
and  did  very  well,  relying  upon  a minimal 
amount  of  steroids  to  supplement  the  program. 
However,  it  was  found  that  w'hen  she  reduced 
the  dose  of  methyl  prednisolone  (Afedrol)  to  zero, 
petechiae  began  to  appear  and  the  number  of 
platelets  became  low'  again.  It  w'as  also  noted 
that  if  she  w'as  too  active  additional  amounts  of 
steroid  w'ere  required.  How'cver,  by  avoiding 
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excesses,  she  luul  l)eeii  al)le  lo  control  her  condi- 
tion nniil  the  time  ol  this  re|)ort  relatively  well 
with  2 mg.  ol  methyl  prednisolone  oi  the  ecpiiva- 
lenl  taken  twice  daily. 

In  January,  Idhl,  I again  saw  this  jtatient.  .\t 
that  time  the  mesenchymal  clyscrasia  was  in  its 
most  inteiesting  phase.  A short  time  previously 
the  axillary  lymj)h  nodes  had  enlarged  progres- 
sively, but  she  complained  ol  no  new  or  asso- 
ciated dillicnlties,  and  no  other  peripheral 
adenopathy  teas  present.  1 here  was  no  spleno- 
megaly. 1 cpiestioned  her  careltilly  about  her  his- 
tory; she  said  she  had  been  using  a new  under- 
arm deodorant  lor  a iew  months  prior  to  this 
visit,  but  she  did  not  relate  the  use  ol  this  agent 
to  the  recurrent  lymphaclenopathy. 

My  attention  teas  captured  by  the  possibility  ol 
that  what  had  developed  might  be  a localized 
recurrence  ol  the  lymphocytic  lymphosarcoma, 
and  1 urged  her  to  allow  sections  ol  axillary 
lymph  nodes  to  be  taken  Icn  biopsy.  She  agreed, 
and  the  resulting  report  Iroin  the  surgical  path- 
ologist verilied  the  diagnosis  ol  lymphocytic 
lymphosarcoma.  It  should  be  noted  that  at  this 
time  results  ol  an  intpiiry  lor  the  L.E.-cell  phe- 
nomenon were  negative,  as  were  those  ol  the  rest 
ol  the  laboratory  studies,  although  she  had  been 
using  only  2 mg.  ol  methyl  prednisolone  twice 
daily  with  her  “protective  program.” 

Eor  the  sake  ol  scientilic  observation  I urged 
that  the  patient  not  receive  any  roetitgen-ray 
therapy  to  the  axilla  but  that  she  simply  stop  use 
ol  the  deodorant  in  cjuestion.  Since  she  is  most 
cooperative,  she  agreed  to  do  this.  Correspond- 
ence six  months  later  advised  me  that  her  condi- 
tion continued  to  remain  about  the  same;  the 
axillary  nodes  at  that  time  were  perhaps  a little 
smaller  than  they  had  been,  and  there  was  no 
additional  lymphaclenopathy. 

Case  11.— An  18-year-old  college  student  Irom 
a medical  lamily  was  relerred  to  me  in  June, 
1956,  because  ol  a diagnosis  ol  Hodgkin  s disease 
which  had  just  been  established  by  biopsy  ol  sec- 
tions Irom  cervical  lymph  nodes.  In  the  late  lall 
ol  1955  the  patient  had  noted  enlargement  ol  a 
mastoid  node  on  the  lelt;  the  enlargement  did 
not  seem  to  change  during  the  winter,  but  in  the 
late  spring  it  became  progressively  greater  until 
the  time  it  was  removed  along  with  a small  satel- 
lite node. 


IMiysical  examination  was  done  in  June,  1956. 
The  patient  was  well  developed,  with  no  physi- 
cal altnormalities.  Specilically,  neither  peripheral 
lymphaclenopathy  nor  hepatosplenomegaly  w’as 
present.  Results  ol  laboratory  studies  also  were 
negatice  or  normal,  except  as  nerted  below.  Our 
pathologists,  alter  exaniinaticm  ol  sections  of 
lymph  nodes,  agreed  that  the  ccmditictn  at  hand 
was  Hodgkin’s  paragranuloma. 

Initially  this  patient's  history  seemed  entirely 
unremaikable  and  noncontributory.  .Still,  there 
was  a strcjiig  history  ol  vascjnmtor  rhinitis  and 
chronic  sinusitis,  with  almost  continuous  dilli- 
culties  throughout  the  previous  winter.  This  boy 
was  attending  a college  in  a geographical  area 
subject  to  much  change  in  temperature  and 
weather,  a typical  situation  lor  the  chronic  ag- 
gravation of  vasomotor  rhinitis  and  associated 
sinusitis.  Roentgenograms  revealed  thickened 
membranes  in  both  maxillary  antra,  as  well  as  in 
the  right  ethmoid  and  the  frcjntal  sinuses. 

Examination  of  the  ears,  nose  and  throat 
showed  the  septum  to  be  somewhat  deviated;  the 
anterior  ends  of  the  midturbinate  processes  were 
pale  and  somewhat  polypoid,  suggesting  an  aller- 
gic nasal  membrane.  The  tonsils  were  enlarged; 
plugs  were  present  and  a small  amotint  of  ade- 
noidal tissue  was  seen.  Since  nothing  had  been 
noted  in  roentgenograms  of  the  sinuses  or  during 
nasal  examination  to  suggest  active  infection  to 
the  otorhinolaryngologist,  no  therapy  was  recom- 
mended. 

It  .seemed  to  me  that  the  condition  of  the  up- 
per part  of  the  respiratory  tract  might  be  an  im- 
portant etiologic  lacten  in  the  lymphoma,  and  so 
I had  material  from  the  nasopharynx  cultured. 
The  result  was  demonstration  of  an  indetermi- 
nate type  of  Neisseria,  a green-producing  strepto- 
coccus ami  a nonhemolytic  type  of  streptococcus. 
These  organisms  were  isolated  and  a vaccine  of 
the  killed  ttrganisms  was  made  from  each  type  for 
skin  tests.  (I  might  say  that  I have  done  this  in 
many  cases  of  lymphoma.)  The  restilts  were;  (1) 
the  control  test  yielded  no  reaction;  (2)  the  test 
done  with  vaccine  made  from  Neisseria  organisms 
produced  a 4-by-7  cm.  reddened,  indurated  reac- 
tion which  was  graded  as  4 on  a basis  of  1 to  4;  (3) 
the  vaccine  made  from  the  nonhemolytic  type  of 
streptococci  produced  a grade  3 to  4 reaction  con- 
sisting of  a zone  2 cm.  in  diameter,  heavily  in- 
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(lurated  and  reddened;  and  (4)  vaccine  made  from 
the  green-producing  streptococcus  caused  a zone 
4 by  6 cm.  which  was  indurated  and  red  and  was 
graded  4. 

I made  a number  of  suggestions  to  this  boy 
and  to  his  parents. 

First,  I recommended  that  he  leave  the  col- 
lege and  the  geographic  area  in  which  he  was 
subject  to  so  much  infection  of  the  upper  part 
of  the  respiratory  system  and  attend  a school 
in  a warmer  climate.  This  was  done. 

Second,  1 advised  that  any  upper  respiratory 
infections  which  did  occur  be  treated  promptly 
by  rest  in  bed  and  appropriate  but  cautious  anti- 
biotic therapy. 

Third,  I counseled  the  patient  to  protect  him- 
self from  the  changes  in  temperature  which  cause 
difficulties  in  people  afflicted  with  vasomotor 
rhinitis,  and  to  avoid  other  irritating  agents. 

Fourth,  I recommended  that  he  receive  a course 
of  roentgen-ray  therapy  to  the  local  area  from 
which  the  tissue  for  biopsy  had  been  obtained. 

Fifth,  I suggested  that  he  avoid  other  agents, 
and  especially  the  hydrocarbons,  which  I dis- 
cussed with  him. 

All  these  suggestions  were  carried  out.  Dur- 
ing the  ensuing  year  he  had  no  difficulties  and 
no  recurrence  of  the  lymphadenopathy.  Results 
of  periodic  examinations  conducted  at  home 
during  that  year,  as  well  as  my  findings  when 
I saw  him  again  in  1957,  were  entirely  satisfac- 
tory; the  sedimentation  rate  was  normal  and  a 
roentgenogram  of  the  thorax  disclosed  nothing 
of  significance.  After  that  time  he  continued  to 
follow  the  suggestions  of  the  programs  outlined 
above;  he  was  periodically  examined  by  his  local 
physicians  and  at  the  time  of  this  writing  (Oc- 
tober, 1961)  nearly  Si/o  years  after  the  original 
biopsy,  he  had  had  no  recurrence  of  Ffodgkin’s 
disease  and  continued  to  maintain  himself  very 
well  indeed. 

Case  12.  A housewife  28  years  old  had  been 
seen  on  numerous  occasions  at  the  Mayo  Clinic, 
but  in  January,  1961,  she  returned  requesting  a 
general  examination  because  of  persistent  fatigue 
and  vague  malaise.  Results  of  a general  physical 
examination  were  not  remarkable,  but  laboratory 
studies  revealed  definite  neutropenia.  The  value 
for  hemoglobin  was  12.8  gm.  per  100  cc.  of  blood; 
the  percentage  of  reticulocytes  was  1.2;  erythro- 
cytes numbered  4,040,000  and  leukocytes  3600, 


per  cubic  millimeter  of  blood;  in  the  differential 
count  of  leukocytes,  lymphocytes  amounted  to 
43.5  per  cent;  monocytes,  12.5  per  cent;  neutro- 
phils, 43.0  per  cent;  and  eosinophils,  1.0  per  cent. 
Platelets  amounted  to  189,000  per  cubic  milli- 
meter of  blood. 

This  patient  had  lived  with  her  husband  on  a 
farm  which  he  had  worked  actively  until  a few 
years  prior  to  the  visit  in  question.  An  industrial 
job  for  the  husband  proved  to  be  more  profitable 
for  the  family  than  the  proceeds  from  the  farm, 
and  the  farm  no  longer  was  worked.  Members 
of  the  family  still  lived  in  the  farmhouse,  but 
carried  out  no  farming  operations.  Significantly, 
however,  this  abandonment  of  active  farming  per- 
mitted the  patient  to  devote  more  time  to  tasks 
in  the  house,  and  she  had  refinished  an  old  desk 
as  well  as  some  other  pieces  of  furniture  during 
the  summer  of  1960.  She  said  she  had  not  felt 
well  in  the  4 or  5 months  since  she  had  done  this 
work.  The  refinishing  of  course  involved  the  use 
of  varnish  removers,  wood  fillers,  stains  and  var- 
nish or  paint.  The  patient  was  advised  to  avoid 
all  additional  exposures,  the  types  of  which  were 
discussed  with  her.  Six  months  later  there  were 
no  new  developments  and  the  results  of  studies 
of  the  blood  were  almost  identical  to  those  of  the 
previous  visit.  It  is  of  interest  to  note  that  the 
son  of  a sister  of  the  patient,  a child  4 years  old, 
recently  died  of  leukemia. 

This  patient’s  problem,  as  well  as  those  in  the 
few  cases  to  follow,  raised  the  very  real  question 
as  to  what  extent  the  physician  may  carry  his 
counsel,  when  his  advice  might  mean  changing 
their  occupations  and  hobbies,  dwelling  in  dif- 
ferent climates,  avoiding  various  types  of  expos- 
ure on  a farm  or  the  smog  in  a city,  on  the  basis 
of  the  possible  development  of  a so-called  dread 
disease  when  only  suggestive,  but  not  diagnostic, 
signs  are  present.  Personally,  I judged  that  I was 
fully  justified  in  advising  this  young  woman  to 
avoid  future  exposures  to  the  various  hydrocar- 
bons and  other  agents  which  might  be  detrimental 
to  her.  My  opinion  was  and  is  that  in  view  of 
the  leukopenia,  her  sense  of  ill  health  and  the 
family  history  of  leukemia,  she  should  avoid  such 
exposures  and  be  unusually  cautious  in  the 
future. 

Case  13.  In  this  case  the  situation  was  similar 
to  that  of  the  preceding  case  in  that  nothing  very 
definite  was  present,  but  I think  that  the  po- 
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tcMitials  ol  clillidiliics  in  llic  luturc  arc  very  real. 
.\  l)()\  l(i  vear.s  old  \vas  liroiigiit  to  the  Mayo 
(dinic  In  his  mothei  in  Deteinlter,  IDhO,  because 
ol  (ei\i(al  1\ mpliadenopalhy  that  had  persisted 
lor  the  two  months  prior  to  the  visit.  The  his- 
tory ol  this  patient  suggested  an  attack  ol  rheu- 
matic lever  in  IDaS  when  he  Avas  13  years  old.  At 
that  time  the  sedimentation  rate  had  been  high, 
;ind  ciiltnre  ol  material  Irom  the  throat  had  dem- 
onstrated streptococci.  I'lie  patient  had  gone  to 
bed  and  antibiotic  therapy  eras  carried  out.  riiere 
.seemed  to  ha\e  been  no  cnidence  ol  the  subse- 
cpient  development  ol  rheumatic  endocai (litis. 

Physical  examination  disclosed  bilateral,  dis- 
crete, cervical  lymphadenopathy  which  appeared 
to  me  to  have  no  explanation  in  the  data  Irom 
examinations  ol  the  ears,  nose  and  throat.  The 
sedimentation  rate  was  normal;  erythrocytes 
numbered  5, 300, 000  and  leukocytes  7500  per 
cubic  millimeter  ol  blood;  the  value  lor  hemo- 
globin was  13.7  gm.  per  100  cc.  ol  blood;  in  the 
dillerential  count  ol  the  leukocytes  the  percent- 
age ol  lymphocytes  was  41;  ol  monocytes,  6.5;  of 
neutrophils,  17;  and  of  eosinophils,  5.  Occasional 
late  myelocytes  were  noted.  I suggested  that 
biopsy  ol  tissue  Irom  one  of  the  lymph  nodes 
would  be  fully  justified,  and  the  patient  and 
mother  agreed.  A cervical  node  was  removed  for 
this  purpose  and  the  diagnosis  of  “follicular  hy- 
perplasia” was  made  by  the  pathologist.  As  1 
have  noted  previously,  “follicular  hyperplasia”  is 
a diagnosis  very  commonly  made  for  many  pa- 
tients who  later  come  to  have  persistent  lym- 
phadeno|rathy  cvhich  subse([uently  becomes  defi- 
nite, malignant  lymphoma  proved  by  biopsy. 

,\s  1 ha\e  said,  1 am  never  reassured  by  the 
diagnosis  ol  "inflammatory  lymph  node”  or  “hy- 
perplastic lymph  node”  or  “follicular  hyper- 
plasia,” and  1 am  increasingly  suspicious  of  such 
terms. 

Hence,  1 sought  a cause  for  the  lympha- 
denopathy in  this  case.  Questioning  the  mother, 
1 learned  that  she  had  had  professional  extermi- 
nators come  into  the  house  because  of  an  in- 
festation ol  moths  in  the  wall-to-wall  carpeting. 

lindane  vaporizer  had  been  installed  and  was 
used  to  fumigate  the  room  with  lindane  vapors 
throughout  the  summers  of  1959  and  1960.  This 
boy’s  persistent  lymphadenopathy  had  developed 
in  the  fall  ol  1960,  when  the  fumigator  was  still 


in  use.  Ai  the  time  1 suggested  no  other  treat- 
ment that!  removal  ol  the  liiidatie  vapoii/et. 

I saw  the  patient  itt  Febritary,  1961,  two  months 
hiter.  At  that  time  the  lymphadenopathy  had 
almost  disappeared.  So  far  as  1 ktiow,  he  has  had 
no  lecurrence.  My  view  is  that  the  condition  of 
this  boy  will  have  to  be  watched  carefully  in  the 
luiure  and  that  he  will  have  ter  he  jjrotected  from 
variable  exposures.  Cionsideration  will  have  to 
be  given  to  the  type  of  work  the  patient  does, 
and  any  occupation  or  profession  he  might  wish 
to  select  as  a life's  work  should  be  studied  care- 
fully .so  that  he  may  be  protected  from  additional 
insult  which  might  result  in  a full-blown  lympho- 
ma or  other  type  of  blood  dyscrasia.  1 believe  I 
am  justified  in  discussing  a situation  of  this  sort 
with  both  the  patient  and  his  parents:  the  choice 
as  to  what  course  of  action  they  wish  to  follow 
then  remains  with  them. 

1 he  next  tevo  cases  represent  gratuitous  discov- 
eries such  as  are  commonly  made  during  the 
routine  performance  of  general  examinations.  In 
these  instances  executives  of  companies  who  come 
to  the  Mayo  Clinic  yearly  for  such  purposes  were 
being  examined. 

C.ASE  I f.  An  industrial  supervisor  was  largely 
involved  in  the  handling  of  diesel  engines  and 
tints  had  been  exposed  ter  much  diesel  fuel  during 
the  years  before  he  was  examined  at  the  clinic. 
To  the  time  of  this  report  we  had  examined  him 
for  4 consecutive  years.  At  each  examination  he 
had  leukocytosis  in  which  the  total  number  of 
leukocytes  ranged  between  12,000  and  15,000  per 
cubic  millimeter  of  blood,  but  the  differential 
determination  of  the  leukocytes  was  normal.  Re- 
sults of  other  laboratory  studies  and  of  a physical 
examination  were  well  within  normal  limits. 

It)  letiospect,  the  foiegoing  hematologic  aspects 
have  not  beeti  uncommon  in  some  instances  of 
chronic  myelogetious  leukemia  after  careful  re- 
view of  the  histoiy  and  after  reconsideration  of 
the  data  from  jnevioits  blood  coitnts.  Certainly, 
it  is  not  unusual  to  find  such  unexplained,  ab- 
normal hematologic  observations  as  precursing 
characteristics  of  a more  serious  future  condition 
of  the  blood.  In  addition  to  the  4-year  presence 
of  unexplained  leukocytosis,  unexplained  acute 
syncjvitis  involved  one  of  the  knees  of  this  patient 
in  1949,  and  it  is  entirely  conceivable  that  this 
manifestation  may  well  have  reflected  an  ab- 
normal mesenchymal  leaction  associated  to  some 
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tlegree  with  his  exposure  to  the  various  petroleum 
tlistillates  with  wliich  he  worked.  My  counsel 
was  that  he  avoid  future  contacts  with  the  diesel 
fuels  and  other  hydrocarlKtns. 

Case  15.  This  patient  is  another  executive 
who  came  to  the  Mayo  Clinic  for  an  annual  physi- 
cal examination.  Although  there  were  no  abnor- 
mal physical  findings,  the  value  for  hemoglobin 
was  13.2  gm.  per  100  cc.  of  blood;  letikocytes 
numbered  7000  per  cubic  millimeter  of  blood; 
a differential  count  of  the  leukocytes  showed  the 
percentage  of  lymphocytes  to  be  31 ; of  monocytes, 
12;  of  neutrophils,  47;  of  eosinophils,  9;  and  of 
basophils,  1.  This  hematologic  condition  of  mild 
absolute  neutropenia  and  monocytosis  with 
eosinophilia  in  a person  with  no  obvious  illness 
is  not  usual.  Careful  questioning  disclosed  that 
during  the  week  end  before  the  patient  came  to 
the  Mayo  Clinic  he  had  had  considerable  expos- 
ure to  paint  in  his  home,  and  that  actually  he  had 
become  so  ill  that  he  had  been  forced  to  stop  his 
painting  activities.  In  my  opinion  a person  of 
this  type  certainly  should  be  warned  that  in  the 
presence  of  such  a reaction  to  paint  and  the  var- 
ious solvents  involved  in  painting  he  should  use 
unusual  precatuions,  since  repeated  exjtosures 
and  reactions  of  the  type  rejjorted  are  \'ery  com- 
mon preliminaries  to  the  appearance  of  many  a 
fatal  leukemia  or  lymphoma. 

Comment 

In  closing,  let  me  reiterate  that  the  patient  as 
an  individual  is  still  very  much  with  us,  and  that 
within  the  categories  of  states  1 have  described, 


his  own  individual  problem  of  leukemia,  lympho- 
ma, or  collagen  disease  is  his  immediate  vital 
concern.  Consequently,  when  he  presents  himself 
and  his  problem  to  tis  as  individual  physicians,  his 
problem  becomes  our  problem,  and  no  founda- 
tion, no  endowed  institute,  no  medical  center 
is  going  to  take  our  place  or  rightfully  assume 
our  responsiltility.  1 believe  very  strongly  that 
no  one  is  in  a better  position  to  help  such  a pa- 
tient than  his  own  conscientious  physician.  If 
rapport  has  been  good  between  the  physician 
and  the  family  of  the  patient,  that  physician  has 
had  the  unitpie  ojjportunity  to  know  much  about 
that  patient's  family  history,  his  personal  devel- 
opment and  accomplishments,  his  shortcomings, 
the  condition  of  his  work  and  the  community  in 
which  he  lives.  In  short,  such  a physician  has 
facts  about  his  patient's  heredity  and  environ- 
ment which  no  one  else  possesses,  and  if  he  ap- 
praises and  applies  this  knowledge  wisely,  he  is 
in  a position  to  do  more  for  his  patient  than  any- 
one else  can  do.  Of  course,  any  physician  can  seek 
consultation  and  advice,  but  he  must  continue  to 
fulfill  his  responsibility  and  to  share  it  only  with 
discretion. 

1 therefore  reiterate  my  fundamental  thesis, 
which  is  that  in  spite  of  the  complexities  of  con- 
temporary medical  practice  and  all  the  specialties 
of  medicine,  every  patient  still  recpiires  individ- 
ual management  and  guidance.  1 hope  I have 
made  it  clear  that  this  thesis  applies  to  manage- 
ment of  the  blood  dyscrasias— this  is  the  art,  as 
well  as  the  science,  of  hematology. 
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Fig.  1.  Case  1.  Initial  roentgenogram  of  the  thorax 
made  on  January  23.  19.57. 


k.  A 

Fig.  2.  Case  1.  Roentgenogram  of  the  thorax  made  on 
Jime  4,  1957. 


Fig.  3.  Ciase  1.  Roentgenogram  of  the  thorax  made  on 
December  24.  1958.  at  the  time  of  electroshock  therapc. 


k.  A 

Fig.  4.  Case  1.  Roentgenogram  of  the  thorax  made  on 
June  15.  1961. 
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AN  ADDRESS  ON  OPERATION  PLOWSHARE^ 


Dr.  Edward  L,  Teller 

Professor  of  Physics-ot-Lorge,  University  of  California 
and  Associate  Director,  "Operation  Plowshare", 
iawrence  Radiation  Laboratory 

SOUTHWEST  SEMINAR  ON  MANAGEMENT 
AND  USES  OF  NUCLEAR  ENERGY 
August  30-31,  1961, 
Hot  Springs  National  Park,  Arkansas— 


MR.  ROCKEFELLER: 

Latlies  and  gemlemen,  I have  a lieavy  heart 
this  afternoon  because  our  seminar  is  coming 
lo  a close.  I think  that  we  here  in  this  room  are 
an  expression  of  the  fact  that  this  seminar  has 
been  particularly  stimulating  to  all  of  us.  And, 
so  it  is  with  regret  that  I realize  that  this  after- 
noon our  conferences  are  going  to  stop  and  we 
are  not  going  to  have  further  oijportunity  to  talk 
“shop",  you  can  call  it,  with  the  distinguished 
people  who  have  served  at  this  conference. 

Our  speaker  today  at  lunch  is  a man  that  cer- 
tainlv  needs  no  introduction.  Dr.  Edward  L. 
'I'eller.  However,  I am  going  to  presume  upon 
my  role  as  Chairman  of  this  conference  to  say  a 
few  w'ords  about  Dr.  I’eller. 

■Some  of  you  may  have  read  or  heard  or  specu- 
lated about  a series  of  studies  that  were  under- 
taken by  the  Rockefeller  Brothers  Fund.  Lite 
Rockefeller  Brothers  Fund  put  together  a panel  of 
people  who  coidtl  evaluate  what  is  going  on 
around  us.  In  putting  together  that  panel  it  was 
not  necessarily  a tjuestion  of,  do  all  of  the  panelists 
agree  wdth  any  of  the  ideas  that  any  one  of  us  five 
brothers  might  have.  This  is  a panel  to  evaluate 
and  to  speak  out  in  terms  of  what  the  individual 
members  of  the  panel  felt  about  the  world  sit- 
uation. It  ranged  from  Defense  to  economic  edu- 
cation, a vast  field.  In  putting  together  this 
relatively  small  panel,  the  Rockefeller  Brothers 
invited  Dr.  Teller  to  serve  as  one  of  the  panelists. 
Dr.  Teller  and  1 have  been  talking  back  and  forth 
here  today  at  lunch  and  we  agree  that  in  putting 
together  the  panelists  we  did  not  always  agree 
wdth  everything  they  all  said,  and  I am  sure  that 
Dr.  Teller,  in  talking  and  working  with  the  panel 

*Iuiroductory  Remarks  by  Winthrop  Rockefeller,  Seminar  Chair- 
man and  Chairman  The  Arkansas  Industrial  Development  Com- 
mission. 


found  that  he  did  not  alw^ays  agree  wdth  them 
about  what  they  said. 

But  the  important  thing  was  to  get  active 
minds,  curious  minds  w'orking  together.  And, 
when  you  think  of  Dr.  Teller  you  think  of  an 
active  mind,  of  a curious  mind,  of  a mind  with 
the  courage  to  express  wdtat  he  thinks.  1 am  so 
happy  to  have  Dr.  Teller  here  today— because  of 
the  close  family  relationship  that  has  developed 
over  the  jiast  lew'  years.  1 know  him  well  enough 
to  know  that  you  are  all  going  to  find  today  that 
Dr.  Teller  has  been  concerned  with  the  morning 
news.  I think  Dr.  Teller  will  probably  want  to 
comment  on  the  morning  news.  Dr.  Teller  will 
speak  from  his  heart.  He  wdll  say  wdiat  he  be- 
lieves and  I know.  Dr.  Teller,  that  we  are  extra- 
ordinarily fortunate  to  have  you  here  on  this 
particidar  occasion  to  express  your  comments 
and  views  to  the  gathered  group  and  to  the  radio 
audience. 

■So,  without  further  adieu,  ladies  and  gentle- 
men, 1 present  to  you  Dr.  Edward  L.  'Feller. 

DR.  TELLER: 

Mr.  Rockefeller,  thank  you  very  much  for  your 
gracious  words.  Ladies  and  gentlemen,  I am 
indeed  proud  that  I have  served  on  this  panel 
where  1 learned,  and  all  of  us  learned,  a very  great 
deal  from  each  other.  Througout  the  discussion 
in  which  we  tried  to  look  into  the  next  ten  years, 
we  realized  that  the  survival  of  our  country  and 
the  survival  of  the  free  w'orld  is  at  stake;  that  we 
need  strong  and  imaginative  leadership  if  we 
want  to  stay  alive.  This  is  clearer  today  than  it 
ever  has  been. 

I want  to  talk  to  you  about  the  topic  of  dis- 
covery, about  nuclear  energy  and  its  uses.  You 
have  heard  many  wonderful  things  about  the 
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many  (niislaiulin»  acaoinpli.shmeius  ol  llic  last 
two  (Uaadt's.  I'licsc  actoinplislimenls  w’C  have 
gained  under  an  outstanding  leadership  in  W'ash- 
ington. 

Hut,  with  all  that,  1 have  to  tell  you  that  the 
great  head  st;ut  we  had  in  1915  over  the  rest  ol 
the  world  in  atomic  energy  matters,  is  no  more. 

\\hy?! 

1 will  tell  you  something  about  my  own  per- 
sonal experience.  Eoriy  years  ago  when  I w'as 
considerahly  younger  and  cpiite  a hit  smaller,  I 
liked  to  read  science  fiction.  My  favorite  author 
was  Jules  \'erne.  1 no  longer  read  science  fiction. 
This  is  not  hecause  I have  become  particularly 
more  wise  or  clever.  Science  fiction  has  changed. 
A\’hen  I was  young,  science  fiction  said,  “How 
wonderful!!”  d'oclay,  science  fiction  says,  “How 
horrible! ! !” 

Our  greatest  clanger,  our  greatest  reason  whv 
we  did  not  make  enough  progress  is  fear.  We  are 
afraid  of  the  power  which  man  now  holds  in  his 
hands. 

.My  main  topic  today  is  fear.  I'he  first  time 
I ran  itito  this  tear  rvas  a little  more  than  ten  years 
ago  when  the  necessity  aro.se  that  we  w'ork  on  the 
Hydrogen  Bomb.  .\t  that  time  the  fear  of  many 
of  my  outstanding  and  conscientious  colleagues 
had  almost— had  almost— persuaded  our  govern- 
ment not  to  go  ahead  with  the  Hydrogen  Bond). 
In  their  alarm  they  said  things  they  never  should 
have  said.  They  said,  for  instance,  a Hydrogen 
Bond)  could  not  he  built.  They  were  wrong  be- 
cause they  were  afraid. 

Eortunately  w’e  were  permitted  at  that  time 
to  go  ahead  and  for  the  time  being  the  United 
States  retained  its  leadership.  One  of  the  many 
consecjtiences,  I w’oidtl  say  the  most  psychological 
consecpience  of  this  progress  was,  that  we  became 
very  much  interested  in  the  peaceful  uses  of 
nuclear  fusion  energy  ...  a difficult  project 
W’hich  recjuired  containment  of  a very  hot  gas  in 
a strange  contraption  which  f like  to  call  a mag- 
netic bottle.  This  magnetic  bottle,  on  the  con- 
struction of  which  a great  future  energy  thrust 
depends,  unfortunately  turned  out  to  be  leaky 
again  and  again.  But,  I am  glad  to  tell  yon  that 
some  of  us  in  our  own  laboratory  and  ])robably 
other  people,  too,  are  beginning  to  find  somewhat 
more  leakproof  bottles  and  in  the  course  of  time, 
this  great  source  of  energy  will  be  available  to  all 
of  us.  Now’,  those  of  you  wdio  like  nuclear  re- 
actors, should  not  get  scared.  We  won’t  make 


t()m|)etition  until,  let  us  say,  the  year  2()9();  be- 
cause the  research  is  clillicidt  and  will  take  a 
little  time. 

Ehere  is  progress  all  around  us  and  some  of  this 
progress  we  have  not  completely  or  properly 
utili/ecl.  A lot  has  been  done  and  t|uite  a bit 
has  been  said  here  about  the  use  of  isotopes.  You 
know  1 can't  hel|)  mentioning  it,  yet  in  view’  of 
the  lallout  scare  — this  fear  again  — has  deterred 
many  ol  us  from  the  full  industrial  and  biological 
uiili/ation  of  radio  active  energy. 

^Ve  could  place  into  the  hands  of  educated 
farmers  radiation  sources  by  w’hich,  in  a reliable 
and  controlled  manner,  they  can  induce  muta- 
tions in  the  vegetables  and  animals  with  which 
they  ate  working.  In  millions  of  ex[)eriments 
they  can  then  do  what  no  laboratory  could  per- 
form — look  for  the  chance  occurrence  of  some- 
thing really  useful  in  the  biological  and  agricul- 
tural fields.  We  are  making  slow’  progre.ss  because 
W’e  are  afraid. 

Ladies  and  getitlemen,  I am  going  to  now  reticl 
a lew’  sentences  concerning  a topic  about  w’hich 
probably  not  all  ol  you  have  heard;  the  peaceful 
use  of  nuclear  explosions,  ("Project  Plowshare.”) 
These  sentences  say:  “Right  now’,  we  are  utilizing 
atomic  energy  lor  our  economic  needs,  in  our 
own  economic  interests;  w’e  are  razing  mountains, 
we  are  inigating  deserts,  w’e  are  cutting  through 
the  jungle  and  the  tundra,  w’e  are  spreading  life, 
happiness,  prosperity  and  w’elfare  in  plates  where- 
in the  human  footsteps  have  not  been  seen  for  a 
thousand  years.”  I am  not  cpioting  an  .American 
statement  from  the  year  1959;  I wish  1 were.  I 
am  cpioting  a statement  of  Mr.  Vishinsky  of  the 
year  19-19. 

In  the  year  195(3,  there  had  been  announce- 
ments of  several  explosions  in  China— the  biggest 
one— 9,200  tons  ol  TNT  in  Hankow(?)— the  an- 
nounced purpose  — uncovering  deep-lying  ore 
bodies  for  cheaj)  surface  mining  — cheap  strip 
mining. 

In  the  years  1957  and  1958  there  had  been  an- 
nouncements of  three  explosions  on  the  river 
Kolongo  near  the  Urals  for  diverting  this  river 
—again  with  explosives  amounting  to  thousands 
of  tons  of  TNT.  The  Russians  said  they  did  all 
this  w’ith  )ior)ual  high  explosives.  ^\'hen  w’e  said 
W’e  were  interested— will  you  please  show^  us— 
we  got  an  answer  which  even  I with  my  limited 
Russian  vocabulary  could  understand.  The  an- 
sw'er  W’as  “Nyet!” 
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W’e  therefore  “know”  that  these  explosions 
have  been  “conventional”  explosives  on  the  “good 
authority”  of  Russian  words  and  on  no  author- 
ity other  than  that. 

In  the  meantime,  we  have  gone  ahead  and  ex- 
jilored,  at  least  on  paper,  the  possibilities  of 
using  nuclear  explosives  for  peaceful  jmrjioses. 
\A'e  have  found  that  we  can  make  harbors  any- 
where in  the  world  at  a cost  we  used  to  pay  merely 
to  equip  a harbor.  We  can  make  water  fill  a 
canal.  \Ve  can  midtiply,  not  add  to— but  multi- 
ply — the  available  raw  material  supply  in  the 
most  essential  items  ol  coal  and  iron  throughout 
the  world.  In  other  words,  we  can  divert  rivers, 
make  them  flow  into  arid  regions  and  greatly  in- 
crease agricultural  capabilities. 

Yet,  our  administration  did  not  want  to  inter- 
fere with  the  discussions  in  Geneva,  and  told 
us  not  to  go  ahead  with  these  plans.  So,  we  are 
still  waiting. 

There  are  many  other  possibilities  in  “Plow- 
share”—some  of  them  real— which  1 have  men- 
tioned—some  of  them  tlreams.  If  you  will  attend 
our  di.scussions,  which  will  start  at  2:15,  you  will 
hear  more  about  these  jtossibilities. 

But  if  the  Russians  shoidd  indeed  develop 
these  methods;  and  if  they  should  announce  the 
availability  of  these  methods  to  backward  coun- 
tries which  need  the  minerals  . . . which  need 
the  water  . . . which  need  the  means  of  trans- 
portation which  they  can  open  up,  they  will  have 
accomplished  a propaganda  advantage  which 
will  dwarf  Sputnik  and  an  economic  lever  equal 
to  a hundred  Aswan  dams. 

V\'e  have  not  done  that  . . . we  have  not  gone 
ahead  and  what  has  held  our  hand  was  fear. 

We  are  talking  about  the  future,  which  could 
be  bright.  But  the  future  will  not  exist  for  us 
unless  we  remain  strong  enough  to  defend  our- 
selves and  to  defend  the  free  world.  Power  today 
depends  on  the  basically  strongest  weapon— nu- 
clear explosives.  You  know  that  we  have  been 
wishing  and  dreaming  that  we  might  turn  back 
the  clock— that  we  might  .somehow  stop  the  de- 
velopment of  nuclear  weapons.  You  know  that 
this  wish  and  this  dream  today  looks  a little  dif- 
ferent after  Khruschev  has  announced  that  they 
can  and  will  test  nuclear  explosives  of  20  mega- 
tons or  50  megatons  or  100  megatons. 

I would  like  to  tell  you  a few  facts  relating  to 
nuclear  weapons  and  relating  to  the  nuclear 
moratorium.  I cannot  talk  about  the  future  with- 


out discussing  these  facts.  Because  the  future  do 
jiends— our  future  depends— on  our  wise  behavior. 

The  first  fact  relates  to  the  danger  of  an  all- 
out  war.  You  have  heard  words  and  these  words 
said  something  like  this:  “Man  holds  in  his 
mortal  hand  the  power  to  destroy  all  forms  of 
human  life.”  Let  me  tell  you  a fact.  These  words 
were  based  on  a misunderstanding— a misunder- 
standing that  has  to  be  cleared  ujr.  An  all-out 
nuclear  war— if  it  ever  comes— will  be  a dreadful 
thing,  but  it  will  not  destroy  all  form  of  human 
life.  i\/O.S’T  CERTAINLY  NOT! 

What  man  now  holds  in  his  hands  is  far  short 
of  what  would  endanger  all  human  life.  If  you 
try  to  indulge  in  fantasies  about  the  end  of  the 
world,  the  possibilities  are  many.  The  greatest 
danger  probably  would  arise  from  somebody 
really  going  to  work  on  bacteriological  warfare. 
As  far  as  the  known  facts  of  world-wide  radio- 
active fallout  is  concerned— because  that  is  the 
danger  to  which  the  quoted  words  refer— we 
do  know  tests  have  produced  the  fallout.  This 
fallout  can  be  clearly  shown  at  present  not  to  be 
dangerous.  But,  in  case  of  an  all-out  war,  fallout 
would  be  dangerous  in  certain  areas,  but  not 
throughout  the  whole  world. 

In  order  to  endanger  everyone  on  the  globe, 
one  would  have  to  explode  millions  of  megatons 
. . . millions  of  bombs  . . . each  one  carrying  a 
million  ton  equivalent.  Even  then  there  would 
be  methods  for  people  to  escape  if  they  but  tried 
seriously  to  escape.  Humanity  certainly  will  sur- 
vive an  all-out  war. 

Some  organization  with  enormous  efforts,  if 
it  had  billions  of  dollars  at  its  command  might 
invent  something  that  would  endanger  all  of  us. 
But,  in  order  to  do  so  it  would  have  to  depend 
not  on  winning  the  war,  not  on  defending  them- 
selves, not  on  power,  not  on  conquest  . . . these 
things  will  not  destroy  humanity.  It  can  be  done 
only  it  somebody  tries  to  do  just  one  thing  . . . 
destroy  all  humanity.  People  never  will  try  to 
do  it.  I think  even  if  they  try  they  will  not 
succeed. 

Although  an  all-out  war  will  not  destroy  hu- 
manity—an  all-out  war  very  easily  could  destroy 
the  United  States  and  could  destroy  the  free 
world  and  could  destroy  the  very  idea  of  human 
dignity.  This  could  happen,  because,  scared  by 
exaggerated  dangers  we  have  neglected  to  defend 
ourselves.  We  have  not  built  shelters,  we  have 
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iiol  doiu'  tlu'  things  that  {ould  save  us  and  that 
could,  by  the  very  lact  ol  out  delensive  slretigth, 
itisure  peace. 

Fact  \umbei  Otie— hnmatiity  will  survive,  but 
we  shall  sni\ive  only  il  we  delend  ourselves. 

Fact  tunnber  two  coiuertis  the  nuclear  test 
tnoratoriuin.  .Alter  matiy  years  ol  earelitl  discus- 
sion every  res})onsible  per.soti  is  tiow  agreed  that 
the  Russians  could  have  tested  all  alotig  duritig 
the  l;ist  three  yetirs  without  our  being  able  to 
detect  any  trace  ol  such  tests.  Furthermore,  every- 
one is  agreed  that  tests  up  to  reasonably  great 
sizes  could  continue  itito  the  indefinite  future 
secretly,  even  if  the  Russians  agreed  to  all  t:)ur 
demands— to  all  our  reasonable  proposals;  even 
then  they  could  continue  systematically  and  ef- 
lectively  to  cheat  on  the  test  ban.  This  situation 
will  continue  into  the  itulefinite  future  barring  a 
very  great  and  utiexpected  development  in  our 
ability  to  detect  the  tests. 

Fact  Xumber  I'hree— we  know  that  we  stopped 
nuclear  tests  almost  three  years  ago.  We  have 
nothing  but  the  statement  from  Russia  that  they 
have  not  tested  in  the  meantime.  Today,  we  are 
told  by  the  Russians  themselves,  that  they  want 
to  test  100  megatons.  This  sounds  like  a lot.  It’s 
not  much  bigger  than  what  we  had  and  what  we 
ha\’e  every  reason  to  know  that  they  have.  I 
think  the  statement  was  put  out  for  the  simple 
]nirpo.se  to  Irighten  us  and  w'e  have  given  every 
indication  that  we  can  be  frightened.  What  the 
statement  means  is,  that  if  the  Russians  are  so 
confident  in  saying  what  more  they  can  achieve, 
they  probably  by  now  have  accumulated  an  enor- 
mous amount  of  knowledge  and  there  is  every 
reason  to  believe  that  this  knowdedge  coidcl  have 
been  accumulated  by  their  steady  testing  for  the 
jrast  three  years.  AVe  doubt  our  knowledge.  If 
this  is  so.  and  I don't  know  whether  it  is.  but  if  it 
is  so,  then  by  now  instead  of  a missile  gap,  there 
exists  an  atomic  gajj  and  we  may  be  on  the  way 
of  becoming  a second-class  power. 

Now  you  may  have  heard  that  more  testing  is 
useless,  because  we  already  have  so  much.  I’he 
same  people  who  have  been  telling  us  that  the 
Hydrogen  Bomb  is  not  feasible  are  now  trying 
to  tell  us  that  further  development  is  not  im- 
portant. I can  assure  you  that  it  is.  By  further 
development  you  can  produce  a disparity  such 
that  a weaker  nation  when  attacked  lacks  even 


the  power  to  stiike  bac  k and  il  that  situation  ever 
shoidd  oc(  in , at  that  lime  our  Ireedom  would 
be  lost.  By  further  testing  one  can  tlevelop  tacti- 
cal weapons  of  the  greatest  possible  use  in  local- 
ized countries,  which  can  be  kept  localized  by  the 
old  and  time-honored  meihf)tl  of  restricting  the 
area  and  the  aims  of  the  countries.  Not  by  the 
senseless  procedure  of  trying  to  restrict  the  weap- 
ons. Because  w’hat  type  of  w'eapons  are  being  used 
is  very  hard  to  be  sure  about.  In  an  age  where 
the  technological  development  is  rapid  and  wdiere 
Khruschev  even,  20  months  ago,  has  boasted  that 
he  has  great  surprises  in  store  for  us.  If  there 
is  a great  surprise  it  wall  be  very  hard  having 
suflered  a defeat  in  a local  area  to  find  out  w’hat 
have  you  got. 

But  we  do  know  that  nuclear  w'eapons  are  the 
most  powerful  agent.  And,  we  know  that  if  we 
want  to  defend  our  owm  country,  if  w'e  w’ant  to 
defend  our  allies,  if  w'e  w'ant  to  be  able  to  respond 
to  each  aggression  with  the  proper  countermeas- 
ures on  the  same  scale  and  nevertheless  sufficient 
to  stop  aggression  if  w’e  want  to  tlo  all  that,  it  is 
necessary  that  w'e  be  {prepared. 

Ladies  and  gentlemen,  on  the  31st  of  October, 
195H,  we  stopped  the  development  of  our  most 
essential  strength.  In  the  meantime,  the  Russians 
may  have  made  giant  strides.  There  is  no  doidit 
that  the  hour  is  late,  I cannot  tell  you  how'  late 
it  is— I don’t  know'.  1 hope  and  I believe,  that  it 
is  not  yet  too  late  if  we  act  now  and  if  w'e  act 
with  determination  and  if  we  do  no  more  than 
acquire  more  knowledge. 

If  the  Russians  w'ant  to  test  a 100  megaton  in 
the  atmosphere,  this  will  add  to  the  fallout 
throughout  the  w'orld.  This  additional  fallout, 
like  the  past  fallout  wall  not  be  dangerous.  But 
we  tlo  not  need  to  make  such  big  tests,  because 
real  progress  does  not  consist  in  a big  bang.  Real 
progress  consists  in  added  know’ledge  and  we 
have  been  negligent  in  developing  this  atlded 
knowledge  of  our  nuclear  explosives  for  defense 
and  for  peaceful  purposes  to  increase  the  wealth 
of  the  w'orltl. 

If  we  are  willing  to  do  the  obvious  ...  to 
resume  testing  on  a reasonable  scale,  without 
much  fanfare,  but  doing  the  essential  things  with 
care  and  w'ith  diligence,  1 feel  sure  that  freedom 
will  survive. 

Thank  you  very  much. 
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because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheuma- 
toid symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only  part  of  a whole 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  the 
symptom  may  also  be  bad  for  the  patient. 


Unsurpassed  “General  Purpose’'  and  “Special  Purpose”  Corticosteroid,. . 

Outstanding  for  Short-  and  Long-term  Therapy 

0 


Triamcinolone  Lederle 


(Knee  Joint,  Left:  distal  end  of  femur;  Right;  proximal  end  of  tibia) 


ARISTOCORTis  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
disturbance  and  insomnia. 

ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 

Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indications, 
dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 


CLINICAL  AUDIOLOGY  ...  A NEW  SCIENCE 

H.  A.  Ted  Bailey,  Jr.,  M.D.*  and 
Frederick  N.  Martin,  M.A.** 


THE  CLOSE  OF  WoRi.i)  VV^AR  II,  problems 
concerning  evaluation  and  rehabilitation  of  vet- 
erans with  service  connected  hearing  impairment 
created  a neetl  for  the  develojiment  of  a new  para- 
medical prcjfession.  Out  of  this  need  grew  the 
science  of  hearing  known  today  as  Audiology. 

If  the  audiologist  were  to  render  a profession- 
al service,  it  was  obvious  that  his  education  must 
be  on  a professional  rather  than  a technical  level. 
Today  the  official  body  of  audiology  known  as 
The  American  Speech  and  Hearing  Association 
has  set  down  standards  of  clinical  competence 
which  many  colleges  and  graduate  schools  are 
able  to  meet.  The  audiologist’s  rec^uired  educa- 
tion and  training  in  the  modern  technicjues  of 
audiometric  examination  and  his  exjjosure  to  the 
fields  of  clinical  psychology,  acoustics,  and  elec- 
tronics made  his  services  to  the  otologist  in  the 
diagnosis  of  auditory  disorders  extremely  val- 
uable. 

For  many  years  the  |jure  tone  audiometer  was 
the  only  cjuantitative  means  of  measuring  hear- 
ing function.  This  instrument  is  still  an  inval- 
uable tool  in  the  clinician’s  armamentarium  and 
experience  in  its  use  has  revealed  many  interest- 
ing clues  to  auditory  pathology.  The  pure  tone 

•Head.  Division  of  Otolaryngology.  Department  of  Surgery,  Uni- 
versity of  .Arkansas  .School  of  Medicine. 

••Director,  Audiology  Department,  Bailey  Ear  Clinic,  1610  West 
Third  Street,  I.ittle  Rock,  Arkansas. 


audiometer  not  only  presents  a precise  measure- 
ment of  the  patient’s  hearing  acuity  for  tones 
by  air  and  bone  conduction,  but  also  demon- 
strates a variety  of  audiometric  configurations 
which  are  frequently  of  diagnostic  significance. 

Though  a great  deal  of  information  is  gained 
through  the  use  of  pure  tone  audiometers,  it  was 
apparent  that  the  additional  measurement  of  a 
])atient’s  ability  to  hear  and  understand  speech 
was  greatly  needed.  This  led  directly  to  the  de- 
velopment of  the  modern  speech  auditometer,  an 
instrument  which  makes  it  possible  to  measure 
the  patient’s  minimal  threshold  for  hearing 
sjteech,  and  his  ability  to  discriminate  the  sounds 
of  speech  which  are  presented  to  him  at  a com- 
fortable loudness  level. 

With  the  speech  and  pure  tone  audiometers, 
it  is  now  possible,  in  most  cases,  to  accurately 
determine  which  patients  are  candidates  for 
surgical  correction  of  their  hearing  loss  as  well 
as  to  test  the  post  operative  results.  These  tests 
also  assist  in  the  diagnosis  of  such  medical  con- 
ditions as  Meniere’s  disease,  noise  induced  loss, 
presbycusis  (loss  caused  by  age),  acoustic  neuri- 
noma, and  central  auditory  disorders. 

On  the  basis  of  the  above  described  tests  it  is 
usually  also  possible  to  determine  which  patients 
can  most  likely  derive  sufficient  help  from  a 
hearing  aid  to  justify  its  use.  Those  patients  who 
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appear  likely  to  receive  benelil  are  then  tested 
with  \arioiis  makes  and  models  ol  hearing  aids 
in  a sjiecial  testing  ehamher  in  order  to  iind  an 
aeeeptahle  instrument  in  terms  oi  sjjeech  recep- 
tion threshold,  discrimination  tests  in  cjniet  and 
in  the  presence  ol  hackgronnd  noise  and  tolerance 
lor  loud  sounds. 

llpon  com])letion  ol  these  tests,  which  consti- 
ttite  a hearing  aid  evaluation,  recommendations 
are  made  based  on  objective  hearing  tests,  pa- 
tient's subjective  responses,  psychological,  social 
and  vocational  needs,  and  medical  considerations. 
The  jratient  is  counseled  regarding  these  lind- 
ings,  and  it  a hearing  aid  is  indicated,  the  recom- 
mended aid  is  purchased  Irom  a local  authorized 
hearing  aid  dealer.  The  patient  is  carelully  re- 
minded ol  the  type  and  amount  ol  benelit  which 
he  may  hope  to  achieve  Irom  his  hearing  aid, 
which  helps  to  prepare  him  lor  the  problems  in- 
herent in  the  use  ol  a hearing  aid,  and  also  helps 
him  to  be  better  satislied  with  the  benelit  he 
does  receive.  With  the  introduction  of  such  new 
eejuipment  as  the  psychogalvanometer  ( an  in- 
strument which  measures  acuity  for  sound  based 
on  a conditioned  electrodermal  reflex),  it  is  now 
possible  in  many  cases  to  test  the  hearing  of  young 
children  or  others  who  either  cannot  or  will  not 
cooperate  fully  on  voluntary  audiometric  exam- 
inations. d hrough  such  instrumentation  we  have 
gained  great  insight  into  the  problems  of  non- 


organic  hearing  loss  (malingering  and  psycho- 
genesis). 

With  the  tlevelopment  of  new  surgical  tech- 
niejues  and  the  suhseejuent  increased  interest  on 
the  jKtrt  of  the  physician  iti  the  handicap  of  hear- 
ing, new  audiometric  technicjues  have  evolved 
anti  cotitinue  to  he  tleveloped  which  not  only  tell 
whether  the  patient  has  a conductive  or  sensori- 
neural (nerve  type)  loss  of  hearing  or  a composite 
of  the  two  (mixed)  hut  also  give  good  indications 
of  the  site  of  the  lesion  itself  (i.e.  midtile  ear, 
cochlea,  eighth  nerve,  brain  stem,  or  temporal 
cortex),  d'his  information  may  be  extremely  im- 
portant to  the  physician  in  making  his  diagnosis. 

The  function  of  the  autliologist  does  not  end 
with  his  part  in  the  diagnosis  of  the  hearing  im- 
pairment, especially  in  cases  where  the  disorder 
tloes  nt)t  lend  itself  to  surgical  or  medical  cor- 
rection. It  is  his  function  to  aid  the  hearing 
handicapped  patient  in  his  adjustment  to  his  total 
problem.  This  is  effected  by  the  practice  ol/or 
recommendations  for  auditory  retraining,  speech 
reading,  speech  conservation,  and  speech  and 
language  stimulation,  as  well  as  special  education 
for  the  hearing  handicapped  child. 

In  recent  years  it  has  become  increasingly 
more  apparent  that  clinical  audiology  plays  an 
integral  part  in  the  practice  of  otology  and  for 
this  reason  more  and  more  modern  ear  clinics 
are  appointing  professional  audiologists  as  staff 
members. 
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(^OLI.AGKN  IS  THE  .MAJOR  CONSTITUENT  ot  the 

connective  tissues  ol  the  hody.  As  such,  it  is  the 
most  prevalent  single  organic  substance  in  the 
animal  organism  (1).  I'he  basic  work  on  collagen 
has  been  carried  out  primarily  by  leather  chem- 
ists and  by  investigators  in  the  lielcls  of  gelatin 
and  glue  research.  It  has  been  the  subject  ol 
extensive  investigation  and  discussion  in  recent 
years  by  those  interested  in  its  changes  with 
aging. 

The  physical  properties  of  collagen  are  those 
cjI  toughness  — lamiliar  to  everyone.  Its  high 
tensile  strength  is  desirable  in  the  production  ol 
leather;  undesirable  in  beef  steak.  It  elongates 
but  little  on  mechanical  stress  and  thus  has  a 
high  modulus  ol  elasticity,  d'he  rate  of  metabolic 
turnover  of  collagen  is  very  slcaw’  in  compari.son 
with  other  tissues,  giving  it  a relative  permanence 
in  the  body.  The  present  report  concerns  a prop- 
erty of  cc:)llagen  less  familiar  than  those  men- 
tioned abcjve,  but  of  at  least  ecjual,  if  not  greater, 
importance.  I'he  phenomenon  ol  hydrothermal 
shrinkage  is  a molecidar  event,  and  its  study  might 
well  provide  an  index  to  changes  wdthin  the  col- 
lagen molecule  not  easily  detectable  by  other 
means. 

•Intern  in  Medicine,  University  of  Arkansas  Medical  Center. 

••Associate  Professor  of  Medicine,  University  of  Arkansas  Medical 
Center. 


It  is  not  the  purpose  of  this  paper  to  discuss  in 
detail  the  many  structural  theories  which  have 
been  proposed  for  the  collagen  liber.  It  is  essen- 
tial, however,  to  present  the  established  basic 
architecture  of  collagen  in  order  to  permit  an 
evaluation  ol  the  process  of  hydrothermal  shrink- 
age. The  basic  stnuture  is  compejsed  of  repeat- 
ing units  of  some  17  amino  acids  in  peptide  link- 
age, with  relatively  high  proportions  of  glycine, 
proline,  and  hydroxyproline  (1,2).  The  helical 
concept  of  organization  of  these  polypeptide 
chains  w'as  first  promulgated  by  Pauling  and 
Corey  in  1951  (3).  On  the  basis  of  x-ray  diffrac- 
tion studies,  electron  microscopy,  physio- 
chemical  analyses  and  infrared  absorption  data, 
the  original  Pauling  and  Corey  model  has  been 
modified  extensively,  with  outstanding  contribu- 
tions by  Bear  (1),  Ramachandran  and  Kartha  (4) 
and,  more  recently.  Rich  and  Crick  (5),  whose 
Collagen  II  model  is  most  widely  accepted  at 
present.  In  essence,  this  model  of  the  collagen 
protofibril  (defined  by  Bear  (1)  as  "the  thinnest 
filament  which  carried  the  e,ssential  chemical  and 
configurational  structure  of  collagen")  consists 
of  a system  of  coiled-ctiils  formed  by  3 left-handed 
chains  winding  in  a right-handed  direction  (clock- 
wise) about  a common  axis  (9). 

The  protofibrillar  units  are  further  organized 
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into  lihinu'iits.  Whctlicr  they  ate  arratigccl  iti 
.straight  |)aialk'l  utiits,  or  (any  out  the  helical 
(oticept  at  this  level,  is  not  getierally  agreed  upon, 
hitt  there  is  a great  deal  ol  evidence  in  support 
ol  the  latter,  as  sittntnai  i/ed  by  Reed  (h).  I he 
lilatnents,  iti  ini  ti,  ap|)ear  to  be  orgatii/ed  iti  very 
steep  spiials,  lortnitig  sHatids.  1 Wo  stratuls  theti 
spiral  aioutid  each  other  to  lortn  the  complete 
libt  il,  groups  ol  which  ate  associated  iti  strttiglu, 
parallel  lashioti  to  tnake  u[>  the  collagen  liber. 

The  above  cotuejit  has  beeti  relerred  to  as  the 
“homogeneous"  (otuept  ol  collageti  structitre  be- 
cause it  ])ostnlates  a structure  composed  ol  idetiti- 
cal  utiits,  however  complex  their  orgaiii/atioii.  It 
is  not  accepted  in  its  entirety  by  such  well-known 
investigators  as  Banga,  Balo,  and  Szabo,  Gross, 
Jackson,  Fessler,  Muir  and  Xeuberger  (7).  Jack- 
soti  ((S)  has  shoivn  that  conditions  which  are  la- 
vorable  to  the  extraction  ol  mucopoly-saccharides 
Irom  calf  tendo  achilles  and  rat  tail  tendon  col- 
lagen are  associated  with  a striking  reduction  in 
stability,  as  reflected  by  a decrease  in  shrinkage 
temperature.  Banga,  Balo  and  .Szabo  (7)  believe 
the  collagen  fiber  is  composed  of  a soluble  pro- 
collagen and  an  insoluble  metacollagen,  plus  2 
mucoproteins. 

Among  the  more  sensitive  indices  of  alteration 
within  the  collagen  molecule  is  the  hydrothermal 
shrinkage  temperature  (T^),  defined  as  the  tem- 
perature range  during  which  collagen  fibers  sus- 
pended in  water  are  noted  to  contract  most 
markedly  (2),  generally  to  about  1/3  or  1/4  their 
initial  length.  For  mammalian  collagen,  Tg  has 
been  noted  to  be  in  the  temperature  range  of  hl)° 
to  70°  C (2). 

I'he  jdiysico-chcmical  changes  which  occur 
during  the  hydrothermal  den  a tur  at  ion  are 
thought  to  take  place  at  the  protofibrillar  level 
of  organization,  and  have  been  chiefly  ascribed 
to  the  rupture  of  hydrogen  bonds  between  adja- 
cent protofibrils  (I,  2).  As  more  and  more  hydro- 
gen bonds  are  ruptured,  the  stability  of  the  ex- 
tended collagen  molecule  (protofibril)  finally 
breaks  down  completely,  and  the  })rotein  tends 
to  assume  its  most  probable  configuration,  the 
folded  one,  causing  contraction.  Steric  factors 
and  side  chain  variability  cause  this  process  to 
occur  in  some  regions  earlier  than  in  others,  and 
it  is  these  regions  pos.sessing  weaker  cross  link- 
ages that  serve  as  “shrinkage  nuclei’’  and  appear 
grossly  as  nodules  on  the  fiber  during  early  con- 


ti action  (2).  Fhe  two  types  ol  hydrogen  bonds 
believed  to  be  most  signilicant  ;ne  those  between 
the  GO  and  \11  groups  ol  adjacent  peptide  link- 
ages, ;md  those  between  the  OH  groups  of  hy- 
droxyprolinc  moieties  and  GO  groups  on  an  ad- 
jacent chain.  Other  forces  o|)erating  in  the 
stabilization  of  the  collagen  fibril  to  a much  less 
degree  include  salt-like  linkages  between  op- 
positely charged  side  chaitis  and  van  der  W’aaFs 
forces. 

Accoicling  to  Banga,  Balo  and  .Szabo  the  proto- 
librils  are  normally  stabilized  in  the  extended 
state  by  a |)rocollagen-mucopolysacchai  ide  cejm- 
plex,  which  (lis.solves  during  hydrcsthermal  de- 
naturation,  allowing  the  fiber  to  contract. 

Age-Related  Changes 

According  to  one  concept,  thermal  contraction 
is  really  an  accelerated  aging  process,  and  it  has 
beeti  calculated  that  contraction  would  occur  at 
38°  Ci  during  the  course  of  a lifetime  if  the  col- 
lagcti  fibers  were  not  replaced  (9).  1 he  underly- 
ing change  occurring  with  aging  of  collagen, 
which  has  been  observed  by  many  workers,  is  an 
increase  in  stability.  This  is  reflected  in  its  de- 
creased solubility,  loss  of  sw^elling  properties  and 
elevation  of  shrinkage  temperature  (10,  11).  d'his 
has  been  ascribed  to  an  increase  in  the  number 
of  cross-linkages  in  the  collagen  molecule,  ac- 
counted for  by  the  so-called  in  vivo  tatming  ef- 
fects ol  such  intermediates  in  metaholism  as 
glyoxal  and  methyl-glyoxal  (9),  and  hy  an  increase 
in  hydroxy prcjline  content  with  aging  (11,12), 
with  a concomitant  increased  formation  of  hy- 
drogen bonds,  d'he  increase  in  shrinkage  tem- 
perature ol  vertebrate  collagens  with  increasing 
hydroxyproline  content  is  well  documented  (2,  12) 
from  studies  in  many  different  sj)ecies. 

I’he  contiective  tissues  are  especially  important 
lor  the  maintetiance  of  normal  lung  architecture. 
I'otal  lung  collagen  and  elastin  have  been  meas- 
ured from  individuals  of  various  ages.  It  was  sur- 
prising that  the  collagen  in  the  lung  remained 
constant  as  age  advanced  while  the  elastin  con- 
tent of  the  lung  increased  significantly  (13). 
W’hether  the  elastic  tissue  formed  in  persons  of 
advanced  years  is  identical  with  that  formed  by 
the  growing  child  is  still  not  entirelv  clear.  It 
can  be  said  from  crude  survey  techniejues  that  its 
amino-acid  composition  is  similar  in  both  in- 
stances. 

Pulmonary  emphysema  is  a disease  which  re- 
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suits  trom  the  tlisruption  ot  the  lung  connective 
tissue  skeleton.  It  seemed  important  to  measure 
the  lung  connective  tissues  in  this  disease.  There 
were  no  dillercnces  in  whole  lung  collagen  or 
whole  lung  elastin  between  a group  of  severely 
emjjhysematous  subjects  and  a group  of  age- 
selected  control  subjects  who  had  normal  lung 
connective  tissue  skeletons  (14).  These  studies 
pointed  out  the  need  for  much  additional  infor- 
mation about  the  connective  tissues  in  the  lung. 
One  ajjproach  to  this  problem  was  the  measure- 
ment of  the  hydrothermal  shrinkage  of  the  col- 
lagen in  strips  of  human  pleura. 

Studies  in  this  laboratory  on  55  strijjs  from  10 
subjects  failed  to  demonstrate  any  age-related 
changes  in  the  hydrothermal  shrinkage  of  human 
pleural  collagen  (15).  Orientation  of  the  pleural 
strips  was  shown  to  exert  a marked  effect  on  the 
amount  and  rate  of  hydrothermal  contraction. 
Studies  with  rat  tail  tendon  fibers  were  consistent 
with  the  results  described  by  Gustavson  (2)  and 
by  Ver/ar  (16).  They  can  be  summarized  as  fol- 
lows: No  change  is  observed  until  the  tempera- 
ture apjjroaches  ajjproximately  60°  C (range  59° 
to  63°  C),  when  small  “swellings”  appear  at  sev- 
eral kxations  in  the  fiber.  The  fiber  loses  its 
glistening,  j)early-white,  opaepte  apjtearance,  and 
the  cross-striations  begin  to  disajapear  as  it  be- 
comes “glassy”  and  slightly  translucent  at  these 
locations.  This  marks  the  beginning  of  contrac- 
tion. As  the  lemjjerature  continues  to  rise,  more 
and  more  of  the.se  nodules  appear,  and  as  the 
nodules  themselves  grow  they  begin  to  coalesce 
tintil  the  entire  liber  is  involved  when  the 
maximally  contracted  state  is  reached. 

The  maximum  rate  of  shrinkage  of  the  rat  tail 
tendon  was  noted  to  occur  at  temperatures  rang- 
ing from  63.5°  C to  66.2°  C.  It  is  of  interest  that 
Verzar  found  heavier  weights  were  necessary  to 
inhibit  the  shrinkage  of  fibers  from  older  rats 
than  to  inhibit  the  shrinkage  of  younger  fibers 
(16).  He  noted  no  contraction  of  fibers  from  rats 
under  3-4  months  of  age.  The  elastin-like  nature 
of  the  thermally  denatured  collagen  fibers,  as  ile- 
scribetl  by  Verzar,  was  also  demonstrated,  the 
libers  being  cjuite  elastic,  “gummy,”  and  translu- 
cent at  the  end  of  the  experiments.  On  cooling, 
they  relaxed  spcjiitaneously  to  about  90%  of  their 
original  lengths. 

Briscoe,  Loring  and  McClement  (11)  earlier 
rejjorted  an  increase  in  the  hydrothermal  shrink- 
age temjjerature  (4%  of  human  lung  pleura  with 


aging.  They  also  found  increases  in  the  hyclroxy- 
proline  content  of  pleural  and  lung  parenchymal 
collagen  with  aging.  Briscoe  made  no  statement 
as  to  whether  an  attempt  had  been  made  to  con- 
trol the  orientation  of  the  pleural  strips.  If  not, 
it  is  possible  that  the  increase  in  T^  reported  in 
their  study  was  not  related  to  the  aging  process 
at  all  but  might  have  resulted  from  differences 
in  the  orientation  of  the  strips. 

I heis  and  associates  (17)  advocated  the  use  of 
a static  method  for  the  assessment  of  collagen 
shrinkage  more  than  ten  years  ago.  More  recent- 
ly, Flory  and  Spurr  (18)  demonstrated  that  meas- 
urements of  the  thermal  shrinkage  of  collagen 
fulfilled  all  the  thermodynamic  considerations  to 
(jualify  as  a first  order  phase  transition.  They 
view  collagen  as  a crystalline  material  which 
simply  melts  at  temperatures  60-70°  C.  Their 
measurements  were  performed  isometrically  per- 
mitting the  partially  melted  fiber  to  come  to 
e(|uilibrium  at  several  different  temperatures. 
The  fibers  studied  were  from  the  rat  tail  tendon. 
They  had  been  lightly  tanned  with  qtiinone. 
Their  sttidy  is  excellent  warranting  the  review  of 
the  interested  reader.  Their  method  offers  an  op- 
portunity to  distinguish  between  tissue  inhibitory 
factors  and  the  melting  of  the  collagen  fibrils. 
It  seems  logical  to  suggest  that  experiments  on  the 
hyilrothermal  shrinkage  of  collagen  need  to  be 
repeated  with  this  technicpie  if  one  is  to  under- 
stand the  changes  which  occur  with  aging. 
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WHAT  IS  YOUR  INTERPRETATION? 

AGE:  44  SEX:  F BUILD:  Slender  BLOOD  PRESSURE:  80/60/0 
MEDICATION:  Digitalis  (Digoxin) 

HISTORY:  Chest  pain,  precordial,  possible  pericardial  friction  rub.  History 
of  previous  atrial  fibrillation,  systemic  L.E. 

Answer  on  Page  507 


Prepared  by  J.  S.  Taylor,  M.D.,  Professor  of  Medicine 
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Medical  Self-Help  Training  Plans  for  Arkansas 


A workshop  for  plrysicians  and  nurses,  and 
the  medical  auxiliary,  will  be  held  at  Mather 
Lodge,  Petit  Jean  State  Park,  June  15-17,  and 
w'orkshops  for  lay  leaders  from  June  10-15  and 
Jtme  17-22  will  train  these  leaders  to,  in  turn,  con- 
duct and  train  other  instrtictors  for  teaching 
“Medical  Self-Help  Training"  courses  to  as  many 
Arkansaits  as  possible. 

Medical  Self-Help  Training  is  the  public  edu- 
caticju  phase  c^f  the  plan  for  National  Emergency 
Medical  Care  developed  by  the  American  Medi- 
cal Association,  and  the  Division  of  Health 
Mobilization,  of  the  U.  S.  Public  Health  Service. 
In  a time  of  national  disaster,  families  may  be 
without  medical  help  for  weeks  or  Icmger,  either 
due  to  isolation,  or  becatise  of  patient  demand  so 
overwhelming  that  physicians  would  be  unable 
to  care  for  all  the  sick  and  wounded.  Further- 
more, they  may  be  faced  with  situations  of  make- 
shift sanitation  and  the  necessity  for  decontami- 
nation procedtires  with  w'hich  they  are  probably 
not  now  fatniliar. 

.Somewhat  similar  situations  may  occur  tor 
shorter  pericrds,  in  which  medical  care  may  not 
be  available  in  cases  of  nattiral  disaster,  or  even 
when  camping  or  hunting,  w'hen  illness  or  acci- 
dents may  occur. 

The  Afedical  Self-Help  Training  Program 
seeks  to  provide  the  knowledge  and  teach  the 
skills  whereby  families  will  be  able  to  take  care 
of  their  own  health  needs  if  necessary  in  a national 
emergency,  and  or  in  peace-time  disaster  situa- 
tions. The  program  stresses  that  such  self-care  is 
not  a substitute  tor  good  medical  care  provided 
by  a physician.  In  fact  the  course  undoubtedly 


gives  the  students  a better  appreciation  of  their 
physician’s  knowledge  and  skill. 

To  implement  this  program  a teaching  kit  has 
been  developed  for  a course  of  12  lessons  to  be 
given  in  16  hours  (8  two-hour  sessions  or  as  ar- 
ranged). It  contains  a small  projector  and  screen, 
filmstrijts  in  color,  instrtictor's  guide  and  texts, 
student’s  handbooks,  and  testing  materials.  Lec- 
ttires  cover  radio  active  fallout  and  shelter;  hy- 
giene, sanitation  and  vermin  control;  water  and 


food;  shock;  bleeding  and  bandaging;  artificial 
respiration;  fractures  and  splinting;  transporta- 
tion of  the  injured;  burns;  nursing  care  of  the 
sick  and  injured;  infant  and  child  care;  and 
emergency  childbirth.  Each  course  is  to  be  given 
under  the  supervision  of  a physician,  but  the  lec- 
tures are  written  out,  to  be  read  without  change, 
so  that  lay  persons  will  ordinarily  do  the  actual 
presentations.  Thirty  of  these  kits  are  available 
for  Arkansas. 

In  November,  1961,  Dr.  J.  T.  Herron  and  Dr. 
Harvie  Ellis  from  the  State  Board  of  Health, 
and  Dr.  M.  D.  McClain,  representing  the  Ar- 
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k;ms;is  Mcdital  Society,  iilleiiclecl  a \voi'k.slH)|)  on 
the  piograin.  Since  then,  thru  March  15,  six 
courses  ha\e  l)c“en  gi\en  lor  State  Ilealth  and  Edu- 
cation Depariment  ])eisc)nnel,  one  ;it  the  Little 
Rock  City  Health  Department,  lor  representa- 
tives ol  various  public'  and  pri\  ate  health  agenc  ies, 
and  one  at  the  headcjuarters  building  ol  the 
Puhiski  (iounty  Medictil  Society  lor  the  Women’s 
Auxiliiuy.  Ehese  eight  courses  have  reached  200 
people,  many  ol  whom  h;ive  particijiated  in  teach- 
ing subsecjuent  courses. 

The  Petit  Jean  workshops  Irom  June  10-15  and 
June  17-22  will  e;ich  include  the  standard  course, 
given  to  the  partic  ijrtmts  in  small  groups  with 
ample  opportunity  lor  practicing  the  demonstra- 
tions. As  much  background  material  as  time  per- 
mits will  also  be  given,  and  group  discussions  on 
how  best  to  recruit  students  lor  courses  locally, 
and  to  train  instructors. 

The  week-end  workshoj)  lor  physicians  and 
nurses  will  consist  chielly  ol  discussions  by  par- 
ticipants on  how  best  to  enccjurage,  direct  and 
supervise  the  courses,  d’he  results  ol  these  dis- 
cussions shoidd  prove  invaluable  to  the  State 
Steeling  Clonnnittee  in  their  task  ol  trying  to 
reach  every  adult  in  Arkanstis  with  “Medical  Sell- 
Help  I'raining''. 

'Ellis  committee  includes  Dr.  M.  D.  McClain 
and  Dr.  Cuy  R.  Farris,  Jr.,  representing  the  State 
Medical  Society  and  two  representatives  each  ol 
the  State  Department  ol  Education,  State  Ollice 
ol  Civil  Deleirse  and  the  State  Board  ol  Health. 


BE  EE  RESOLVED  that  the  members  ol  the 
Pulaski  County  Medical  Society  pause  with  re- 
spect and  exjness  themselves  on  the  recent  loss 
ol  Doctor  Charles  R.  Chesnutt. 

Dr.  Chesnutt  was  an  esteemed  member  ol  our 
.Society  lor  many  years.  He  was  both  able  and 
kind  and  will  long  be  remembered  by  all  ol  us. 

As  a mark  ol  respect  and  in  appreciation  ol  his 
accomplishments  as  a physician,  this  .Society  has 
nnide  a contribution  to  the  Student  Loan  Euncl 
at  the  Ehiiveisity  ol  Arkansas  Medical  Center. 


BE  I'E  EUR  EHER  RESOLVED  that  a copy 
ol  (his  resolution  be  sent  to  his  wile,  a copy  be 
limiished  to  the  Secietary  ol  the  State  Medical 
.Society  and  that  the  resolution  be  spread  on  the 
minutes. 

By  Action  ol  the  Memorials  Committee 
Pulaski  County  Medical  Society 
Carl  W’enger,  M.D.,  Secretary 

Whereas,  'Ehe  physicians  ol  Ouachita  County 
Medical  .Society  believe  that  doctors  ol  medicine 
are  best  c|ualilicd  ol  till  people  to  rentier  ojrin- 
ions  on  medical  care  lor  the  peojde;  and 

Wheretis,  we  know  that  the  Iree  enterprise  sys- 
tem ol  private  medical  care,  although  not  [terlect, 
is  the  linest  system  yet  devised  lor  producing  an 
optimum  ol  Ireedom  lor  the  patient,  a maximum 
ol  good  work  Irom  the  physician,  both  at  the  low- 
est possible  overall  cost  to  the  citizens  ol  our 
country;  :mcl 

Whereas,  we  are  certain  that  il  enacted  into 
law  ;mcl  implemented,  the  King-Anderson  Bill, 
EI.R.  1222,  will  eventually  lower  the  general  cjual- 
ity  ol  health  care  in  otir  nation  while  increasing 
tremendously  the  cost  ol  this  care;  now  therelore 
be  it 

RESOIWED,  that  the  members  ol  the  Ouachita 
County  Medical  Society  will  actively  support  and 
tvork  lor  all  .scientilic  and  health  progress  in  medi- 
cine and  any  legislation  which  woidcl  improve 
the  cpiality  ol  medical  care  ol  the  citizens  ol  these 
United  Sttites;  and  be  it  lurther 

RESOLVED,  that  because  we  believe  the  King- 
.Vnclerson  Bill  is  unwise  and  detrimental  medical 
legishition  we  will  not  partici pate  i)i  or  imple- 
ment in  any  way  this  or  other  similay  goiiernment 
medital  programs  W'HICH,  IN  OUR  OPIN- 
ION, will  cause  detei  ioration  ol  the  general  mecli- 
t;d  care  in  our  country.  Although  we  will  reluse 
to  participate  in  such  government  programs,  we 
will  continue  to  render  the  linest  po.ssible  care 
to  all  our  patients  regardless  ol  their  ability  to 
pay:  and  be  it  lurther 

RE.SOL\''ED,  that  each  program  or  plan  that 
jn'oposes  to  lurther  the  progress  ol  health  care 
in  our  mition  will  be  studied;  and  alter  carelul 
deliberation  we  will  tiy  to  decide  whether  or  not 
it  helps  solve  the  problem  and  will  give  the  peo- 
ple ol  our  country  the  linest  po.ssible  medical 
care. 
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METHODS  OF  EXAMINING  THE  ESOPHAGUS 

Alfred  Kohn,  Jr.,  M.D. 


./\.I)KQUATE  EXAMINATION  OE  THE  CSOpIiagUS  is 
most  iniportaiu  now  that  surgery  is  alile  to  attack 
esophageal  lesions.  Many  lonns  oL  treatment  are 
adequately  handled  by  medical  means  it  properly 
diagnosed. 

Recently,  an  excellent  symposium  on  clinical 
methods  tor  examining  the  esophagus  was  pub- 
lished in  Gastro-Enterology  (Vol.  35,  p.  92,  July 
1958).  Some  ot  the  material  in  this  review  is 
summarized  here. 

Several  questions  pertaining  to  history  were 
discussed.  It  was  brotight  out  that  ditticulty  in 
swallowing  licpiids  is  seen  with  musetdar  dys- 
tunction  but  in  malignancy  there  is  tirst  ditli- 
culty  in  swallowing  solids.  Hoarseness  suggests 
neojdasm.  The  presence  ot  jjulmonary  disease 
suggests  cardiospasm  not  malignancy. 

Esophagoscopy  is  indicated  in:  doubttul  x-ray 
examinations  and  where  a biopsy  is  needed. 
Esophageal  pertoration  is  the  worst  complication 
but  general  anesthesia  and  use  ot  dilators  can  ob- 
siale  this  in  the  most  ditticult  cases.  There  are 
several  types  ot  esophagoscopies:  rigid  and  tlexi- 
blc.  The  rigid  variety  is  a hollow  tube  put  down 
under  direct  vision;  the  tlexible  type  is  inserted 
blindly  like  a tlexible  gastroscope  and  then  the 
examination  is  made.  All  should  be  aware  that 
local  anesthesias  are  very  toxic  to  some  patients; 
latalities  may  result.  Balloon  distention  ot  the 
eso])hagus  simulates  anginal  jiain  but  is  not  con- 


sidered a reliable  means  of  differentiating  angina 
pectoris  from  esophageal  dysfunction. 

A very  helpful  method  ot  detecting  malignant 
esophageal  lesions  is  the  study  ot  exfoliative  cells. 
Studies  are  cited  in  which  51  of  54  esophageal 
cancers  were  diagnosed.  The  pitfalls  of  this 
method  have  been  well  documented  in  the  studies 
ot  uterine  cancer  detection. 

X-ray  studies  of  the  esophagus  are  of  great 
clinical  value.  A thick  barium  mixture  is  essen- 
tial; further  detail  can  be  obtained  by  one  tea- 
spoonful of  an  equal  mixture  of  powdered  tar- 
taric acid  and  sodium  bicarbonate.  This  is  washed 
down  with  barium  and  the  resultant  gas  helps 
vistialize  eso})hageal  lesions.  Also  recommended 
is  performance  of  the  Valsalva  maneuver  with 
barium  in  the  esophagus;  this  will  help  demon- 
strate esophageal  varices. 

Not  to  be  overlooked  in  any  discussion  of 
esophageal  disease  is  the  necessity  of  performing 
a biopsy.  Care  must  be  taken  to  avoid  biting  too 
tleeply  or  perforation  may  result. 

For  satisfactory  esophageal  tliagnoses  appro- 
priate laboratory  studies  are  usually  needed. 
However,  the  many  methods  of  examining  the 
esophagus  should  not  overshatlow'  a good  history 
and  physical  examination— they  may  obviate  the 
need  of  extensive  and  often  uncomfortable  endo- 
scopic studies. 
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Guidance  Clinic  for  Children  Advances 

Proponents  of  a child  guidance  clinic  for 
Pulaski  Clounty  have  been  doing  more  than  just 
talking,  apparently.  Persons  attending  a meeting 
of  the  Pulaski  County  Mental  Health  Association 
seemed  a little  surprised  that  partial  financing 
has  already  been  arranged  for,  a place  to  house 
the  center  has  been  selected  and  there  are  5,000 
children,  at  least,  in  Pidaski  County,  who  need 
the  services  of  such  a clinic. 

At  present,  there  is  one  child  guidance  clinic 
in  Arkansas.  It  is  at  the  Ihiiversity  Medical 
Center,  and  is  a limited  operation  because  it  is 
basically  designed  for  training  future  physicians. 

Rosewood  Center  Opening  June  1st 

Officers  of  the  executive  committee  of  the 
medical  staff  which  will  serve  the  new  $1  million 
Rosewood  Convalescent  Nursing  Center  at  Hot 
Springs.  Dr.  Euclid  Smith  was  elected  chief  of 
the  Center’s  medical  staff;  Dr.  Driver  Rowland, 
vice  chief  of  staff;  Dr.  George  Coffey,  secretary 
and  Dr.  W’illiam  A.  ^Voodcock,  Dr.  Stuart  Mc- 
Conkie,  Dr.  Ralph  Patterson,  and  Dr.  Brank  Bur- 
ton, other  members  of  the  executive  committee. 
M.  B.  Shroyer  of  Memphis  is  the  executive  vice 
president  of  the  Center  and  Stephan  A.  Diury  will 
be  the  administrator. 

New  Field  of  Neurosurgery  Saves  Many 
With  Brain  Injury 

The  Southern  Neurological  Society  met  at  the 
Ehiiversity  of  Arkansas  Medical  Center  at  the  in- 
vitation of  Dr.  Robert  \Vatson,  their  president. 
The  concern  of  the  neurosurgeon.  Dr.  Watson  ex- 
plained, is  with  injury  to  and  disease  of  the  ner- 
vous system— the  brain,  spinal  cord  and  peripheral 
nerves.  Neurosurgery  is  tedious,  exacting,  de- 
manding and  time  consuming.  Ordinarily  a brain 
operation  takes  three  to  five  hours.  Dr.  Watson 


said  that  the  surgeon  “must  work  carefully,  but 
not  loo  slowly  for  the  safety  of  the  patient.”  The 
doctors  discussed  such  things  as  advances  in  the 
treatment  of  heail  injuries  and  research  findings 
on  X-ray  studies  of  cranial  circulation.  Speakers 
included  specialists  from  Johns-Hopkins  Medical 
School  at  Baltimore,  Duke  University  at  Dur- 
ham, N.D.,  Baylor  Medical  Center,  the  Univer- 
sity of  Mississippi  and  the  Arkansas  Medical 
Center. 

Physicians  Broke  Ground  in  Little  Rock 

Fifty  doctors  and  dentists  broke  ground  in  a 
mammoth  endeavor  — a $1.5  million  medical 
building  on  University  Avenue  in  Little  Rock. 
Lhe  medical  men  and  dentists  have  incorixtrated 
as  the  Little  Rock  Land  Company.  They  have 
awarded  an  earth-moving  contract  to  the  Pickney 
Price  Construction  Company  of  Little  Rock  and 
work  has  begun. 

The  general  construction  contract  will  be 
awardetl  this  month,  and  the  building  will  be 
completed  by  tlie  end  of  1963.  It  will  be  eight 
stories  tall  and  will  house  the  offices  of  about 
60  doctors  anil  dentists  and  auxiliary  firms  such 
as  a drug  store  atid  surgical  supply  store. 

The  upper  six  floors  will  house  the  doctors’  of- 
fices. On  an  arcatle  level  will  be  a drive-in  bank, 
an  X-ray  supply  shop,  a beauty  parlor,  surgical 
supply  shop  and  barber  shop.  On  the  ground 
floor  will  be  a drug  store  and  a radiological  suite 
with  a cobalt  unit. 

parking  lot  with  a capacity  of  300  cars  will 
surround  the  building.  A lower  parking  area 
will  accommodate  150  cars  of  doctors  and  tech- 
nicians. 

Dr.  Barney  P.  Briggs  is  president  of  the  com- 
pany and  Dr.  Briggs  j^residetl  ;il  the  groinulbreak- 
ing  ceremonies. 
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Role  of  Chromosomes  Examined  at 
Medical  Center 

Dr.  Lytt  I.  Gardner,  an  instructor  at  State  Uni- 
versity ot  New  York  in  Syracuse,  was  one  of  four 
guest  lecturers  who  took  part  in  the  special  post- 
graduate sessions  at  the  University  of  Arkansas 
Medical  Center,  d'he  post-graduate  sessions  were 
on  special  problems  in  pediatrics. 

One  of  two  topics  offered  by  Dr.  Gardner  was 
“Chromosomes  and  Pediatric  Disease.” 

The  appointment  of  Dr.  John  E.  Whitney  as 
head  of  the  Department  of  Physiology  at  the  Uni- 
versity of  Arkansas  Medical  Center  was  an- 
nounced by  Dr.  Winston  K.  Shorey,  Dean  of  the 
School  of  Medicine. 

Dr.  Whitney,  who  has  been  at  the  Medical 
Center  since  1956,  will  assume  the  title  of  pro- 
fessor and  head  of  the  department.  He  has  been 
serving  as  associate  professor  and  acting  head. 

The  new  department  head  studied  physiology 
at  the  University  of  California  at  Berkeley,  where 
he  received  his  bachelor’s  degree  in  1947,  his 
master’s  degree  in  1948  and  his  Ph.D.  in  1951.  He 
also  holds  a Ph.D.  in  biochemistry  from  Cam- 
bridge University  in  England,  which  he  received 
in  1956. 

He  started  as  assistant  professor  of  physiology 
at  Arkansas  in  1956.  Prior  to  that  he  served  as 
a fellow  of  the  American  Cancer  Society  at 
Cambridge,  from  1954-56;  as  a fellow  and  research 
associate  at  the  University  of  California  at  Los 
Angeles,  from  1952-54,  and  as  a research  as,sociate 
at  Cedars  of  Lebanon  Hosjjital  in  Los  Angeles, 
1951-52. 

d he  Surgeon  General  of  the  U.  S.  Pidilic  Health 
Service,  with  the  concurrence  of  the  Board  of 
Regents  of  the  National  Library  of  Medicine,  has 
approved  a transfer  of  the  medical  motion  picture 
archives  to  the  Audiovisual  Facility  of  the  Serv- 
ice’s Communicable  Disease  Center  in  Atlanta. 

The  move  is  in  keeping  with  the  changing  and 
expanding  roles  of  both  the  Audiovisual  Facility 
at  CDC  and  the  National  Library  of  Medicine. 
The  recently  dedicated  building  of  the  Library 
in  Bethesda,  Maryland,  will  comprehensively 
serve  medical  needs  through  the  printed  word, 
dhe  Audiovisual  Facility  in  Atlanta  has  become 
a National  resource  for  the  development,  pro- 
duction, distribution,  and  utili/ation  of  audiovis- 
ual materials  supporting  health  and  medical  ob- 


jectives. Alreatly,  extensive  film  cataloging, 
formerly  accomplished  at  the  National  Library 
of  Medicine,  has  become  a responsibility  of  the 
Communicable  Disease  Center’s  audiovisual  pro- 
gram. 

In  commenting  on  the  transfer  of  function.  Dr. 
James  Liebernian,  chief  of  the  Atlanta  audiovis- 
ual facility,  said  that  the  archives  are  a collection 
of  films  in  mctlicine  and  health-related  sciences 
organized  and  indexed  to  serve  the  needs  of  the 
medical  community.  “To  serve  effectively,  the 
archives  must  be  comprehensive  and  readily  avail- 
able for  screening  at  the  building  in  which  they 
are  housed,  ” Dr.  Lieberman  said. 

Arkansas  College  Introduces 
Medical  Course 

The  first  in  a series  of  educational  courses  for 
medical  assistants  under  the  sujjervision  of  the 
University  of  Arkansas,  Division  of  General  Ex- 
tension was  at  Arkansas  College.  The  Arkansas 
State  Medical  Assistants  and  the  Arkansas  Medi- 
cal Society  have  organized  the  education  pro- 
gram. The  first  course  was  Medical  Terminol- 
ogy. Courses  are  open  to  persons  who  are  pres- 
ently employed  as  medical  secretaries  or  medical 
assistants  and  to  persons  who  may  have  a desire 
to  become  a medical  secretary  or  assistant. 

A small  certificate  is  awarded  for  each  course 
completed  in  each  category  and  a large  certificate 
with  the  Ehriversity  of  Arkatrsas  seal  to  those 
who  finish  all  courses. 

Arkansas  Doctors  Honored  in  Washington 

1 he  W'ashingtorr  medical  profession  and  mem- 
bers of  Coirgress  honored  two  Arkansas  doctors 
for  their  pioneer  work  in  treating  arthritis.  Dr. 
Dana  Street,  dean  of  orthopedics  at  the  Univer- 
sity Medical  School,  and  Dr.  Euclid  M.  Smith  of 
Hot  Springs  presented  a series  of  films  based  on 
their  treatmerrt  procedures.  They  were  joined  by 
Bruce  Cameron  of  Baylor  University  in  the  film 
presentation.  The  films  showed  treatment  of 
arthritis,  wound  healing  and  osteorrryelitis.  This 
was  the  first  time  these  films  were  viewed  in  the 
AYashington  area. 

Attending  the  reception  were  doctors  from  the 
National  Institute  of  Health,  Public  Health 
Service,  Bethesila  Naval  Medical  Center  and 
Walter  Reed  Army  Medical  Center.  Members 
of  Congress  and  doctors  from  the  Washington 
area  were  afso  present. 
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CURRENT  TRENDS  IN  CARRIER  CHOICES 
AMONG  MEDICAL  GRADUATES* 

(.oiucrn  ()\x“i  the  iiuinbtT  of  physiriiiiis  ;i\';til- 
ablc  lot  meeting  the  needs  ol  tlie  nation  regtnd- 
ing  health  cate  lias  propeily  led  to  (piestions  con- 
cerning the  distribution  ol  indi\idnals  making 
vtirious  types  ol  ctireer  choices  in  medicine.  Are 
there  lewer  students  intending  to  undertake  fam- 
ily practice  in  medicine  than  there  were  ten  years 
ago?  II  there  are  more  specialists,  what  portion 
ol  those  choosing  specialty  prac  tice  will  be  avail- 
able to  pro\icle  a general  type  ol  medical  care 
within  the  Iramc  ol  reference  ol  a specialty  such 
as  internal  medicine? 

Figure  1 below  presents  some  trend  data  de- 
rived Irom  a variety  of  sources  on  the  pre^portions 
ol  medical  graduatitig  classes  in  selected  yetirs  dur- 
ing the  past  decade  electing  to  enter  specific  types 
of  medical  practice. 

From  1950  to  1901  there  has  been  a tiet  increase 

^Submitted  by  the  l)i\ision  of  Operational  Studies  of  the  AAMC. 


ol  15%  ol  students  desiring  to  enter  specialty 
practice  ;mcl  a con esponcling  I5‘’(,  decrease  in  the 
the  numbei  ol  students  wishing  to  enter  upon 
c iireers  ol  teaching  or  leseaic  h has  essentially  re- 
mained stetidy  at  4%  except  during  the  generally 
atypical  year  1959.  I’he  atypicality  of  the  1959 
class  may  be  cltie  to  the  more  extensive  stunple— 

7907 
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CTiven  the  lact  that  70%  ol  the  1901-02  group 
ol  interns  expect  to  enter  specialty  practice,  it  is 
worthwhile  tcj  assess  what  proportions  of  these 
individuals  elect  ixirticular  specialty  fields.  These 
data  .are  portrayed  in  Figtire  2. 

Roughly  one-half  caf  thcjse  entering  specialties 
expect  to  practice  one  or  the  other  of  the  two  ma- 
jor specialties  — internal  medicine  or  surgery  — 
with  about  one-third  of  the  group  desiring  to  en- 
ter obstetrics-gynecolcjgy,  pediatrics  or  psychiatry. 
I'he  minerr  specialties  account  for  the  remaining 
approximate  20%.  Almost  one-fourth  of  the 


PROPORTION  OF 

MEDICAL  GRADUATING  CLASSES  IN  SELECTED  YEARS 
MAKING  SPECIFIC  TYPES  OF  CAREER  CHOICES  IN  MEDICINE 


PERCENT 


YEAR  OF 
GRADUATION 


1950  51 


52  53  54  55  56  57  58 


59 


60  61 


NOTES;  DATA  ON  1950  CLASS  COLLECTED  IN  1959  WHEN  THEY  WERE  IN  PRACTICE 

DATA  ON  1958 CLASS  COLLECTED  AT  TIME  OF  1959  AAMC  TEACHING  INSTITUTE 
DATA  ON  1959  CLASS  COLLECTED  AT  TIME  OF  GRADUATION 

DATA  ON  I960  AND  1961  CLASSES  COLLECTED  TWO  MONTHS  AFTER  GRADUATION  DURING  INTERNSHIP 


Figure  1. 
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group  plan  to  enter  internal  medicine  which, 
given  current  trends  ol  metlical  care,  provides  a 
reservoir  ot  specialists  many  oi  whom  will  dexote 


their  time  to  lamily  practice  but  will  do  so  with- 
in the  context  ol  additional  specialty  training 
and  skills. 


PROPORTIONS  OF  1961-62  INTERNS  WHO  INTEND  TO  UNDERTAKE  SPECIALTY  PRACTICE 
ELECTING  PARTICULAR  SPECIALTY  FIELDS  1N  2,1261 


PERCENT 


MEDICINE  ""gEN^^  GYNECOLOGY  PEDIATRICS  PSYCHIATRY  SPECIALTIES 

SURGERY  h3 

FlGt  RE  2. 

^Includes:  Radiology,  4%;  Ophthalmology  and  Otolaryngology,  4%;  Pathology,  3%;  Anesthesiol- 
ogy, 2%:  Dermatology,  Physical  Metlicine,  Ptd^lic  Health,  Preventive  aMedicine  and  Rehabilita- 
tion, (i%. 


THE  MONTH  IN  WASHINGTON 

Ihe  American  Medical  Association  said  that 
President  Kennedy  misstated  the  real  issue  when 
he  renewed  his  retjuest  to  Congress  lor  legislation 
that  woidd  provide  limited  health  care  for  the 
aged  under  social  security. 

‘A\A  believe  the  American  people  are  entitled 
to  know  that  the  real  issue  is  not  medical  care 
versus  no  meilical  care  for  the  elderly,”  Dr. 
Leonard  \V.  l.ar,son,  president  of  the  A.M.A.  said. 

“The  real  issue  is:  shoidd  wage-earners  and 
employers  be  lorceil  to  pay  a sidastantial  increase 
in  taxes  to  inovide  metlical  care  for  millions  fi- 
nancially able  to  take  care  of  themselves? 

“No  one  supporting  this  proposal  has  yet  pre- 


sented any  evidence  that  such  radical  legislation 
is  needed. 

“The  medical  profession  is  for  the  Kerr-Mills 
law'  to  help  the  aged  who  need  help.  We  are  for 
voluntary  enterprise,  including  health  insurance 
and  prepayment  plans  for  the  nctn-needy  aged.” 

Dr.  Larson  also  disputed  other  statements  on 
the  issue  which  President  Kennedy  made  in  a 
new  health  message  to  Congress.  Dr.  Larson  said 
that  contrary  to  what  Mr.  Kennedy  said,  the 
.-Vdministration  legislation  (the  King-Anderson 
bill)  could  interfere  with  the  patient’s  freedom 
of  choice  ol  hospital  and  physician. 

It  would  give  the  federal  government  “such 
broad  pow’ci  to  control  the  practice  of  medicine 
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in  the  iKiiions  h().s|)it;ils  ih;u  liu-  Secietaiy  ol 
llriihli.  I'diKiiiion  and  W'dlaic  would  liicially 
1)0(01110  llioc/arol  Aniorican  inodicino,  ' l)i.  Lar- 
son said. 

1)1.  Larson  also  poiniod  out  that  it  would  not 
hr  a hoallh  insnraiuo  proorain  as  I’rosideiu  Kon- 
nody  said,  liisload,  ii  was  “|)oliii(al  inodicino,’’ 
Dr.  Larson  said. 

• Ks  the  Sn[jronio  Ca)uri  ol  iho  Ihiitod  Slates 
has  nilod,  Soc  ial  Security  is  slric  ily  a tax  program 
M'ilh  c tirroiit  taxes  tisocl  jn  inc  ijially  to  provide 
honelits  lor  those  now  retired,  ” Dr.  Larson  said. 

I lesident  Kennedy  s new  health  message  was 
a snnnnation  ol  \arions  Administration  proposals 
in  the  lielcl  with  some  additions.  It  incltided: 

— Federal  aid  lor  c o ns  I r ii c t ion  ol  medical 
schools  and  scholarships  lor  medical  stndents. 

Lxpanded  health  research,  iiultiding  a new 
institute  lor  child  health  and  htnnan  develop- 
ment. 

— More  hinds  lor  the  National  Institute  oi 
Mental  Research. 

— I'ecleral  loans  to  help  set  tip  grotip  practice 
clinics. 

—Encouragement  ol  states  to  provide  medical 
services  lor  migrant  workers. 

Fecletal  leseaich  and  grants  to  help  comhat 
air  polhition  in  cities. 

-.A  three-year  program  ol  lecleral  assistance  to 
get  American  children  vaccinated  against  polio, 
diphtheria,  whooping  cotigh  and  tetantis.  The 
go\  eminent  w'onld  pay  the  cost  ol  vaccines  lor 
all  children  under  live,  provided  state  and  local 
communities  set  tip  inoculation  programs. 

Establishment  ol  a National  Icnvironmental 
Mealth  Center  “to  ]novicle  a local  point  lor  na- 
tionwide activities  in  the  control  ol  air  pollution, 
tcatei  polhition,  radiation  h;i/arcls,  and  occupa- 
tional hazards.” 

* * # 

■A  broad  investigation  ol  cold  remedies  to  de- 
termine w'hether  their  achertising  overstates  their 
ellecti\eness  has  been  started  by  the  Eecleral 
Trade  Commission. 

.\s  a stai  t,  the  C.onnnission  sent  cjiiestionnaires 
to  21  major  manulacttirers  ol  cold  remedies.  An- 
swers to  the  Cjiiestionnaires  are  mandatory  under 
the  Eecleral  I racle  Commission  Act.  W’hen  and 
how  many  additioinil  mantilac  turers  will  receixe 


similar  cpiest ionnaii es  Inis  not  )et  been  deter- 
mined. 

I he  anstveis  to  the  c|uestionnaiies  will  enable 
the  C.onnnission  to  make  a conijirehensixe  rewiew' 
ol  jiroblems  throughout  the  entire  lield  and  will 
assist  in  evahniting  .scientilic  evidence  claimed 
lor  the  mediciinil  jnejiarations. 

I he  survey  seeks  inlormation  cm  all  such  piej> 
aiations  ollered  lor  the  rebel  or  treatment  ol  con- 
gestion, irritation,  itil lamination,  inlection,  al- 
lergy  or  other  conditions  invoKing  aii)  jiart  ol 

(1)  head,  including  the  accessory  nasal  siiuises, 

(2)  throat,  (.H)  bronchiti,  (-1)  chest,  or  other  jjor- 
tions  ol  the  resjjiratory  system.  The  cjuestion- 
naires  also  seek  inlormation  on  claims  lor  the 
rebel  or  treatment  ol  any  synijjtom  or  manilesta- 
tion  ol  these  ailments. 

I he  Commission’s  resolution  stated  that  it  had 
leasoii  to  believe  that  certain  coi'jiorations  in  ol- 
lering  such  |nochicts  to  the  jmblic  “may  have 
lalsely  advertised  and  misrejiresented’’  their  elli- 
cacy.  The  resolution  added  that  the  jttiblic  inter- 
est retjtiired  that  an  investigation  be  conducted 
to  determine  whether  such  achertising  was  in  \ io- 
lation  ol  the  Federal  T'racle  Commission  Act. 

I he  names  ol  the  24  manulacttirers  to  whom 
the  cjuestionmiires  were  sent  will  not  be  cli,sclosecl, 
an  F'T'C  sjjokesmtm  said. 

Doctors  Have  Seminar  at  Camden 

I he  Arkansas  Academy  ol  Ceneral  Prac  tice 
held  a regional  jiost-gracluate  seminar  in  Camden. 
Sjx'akers  lor  the  seminar  were  Betty  Lowe,  M.D. 
a |)ecliatrician  Iroin  Te.xark:in;i  and  Franklin 
Ilarberg,  M.I).  Clinical  Instructor  in  the  De- 
jjartment  ol  .Surgery  at  Baylor  University  Medi- 
cal School. 

Dr.  Levine  Addresses  Doctors  in  Little  Rock 

I he  Physiologic  Basis  and  Clitiical  Ajijilica- 
tions  ol  Inhalation  T herajjy”  xvas  the  subject  ol 
a talk  by  Dr.  Edwin  R.  Lexine  at  the  meeting  ol 
the  Pulaski  Cotinty  Medical  Society  at  the  Coach- 
man’s Inn.  Dr.  Levine,  assistant  jnolessor  ol 
clinical  medicine  at  Chicago  Medical  School  and 
director  ol  inhalation  therajjy  at  Eelgexvater  Hos- 
jiital  in  Chicago,  xvas  the  jnincijjal  s|)eaker  at  the 
Inhalation  Therajiy  Institute  at  the  Unixersity  ol 
Arkansas  Medical  Center.  He  is  the  author  ol  a 
textbook  on  Inhalation  Tlieraj))  and  ol  the  lihn 
Hy|)oxia— Indications  lor  O.xygen  Therajjy.” 
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Chest  Physicians  Plan  Five  Postgraduate 
Courses  in  1962 

The  C>)iincil  on  Postgraduate  Medical  Educa- 
tion ol  the  Aniericati  (College  ot  Chest  Physicians, 
tinder  the  Cihainnanship  ol  Dr.  J.  A\'inthrop  Pea- 
Itody,  Sr.,  Wasliingtoti,  D.C.,  has  planned  five 
jjostgradtiate  courses  to  Ire  held  in  New  York, 
Philadelphia,  Chicago,  and  Detroit  during  1962. 
d he  coitrses  are  listed  below: 
C.VRDlOPltLMONARY  PROP.LEMS  IN 
(;H  ILDREN— Chicago,  Jtily  23-27,  Edgewater 
Reach  Hotel 

RECEN  l ADVANCES  IN  I’HE  DIAGNOSIS 
AND  EREAl'MENE  OF  DISEASES  OF 
FHE  llEAR'F  AND  LIINGS-Philadelphia, 
Septeinher  17-21,  Warwick  Hotel 
CIEINICAE  CARDIOPHEMONARY  PHYSl- 
OLOCiY  — Chicago,  October  22-26,  Ktiicker- 
hocker  Hotel 

RECENT  ADVANCES  IN  THE  DIAGNOSIS 
AND  rREATiMEN'F  OE  DISEASES  OF 
FHE  HEAR  I AND  LHNGS-New  York,  No- 
vember 12-16,  Barhi/oti-Pla/.a  Hotel 
*0CCTPAT10NAL  DISEASES  OF  THE 
HEAR  T AND  LHNGS-Detroit,  December  3- 
7,  Statler-Hilton  Hotel 
* Revised  dates  atid  hotel  lor  Detroit  course. 

d'tiition  lor  each  coitrse  is  |75.0()  to  members 
ol  the  American  College  ol  Chest  Physiciatis  and 
.|  1 00. 00  to  non-members. 

Applications  lor  the  1962  ]X)stgraduate  courses 
are  being  accepted  in  the  order  received  and 
shotdd  be  submitted  as  early  as  possible.  Addi- 
tional inlormation  may  be  obtaitied  by  writing 
to  Mr.  Murray  Kornleld,  Executive  Director, 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 

Wanted:  Reprints  on  Endocrinology  and  Stress 

The  research  library  c^l  the  Institute  of  Experi- 
mental Medicine  and  Surgery  ol  the  University 
ol  Montreal  has  sullered  extensive  losses  owitig 
to  destruction  by  lire. 


In  attempting  to  rebuild  the  library,  the  Insti- 
ttite  of  Experimental  Medicine  and  Surgery 
would  like  to  enlist  the  assistance  of  the  readers 
ol  the  Journal  of  the  Arkatisas  Medical  Society 
in  sending  them  all  available  reprints  ol  their 
work,  especially  those  dealing  with  ENDO- 
CiRlNOLOGY  and  STRESS. 

■ Vt  the  same  time  of  the  fire,  their  permanent 
mailing  list  was  destroyed,  therefore  they  will  be 
able  to  setid  reprints  of  their  own  publications 
only  to  those  who  write  for  them. 

Eor  more  inicnmatioti  concertiing  this  request 
please  write: 

Hatis  Selye,  Professor  and  Director 
Institute  of  Experimental  Medicine 
and  Surgery,  University  of  Montreal 
P.O.  Box  6128,  Montreal  26,  Canada. 

Medical  Self-Help  Training 
Workshop  for  Arkansas 

A workshop  for  physicians  and  nurses,  and  the 
meilical  atixiliary  will  be  held  at  Mather  Lodge, 
Petit  Jean  State  Park,  June  15-17,  and  workshops 
for  lay  leaders  from  June  10-15  and  June  17-22 
will  train  the.se  leaders  to  conduct  and  train  other 
instructors  for  teaching  “Medical  Self-Help 
'Training”  cottrses  to  as  many  Arkansans  as  possi- 
ble. 

The  five-day  workshop  (June  10-15)  will  begin 
with  the  evening  meal  Sunday  and  will  close  at 
noon  the  following  Friday.  The  cost  for  this  five- 
day  course  for  lay  people  will  be  .|36.05,  (for  two 
ill  one  room— also  includes  room  and  board).  The 
week-etid  workshop  (June  15-17)  will  begin  with 
the  evetiing  meal  Friday  night  and  will  close  at 
noon  Sunday.  The  cost  for  this  week-end  work- 
shop is  about  15.00. 

Additional  information  as  to  obtaining  reser- 
vatiotis,  programs,  and  etc.  may  be  obtained 
through  the  State  Board  of  Health,  Little  Rock, 
Arkansas. 

All  interested  people  are  cordially  invited  to 
attetid  these  workshops. 

15th  Koppa  Conference  to  Be  Held  in  Texas 

Fifteenth  Koppa  Conference  on  Pulmonary 
Diseases,  September  6-9,  1962,  Camp  Waldemar, 
Htint,  'Texas.  Wayne  E.  Reset,  M.D.,  1504  8th 
Street,  Wichita  Falls,  Texas,  Invitation  Chair- 
man. All  interested  in  attending  please  write  Dr. 
Reset'.  Everyone  is  welcome. 
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Annual  Otolaryngologic  Assembly  to 
Be  Held  in  Chicago 

I lu'  iimuial  Otolaryngologic  Assembly  is  to  be 
held  in  Obictigo  on  October  20  tlnongb  20.  1902. 
The  I'niversily  ol  Illinois  Ciollege  ol  Medicine 
Deptntineiu  ol  Otolaryngology  cvill  oiler  ;tn  in- 
tensice  poslgrtidniile  btisic  and  clinical  jrrogram 
nndei  the  diiection  ol  Doc  tor  Fanannel  M.  Skol- 
nik.  ’I  bis  Assembly  lor  j)racticing  otolaryngolo- 
gists oilers  a condensed  ])rogr;nn  ol  one  tveck  ol 
chiytime  and  evening  sessions.  It  is  designed  to 
biing  to  specialists  a wide  variety  ol  current  ad- 
\ances  in  management,  therapy  and  philoso])hies. 
Kevieev  ol  basic  morphologic  Icatnres  under  the 
direction  ol  Doctor  Maurice  F.  .Snitman  and  Doc- 
tor Frederic  J.  Pollock  is  also  included,  and  will 
leatnre  laboratory  demonstrations  and  piosec- 
tion,  all  augmented  by  visual  aids. 

Panel  sessions  have  been  designed  to  bring  out 
special  leatnrcs  ol  otologic  and  reconstructive 
surgery  and  tumors  ol  the  head  and  neck.  Lunch- 
eon chats  are  an  important  part  ol  the  daily  in- 
structional program. 

Interested  physicians  should  direct  communi- 
cations to  the  Department  ol  Otolaryngology, 
University  ol  Illinois  College  ol  Medicine,  1853 
W'est  Polk  .Street,  Chicago  12,  Illinois. 

Come  to  the  Fair 

The  Physicians  in  Washington  State  are  cor- 
dially extending  an  invitation  to  doctors  throngh- 
ont  the  country  who  plan  to  visit  the  .Seattle 
World's  Fair  this  September  to  coincide  their  trip 
with  the  73rd  Animal  VVbS.M.A.  Meeting  in 
Spokane,  September  16-19,  1962.  Fhree  lull  days 
ol  scientilic  programs  are  scheduled  with  medical 
television,  specialty  sessions  and  general  sessions, 
l ire  Scientilic  Program  ol  the  Washington  State 
Medical  Association's  Annual  Meeting  includes 
the  lollowing  nationally-known  guest  scientilic 
speakers: 

William  R.  Lovelace,  11,  M.D.,  Albncjneripie, 
New  Mexico— .S/jrtcc  Medicine 

John  FF.  Isaacs,  M.D.,  Chicago,  Illinois— 05. -Gyn. 

Romney  FI.  Lowry,  M.D.,  Seattle,  Washington— 
Biodstrouautics 

Walter  L.  Flerrmann,  M.D.,  Seattle,  Washington 
-Oh.-Gyn. 

Sidney  Farber,  M.D.,  Boston,  Massachnsetts — 
Cancer 


C.  Walton  Lillehei,  M.D.,  Minneapolis,  Minne- 
snlA—Siirgery 

Fiancis  |.  Brticeland,  M.D.,  Ihntlord,  Conn.— 
Psych iatry 

Louis  |.  Girard,  M.D.,  Ilonstoir,  Fexas— Lye 
Robert  .\.  .Mtlridi,  M.D.,  Seattle,  Washington— 
Pediatrics 

Belding  II.  Sciibner,  M.D.,  Seattle,  AVbishington- 
Internal  Medicine 

William  P>.  Castle,  M.D.,  Boston,  'Mdss.— Internal 
Medi(  ine 

Francis  C.  Lowell,  M.D.,  Boston,  M;iss.— /n/erttfl/ 
Medi(  me 

David  1).  DeWeese,  M.D.,  Portland,  Oregon— 
E.N.T. 

Charles  R.  Sullivan,  M.D.,  Rochester,  Minnesota 
—Orthopedics 

Edward  S.  Jiidtl,  M.D.,  Rochester,  Minn.— 
Surgery. 

For  additional  inlormation  on  this  outstanding 
state  program  and  hotel  reservations  in  Spokane 
and  Seattle,  contact  the  ^Vashington  State  Medi- 
cal .\ssociation,  1309  .Seventh  Avenue,  Seattle, 
AV'ashington. 

lire  dates  ol  the  .Seattle  \V5)rId's  Fair  are  April 
21  to  Oc  tober  21,  1962,  and  inlormation  is  avail- 
able irom  the  Washington  State  Medical  Associa- 
tion on  ail  scientilic  meeting  schednled  in  the 
state  during  that  time.  For  hotel  reservations  in 
Seattle  during  the  FEiir,  contact  Expo  Lodging 
Service,  Seattle  World’s  Fair,  Seattle  9,  \Vashing- 
ton. 


/'A 

B I T U A R Y 

Retired  Doctor  Passes  Away 

Dr.  Edward  Kiu.tgen,  longtime  Elaine  physi- 
cian, passed  aw'ay  at  his  home.  Born  in  Fheclonia, 
Wisconsin,  he  was  77  years  old.  He  receiced  his 
degree  in  medicine  at  St.  Louis  Ibiiversily  and 
interned  at  the  Jewish  Hospital  in  St.  Louis.  He 
began  his  practice  as  a lumber  company  physician 
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in  the  sawmill  community  ol  Lambrook  and 
(ontinued  as  a private  physician  when  that  com- 
munity merged  with  Elaine. 

Dr.  H.  Phipps,  Prominent  Hot  Springs 
Physician  Dies 

Dr.  Haroi.d  H.  Phu’p.s,  79  prominent  Hot 
Springs  physician  who  practiced  medicine  lor  53 
years  in  Hot  Springs,  died  at  a local  hospital.  Dr. 


Phipps,  a native  ol  St.  Kitts,  British  West  Indies, 
came  to  the  United  States  in  1904  and  became 
a citizen  the  same  year.  He  received  his  medical 
degree  at  Meharry  Medical  School  in  Nashville, 
l'enne.ssee. 

Dr.  Phipps  was  a member  ol  St.  Mary's  Episco- 
])al  Uluirch  and  tictive  in  community  and  civic 
allairs.  Dr.  Phipps  was  a member  ol  the  Arkansas 
Medical,  Dental  and  Pharmaceutical  Association. 


PERSONAL 


AND  NEWS  ITEMS 


Socialized  Medicine  Failure,  Doctor  Says 

Dr.  William  A.  Snodgrass,  Jr.,  president  ol  the 
Arkansas  Medical  Society  cited  the  reputed  “cost- 
ly, tragic  lailure’’  of  the  socializetl  medicine  pro- 
gram in  England  as  example  enough  that  the 
United  States  shotild  not  embark  on  a course 
leading  to  government  control  ol  medical  services. 
Dr.  Snodgrass,  speaking  to  the  Arkansas  Chapter 
ol  the  Student  American  Medical  Association  at 
the  University  Medical  Center,  said  that  adop- 
tion ol  the  King-Anderson  Bill,  now  pending  in 
Congress,  woidd  “ilirect  this  country  tow'ard  the 
same  blunder  England  made  14  years  ago”  in 
adopting  the  program  ol  socialized  medicine. 

The  British  system.  Dr.  Snodgrass  said,  has 
come  under  increasingly  heavy  criticism  Irom 
economists,  members  of  Parliament  and  journal- 
ists. 

The  fourth  annual  meeting  of  the  South  Cen- 
tral Association  of  Blootl  Banks  held  at  the  Hotel 
Texas  in  Fort  \\h)rth,  Texas,  March  9 and  10, 
1962  was  well  attended  by  blood  bankers  through- 
out the  six-state  area. 

In  addition  to  the  presentation  of  scientific 
papers,  a workshop  was  pre.sented  by  Hyland 
Laboratories,  Los  Angeles,  California  which  pro- 
voked many  favorable  comments. 


At  the  business  session  on  Friday,  March  9,  the 
following  officers  and  district  directors  were 
elected  to  serve  the  Association  for  1962: 

E.  Richartl  Halden,  Jr.,  M.D.,  Eort  Worth, 
Texas— President 

David  E.  Soules,  Ph.D.,  Dallas,  Texas— Presi- 
dent-elect 

Donald  A.  Sutherland,  M.D.,  Dallas,  Texas— 
Vice-president 

Mrs.  Florence  Del  Prete,  Secretary,  Amarillo, 
Texas 

Mr.  1.  C.  Scott,  Freasurer,  Lafayette,  Louisiana 
District  Directors: 

W'illiam  S.  Orr,  Jr.,  M.D.,  Little  Rock,  Arkansas 

Norma  M.  Bender,  M.S.,  M.T.  (ASCP)  B.B., 
Baton  Rouge,  Louisiana 

Robert  S.  Cooke,  Jr.,  M.D.,  Hattiesburg,  Mis- 
sissippi 

Harokl  V.  Beighley,  M.D.,  Albucjuerque,  New 
Mexico 

Tom  S.  Gafford,  Jr.,  M.D.,  Muskogee,  Okla- 
homa 

Raymond  St.  Peter,  M.T.  (ASCP),  Beaumont, 
Texas 

Department  Heads  and  Officers  Elected 

The  Medical  Staff  of  Dr.  Gray’s  Hospital  held 
a meeting  for  the  purpose  of  electing  officers  and 
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(U'pai  lincni  heads.  Dr.  Allred  llaiheoek  was 
named  eliiel  ol  stall  and  presidenl  ol  ihe  medical 
stall.  Other  oHueis  .selected  include  Dr.  llowtird 
Monroe  ol  Mountain  \'iew,  A’ice-president;  ;ind 
Dr.  )im  Lytle,  .secretary. 

Department  hettds  named  were:  Dr.  \\’.  J.  Kci/, 
(hiei  ol  snigery;  Dr.  ^\’illiam  P.  (day,  (hid  ol 
medicine,  clinical  services  and  pediatrics,  Dr.  O. 
|.  r.  Johnson,  chiei  oi  general  practices;  Dr.  F.  ()• 
W'yiitt,  (hiel  ol  obstetrics  and  gynecology;  and 
Dr.  (i.  O.  Evans,  chiet  ol  anaesthesiology. 

Dr.  Moore  Receives  Service  Award 

Fhe  state  Board  ol  the  Arkansas  Junior  CJiam- 
her  ol  Commerce  named  Dr.  Berry  L.  Moore,  Jr. 
ol  El  Dorado  as  the  winner  ol  the  Jaycees’  annual 
Distinguished  Service  Award.  Dr.  Moore,  who  is 
not  a Jaycee,  received  the  award  lor  his  leader- 
ship in  a campaign  in  LInion  (iounty  lor  a bond 
issue  to  build  a lOO-bed  Ciounty  hospital.  Alter 
the  issue  was  approved,  Dr.  Moore  was  appoint- 
ed to  the  hospital  .\dvisory  Committee. 

Arkansas  State  Science  Fair 

The  tenth  annual  State  Science  Fair  was  held 
at  Harding  College,  Searcy,  Arkansas.  More  than 
300  senior  and  junior  high  school  students  ex- 
hibited projects  in  the  medical,  biological,  physi- 
cal and  earth  sciences  and  in  mathematics.  Each 
ol  these  projects  was  selected  as  a winner  in  a 
local  lair  and  in  one  ol  the  eight  Regional  Fairs 
held  throughout  the  state. 

The  Arkansas  Science  Fair  As.sociation,  a non- 
prolit  corporation  chartered  in  1959,  sponsored 
a lund-raising  drive  to  send  two  students  and 
their  teachers  to  Seattle  to  represent  the  State  in 
the  national  competition.  Industries,  prolession- 
al  societies  and  individuals  w'cre  solicited  lor 
substantial  contributions.  The  Association  has 
been  able  to  send  representatives  to  Indianapolis 
and  Kansas  City  the  past  two  years. 

More  than  10,000  high  school  and  junior  high 
school  students  in  Arkansas  prepared  science 
projects  lor  the  science  lair  competition.  Many 
ol  these  students  worked  on  their  projects  all 
year  and  some  started  dtiritig  summer  vacation 
months.  Through  these  projects  students  are 
learning  on  their  own  initiative  how  science  in- 
lormation  is  obtained.  Many  are  getting  their 
lirst  insight  into  the  science  ol  medicine,  others 
are  investigating  basic  laws  ol  physics,  chemistry. 


biology,  geology  or  maihcmatics.  .Ml  are  learn- 
ing, and  (he  knowledge  gained  is  (he  measine  ol 
su((ess  ol  (heir  science  lair  project. 

Dr.  H.  W.  Thomas  Named  "Man  of  the  Year" 

Dr.  H.  W.  Fhomas  ol  Dermolt  was  named  Der- 
mott  s “Man  ol  the  Year"  at  the  Dermott  Cham- 
ber ol  Commerce’s  annual  ladies'  night  han(|uet. 
It  was  the  lirst  annual  presentation  ol  the  award 
and  was  made  by  H.  E.  (Fete)  Raines,  originator 
ol  the  program  and  chairman  ol  the  committee. 
Di.  'Fhomas  was  presented  an  engraved  cup,  and 
was  cited  lor  his  ellorts  as  a leader  lor  the  youth 
center,  mendjer  ol  the  Rtith  \Y‘asey  Educational 
Foundation,  Boy  Scout  Leader,  City  Health  Olli- 
cer  and  Chairman  ol  the  Dermott  Baptist  (diurch 
Building  Committee.  Dr.  Thomas  is  also  chicl 
ol  stall  at  St.  Mary’s  Hospital,  president  ol  the 
Ram  Boosters  .\ssn.,  and  president  ol  the  .South- 
east .Arkansas  Medical  /Association. 

Dr.  Lockhart  Joins  Holt-Krock  Clinic 

Dr.  William  C.  Lockhart  has  joined  the  stall 
ol  Holt-Krock  (dinic.  He  comes  to  Fort  Smith 
Irom  St.  Joseph,  Mis.souri,  where  he  practiced 
neurological  surgery  lor  the  past  three  years.  He 
received  his  medical  degree  Iroin  the  Fhiiversity 
ol  Arkansas. 

Dr.  Bridges  Joins  Jackson  Clinic 

Dr.  C.  A\'.  Jackson  ol  Jackson’s  Clinic  in  Jucl- 
sonia,  announced  his  association  with  Dr.  Olen 
\\\  Bridges  in  the  practice  ol  general  medicine. 
Fhe  association  will  he  known  as  Jackson-Bridges 
Clinic. 

Dr.  Bridges  was  reared  in  Arkadelphia  and  at- 
tended the  .Arkadelphia  Pnblic  .Schools.  His  pre- 
medical  and  medical  training  was  received  at  the 
Ibiiversity  ol  .Arkansas.  His  internship  was  clone 
at  St.  V'incent’s  lidirmary  in  Little  Rock. 

Dr.  Smith  Elected  President  of  Pulaski  County 
Academy  of  General  Practice 

Di.  Huie  H.  Smith  ol  \orth  Little  Rock,  was 
elected  president  ol  the  Bidaski  County  .Acadetny 
ol  Ceneral  Practice.  Di  . Bruce  Sc hratz  was  elected 
treasurer. 

Dr.  Thicksten  Heads  Staff 

Dr.  J.  X.  1 hicksten,  ol  .Alma,  .Arkansas,  has 
been  named  diiel  ol  stall  lor  I9()2  ol  Crawlord 
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County  Afcinorial  Hospital.  Dr.  A.  E.  Thorne 
who  rvas  I9()l  chiel  f)I  stall,  is  to  serve  as  vice 
chiel.  Dr.  C.  K.  Patton  was  elected  as  secretary 
ol  the  stall.  I'welve  other  executive  committees 
were  apjjointcd.  It  was  reported  that  the  labora- 
tory, x-ray  department,  out-patient  department, 
surgery,  maternity,  and  metlical  patients,  each 


showed  an  increase  in  services  rendered  over  the 
past  year. 

New  Clinic  Is  Opened 

Ehe  new  clinic  of  Dr.  Fred  Gordy,  Jr.  and  Dr. 
John  VV.  Sneed,  Jr.  is  now  opened.  The  clinic 
is  located  on  Locust  Avenue  at  Elm  Street,  Con- 
tvay,  .Vrkansas.  Dr.  .Sam  Daniel  will  also  practice 
at  the  new  clinic. 


Dr.  Siegel  Heads  Johnson  County  Medical  Society 

Dr.  G.  R.  Siegel  was  elected  president  ol  the 
Johnson  County  Medical  Society  at  a meeting  at 
the  Clarksville  Hospital.  Other  ollicers  elected 
were:  Dr.  Guy  Shrigley,  vice  president  and  Dr. 
VV.  R.  .Scarborough,  secretary-treasurer.  Dr.  R. 
H.  Manley  was  named  delegate  to  the  State  Gon- 
ventic^n  and  Dr.  Ciuy  Shrigley  named  alternate 
delegate. 

Medical  Assistants  Hold  Meeting 

The  Sebastian  County  CJiapter,  Arkansas  Medi- 
cal Assistants’  Society  presented  Di . Harley  C. 
Darnall,  Fort  Smith  physician,  as  guest  speaker, 
at  their  tlinner  meeting.  Dr.  Darnall  .sub)ect  was 
“Removal  ol  Foreign  Bodies  from  Bionchia  and 
the  Esophagus.” 

Dr.  Thompson  Guest  Speaker 

Dr.  Jesse  E.  I'hompson  ol  Dallas  was  the  guest 
sjteaker  at  a dinner  meetiug  ol  the  Bowie-Miller 
Counties  Medical  Societies.  I'he  meeting  was 
held  in  the  VVadley  caletorium  in  Texarkana.  Dr. 
I homjtson’s  subject  was  “Surgical  yVspect  ol 
Cardiovascular  Disease.”  Dr.  Fhompson  is  en- 
gaged in  the  jriivate  jjractice  ol  general  and  vas- 
cular suigery  in  Dallas.  He  also  is  attending  sur- 


geon at  Baylor  and  Parkland  hosjutals  and  clini- 
cal a.ssistant  prolessor  ol  surgery  at  the  University 
ol  Fexas  Southwestern  Medical  School. 

CON  FRIBUTORS  lO  d HE  AMERICAN 
MEDICAL  ASSOCIAFION  EDUCATION 
AND  RESEARCH  FOUNDATION  DUR- 


ING FEBRUARY,  1962: 

Kenneth  R.  Du/an,  El  Dorado ...$10.00 

Warren  Riley,  El  Dorado 5.00 

Saline  County  Medical  Auxiliary 5.00 


$20.00 

Medical  Society  Elects  New  Officers 

At  the  meeting  ol  the  Clark  County  Medical 
•Society,  the  following  officers  were  elected. 
President  — Dr.  P.  R.  Ander.son;  Secretary- 
treasurer— Dr.  Robert  \V.  Hunter;  Delegate  to  the 
State  Medical  Society— Dr.  Lewis  B.  Tilley;  and 
Alternate  delegate— Dr.  Eli  Gary. 

Dr.  C.  S.  Holt  Named  Officer  in  Shreveport  Society 

A Nashville  native  and  honor  graduate  was 
honored  by  the  Shreveport  Medical  Society.  Dr. 
Charles  S.  Holt,  was  installed  as  first  vice-presi- 
dent ol  the  Shreveport  Medical  Society. 
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DR.  LEOXARD  R.  liOGAFA'  is  a new  mcm- 
ber  ot  ihe  C'aaigheacl-Poinsctl  (>oumy  Medical 
■Society.  Me  is  a native  of  Philadelphia,  Pennsyl- 
vania, and  he  received  his  preliminary  education 
from  Princeton  Ihiiversity.  His  M.D.  degree  was 
obtained  in  1954  from  the  Ihiiversity  of  Pennsyl- 
vania School  of  Medicine  located  at  Philadelphia. 
Dr.  Bogaev’s  specialty  is  urology  and  his  office 
is  located  at  812  Gobi)  Street  in  Jonesboro, 
.\rkansas. 


I he  Benton  County  Medical  .Society  announces 
that  DR.  CHARLES  H.  S'EIXXE TT  has  been 
accepted  for  membership.  Dr.  Stinnett  is  a na- 
tive of  Horatio,  Arkansas.  His  preliminary  edu- 
cation was  obtained  from  the  Ibiiversity  of  Ar- 
kansas and  he  received  his  M.D.  degree  from  the 
Ibiiversity  of  .\rkansas  Medical  School  in  1959. 
He  is  on  the  staff  of  Memorial  Hospital  in  Siloam 
Springs  and  his  office  is  located  at  304  South 
Maxwell,  Siloam  Springs,  .Arkansas. 

DR.  DUBOSE  MURR.AY  has  been  accepted 
for  membership  in  the  Garland  County  Medical 
•Society.  He  is  a native  of  Memphis,  I eimessee, 
and  he  received  his  preliminary  education  from 
Emory  LIniversity  located  at  Atlanta,  Georgia. 
His  M.D.  degree  was  obtained  from  Emory  fTni- 
versity  in  1956.  Dr.  Murray  has  practiced  in 
.Atlanta,  Georgia,  and  he  is  now  located  at  201 
Medical  .Arts  Building  in  Hot  Springs,  .Arkansas. 
Orthopedic  surgery  is  his  specialty. 

.A  new  member  of  the  Garland  County  Medical 
Society  is  DR.  JERRA'  L.  HOAT.  He  is  a native 
of  Oklahoma  City,  Oklahoma,  and  his  prelimi- 
nary education  was  received  at  the  LIniversity  ol 
Arkansas.  He  received  his  M.D.  degree  from  the 


Ibiiversity  of  , At  Kansas  in  1957;  he  practiced  for 
lour  years  at  the  University  of  .Arkansas  Medical 
Center  and  the  AAterans  Administration  Hos- 
pital. He  was  Chief  Resident  in  medicine  at  the 
XAterans  .Administration  Hospital.  Dr.  Hoyt  is 
now  located  at  1131  Central  in  Hot  Springs,  .Ar- 
kansas. His  specialty  is  internal  medicine. 

DR.  WILLIAM  R.  M.ASHBURX  is  a new 
mcml)er  of  the  Garland  County  Medical  Society. 
He  is  a native  of  Fayetteville,  Arkansas,  where 
he  received  his  preliminary  education.  His  M.D. 
degree  was  obtained  at  the  Ibiiversity  of  .Arkan- 
sas in  I9()0.  Dr.  Mashlmrn  is  with  the  Lon  E. 
Reed  Clinic  in  Hot  Springs,  and  he  is  a general 
practitioner. 

1 he  Garland  County  Medical  .Society  an- 
nounces that  DR.  .ANDREW  J.  AbATES  has  been 
added  to  its  roster  of  members.  Dr.  A'ates  is  a 
native  of  Memphis,  Tenn.,  and  he  received  his 
preliminary  education  at  the  University  of  Mis- 
sissippi. He  received  his  M.D.  degree  from  the 
University  of  'Lennes.see  located  at  Memphis,  in 
1958.  He  has  served  in  the  Ibiited  States  Navy 
and  is  now  located  at  1315  Central  in  Hot  Springs. 
He  is  a general  practitioner. 


ANSWER— What  Is  Your  Diagnosis? 

14  MONTHS  OLD  WHITE  FEMALE 

Three  days  before  admission  the  patient  was 
playing  with  a pan  of  beans  when  she  sudden- 
ly cried  out,  stopped  breathing,  and  became 
cyanotic  for  a minute  or  two  after  which  she 
coughed  and  again  appeared  normal.  When 
seen  here  because  of  respiratory  difficulty  there 
was  an  inspiratory  and  expiratory  stridor  and 
slight  circumoral  cyanosis. 

DIAGNOSIS:  Foreign  body  in  the  right 
mainstem  bronchus  with  a ball-valve  type  of  ob- 
struction. 

X-RAY  FEATURES:  The  inspiration  film  is  al- 
most normal,  there  being  slight  shift  of  the 
mediastinum  toward  the  left.  On  the  expiration 
film,  however,  the  left  lung  diminishes  in  vol- 
ume normally  while  the  right  lung  remains  ex- 
panded thus  causing  marked  mediastinal  and 
cardiac  shift  toward  the  left.  At  bronchoscopy 
a fragment  of  bean  was  removed  from  the  right 
mainstem  bronchus.  This  case  illustrates  the  ne- 
cessity of  both  inspiration  and  expiration  films 
when  a foreign  body  is  suspected. 
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Doctors  Wives  Entertained  by  Mrs.  Bohnen 

I he  Woman’s  Auxiliary  to  the  Garland  Cotinty 
Medical  Society  was  enteitained  at  the  home  ol 
iMis.  Loren  Bohnen  ol  Hot  Springs.  Co-hostesses 
cvere  Mrs.  Fhomas  Dtirham  and  Mrs.  W.  A. 
Woodcock.  Special  guest  lor  the  meeting  was 
Mrs.  }ack  Kennedy,  ol  Arkadelphia,  National 
Area  Legislative  chairman.  She  was  introduced 
by  Mrs.  Carl  Parkerson,  president  ol  the  Aux- 
iliary. 

Mrs.  Kennedy  gave  an  interesting  talk  on 
medical  legislation,  emphasi/ing  the  iact  that  the 
Keir-Mills  bill  has  made  linancial  help  lor 
medical  care  available  to  .Arkansas  residents. 
Other  medical  bills  to  he  presented  in  Congress 
this  year  were  also  disctissed. 


BOOK  REVIEWS 

An  Atlas  of  HEAD  and  NECE  SURGERY,  by  John  M.  Eore, 
Jr.,  M.E).,  E.A.C.S.,  Attending  Surgeon,  Good  Saniaiitan 
Ilosjiilal,  Siiffcrn,  Neia  York:  Associate  Attendinir  Sur- 
geon,  Head  and  Neck  Seri'ice,  Dej)art nie)it  of  Surgery, 
Saint  Clare's  HospiRd,  New  York,  New  York:  Consultant 
Surgeon.  J'uxedo  Memorial  Hospital,  Tuxedo,  New  York, 
illustrated,  pj).  490,  published  by  IT.  B.  Saunders  Com- 
pany. Rhiladel phia  and  Eondou,  1962. 

'I  his  atlas  consists  ot  a .series  of  drawings  which  are  ex- 
iremelv  well  done  anil  a mnnher  of  outline  accompanying 
text.  It  is  limited  to  diseases  of  the  head  and  neck.  TTiere 
are  some  color  illustiations  although  most  are  black  and 
white  ditiwings.  All  in  all,  this  text  is  (piite  well  done  and 
fulfills  its  mission  althotigh  it  has  a limited  scope  of  in- 
terest for  the  practicing  physician.  It  is  recommended  oidy 
to  surgeons  paiticniaily  inteiested  in  the  head  and  neck 
;tnd  to  jjhysicians  who  do  some  head  and  neck  stngerv.  AK 

A TEXTBOOK  OE  OBSTETRICS,  by  Duncan  E.  Reid, 
AED.,  JYilliani  Lambert  Richardson,  Professor  of  Obstet- 


rics, and  head  of  the  Department  of  Obstetrics  and 
Gynecology.  Harvard  Unwersity  Medical  School:  Chief  of 
Staff,  Boston  Eying-in  Hospital,  illustrated , pp.  10S7 , 
published  by  If.  B . Saunders  Company,  Philadelphia  and 
London,  1962. 

This  textbook  of  obstetrics  is  excellent.  It  discusses  in 
a well  otttlined,  clear  manner  the  normal  obstetrics  and 
the  pathological  variations  which  are  seen.  T he  hook  has 
a moilerate  mnnher  of  illitstrations  and  charts  althouoh 

O 

there  is  not  :i  profusion  of  graphic  material.  T here  is  an 
excellent  section  on  the  toxemia  of  jtregnancy,  the  effect 
of  pregnancA  on  other  organ  systems,  and  the  genito- 
nrinaiy  are  adeipiately  disctissed,  although  not  in  great 
detail.  T here  is  a rather  short  discussion  of  the  newborn 
infant.  T here  aie  excellent  bibliographies  available.  In 
general,  this  is  an  outstanding  hook  and  heartily  recom- 
mended to  both  medical  students  and  practitioners.  .'Ms. 
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i AN  ERRATUM  [ 

I There  was  a typographical  error  in  the  = 
: Teaching  Seminar  entitled  "Digitalis  Toxicity",  | 
: in  the  February,  1962  issue  of  the  Journal  of  = 
: the  Arkansas  Medical  Society.  At  the  top  of  = 
i column  one,  page  377,  where  it  is  stated,  "The  = 
i average  time  for  disappearance  of  symptoms  E 
i in  patients  receiving  digitoxin  was  2 or  3 days,"  | 
i digoxin  should  be  substituted  for  digitoxin.  E 


I ANSWER -ELECTROCARDIOGRAM  OF  THE  ' 
MONTH 

RATE;  110  RHYTHM:  Sinus  Tachycardia 

PR:  .16  sec.  QRS:  .07  sec.  QT:  .30  sec.  !| 

Interpretation:  Abnormal.  RS-T  segment  p 
changes  suggest  pericarditis.  T 

COMMENT:  This  patient  was  observed  over  j 
a period  of  months  and  the  diagnosis  of  dis-  p 
seminated  lupus  erythematosis  was  confirmed,  p 
She  had  several  episodes  of  clinical  symptams  p 
which  supported  pericarditis  and  this  electro-  p 
cardiogram  was  made  at  the  time  af  one  of  p 
these  episodes,  it  shows  the  rather  character-  p 
istic  wide-spread  injury  current  manifested  by  T 
S-T  elevation  found  with  the  early  stages  of  b 
acute  pericarditis  due  to  any  cause.  These  b 
changes  are  usually  relatively  transient  and  are  b 
frequently  followed  by  a return  of  the  S-T  seg-  b 
ment  to  the  baseline  with  flattening  or  inversion  b 
of  T waves.  Following  recovery  the  tracing  b 
usually  reverts  to  normal.  p 
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Sponsored  by  Arkansas  Tuberculosis  Association 


DIFFUSE  EXOCRINOPATHY  (Cystic  Fibrosis) 


T/t('  disease  co/ninonly  called  cystic  fibrosis,  and 
sornetirnes  >n itcoviscidosis,  is  due  to  cm  abnor- 
mality in  the  exocrine  glands  and  the  name  exo- 
crinopathy  is  suggested.  The  pulmonary  lesion 
has  the  greatest  clinical  significance. 

Ciradually  it  lias  become  apparent  that  “cystic 
iibrosis  ol  the  pancreas”  is  not  jirimarily  a jian- 
creatic  disease;  neither  is  it  a cystic  or  tibrotic 
disease.  The  basic  mechanism  is  a disturbance 
of  the  function  of  many  of  the  exocrine  gfantls 
of  the  hotly,  structures  that  .secrete  their  products 
externaffy  onto  an  epitfiefiaf  surface.  The  com- 
mon denominator  in  tins  disease  appears  to  be- 
an abnormafity  in  tfie  composition  of  these  exo- 
crine secretions  and  cfinical  disease  results  when 
tlie  secretions  are  sufficiently  altered  to  cause 
dysfunction  of  the  organ  or  oigans  invtisved. 

The  mucous  glands  of  the  tracheobronchial 
tree,  the  acinar  ti.ssue  of  the  pant  tease,  the  biliary 
canaliculi  of  the  liver,  the  secretory  tissue  of  the 
salivary  glands,  the  sw-eat  glantls  ol  the  skin,  anti 
possibly  other  structures  such  as  the  gastrointes- 
tinal mucosa  may  be  involvetl  in  this  disease.  After 
years  of  observation,  D.  H.  Antler.son  who  intro- 
tlucetl  the  term  “cystic  fibrtisis  of  the  jiancreas” 
now  defines  cystic  fibrosis  as  a “congenital  familial 
tlisease  characterized  by  tlysfunction  of  many  of 
the  exocrine  glantls.” 

The  clinicas  disttirbances  are  variable  anti  re- 
latetl  to  the  type  of  the  secretions  anti  the  function 
of  the  exocrine  glantl  involvetl.  Apparently  the 
secretions  of  tlie  pancreas,  liver,  anti  tracheobron- 
chial mucosa  are  too  viscous,  while  the  abnormal 
secretions  of  other  organs,  such  as  the  skin  anti 


John  .A.  1’rior,  M.I).,  The  Ohio  Stale  Medical  Journal, 
Octohei , 1961 . 


salivary  glantls  ajtjjareiuly  fiave  normal  viscosities. 
CLINIC  A L A ST  EC  TS 

rhe  disease  is  not  imcommon.  Its  most  signifi- 
cant clinical  asjrect  is  the  jjtdmonary  lesion,  not 
pancreatic  insufficiency.  Whth  growing  ajjjjrecia- 
tion  of  the  jndmonary  aspects  of  the  tlisease,  cer- 
tain chiltlren  with  bronchitis,  “chrttnic  jmeti- 
monia,”  “whof)jring  cough  jmeumttnia”  are  now 
correctly  diagnosed  as  having  cystic  fibrosis.  The 
term  mucoviscitlosis,  introthicetl  in  1945,  im])lietl 
an  increasetl  viscosity  in  the  secretif)ns  t)f  the 
tracheobronchial  tree,  jjancreas,  anti  liver.  The 
name  hatl  merit  utitil  P.A.  tli  Sant'  Agnese  and 
a.ssociates  tliscovered  the  electrolyte  abnormali- 
ties ol  sweat  in  j^atients  with  this  tlisease,  but 
found  no  alterations  in  viscosity.  While  cystic 
fibrosis  is  still  the  accejttetl  name,  exocrinojtathy 
wotiltl  ajjpear  tt)  be  a more  suitable  one. 

rhe  exocrinojjathy  t)f  the  mucous  secreting 
glantls  ol  the  tracheobronchial  inucttsa  jtrotluces 
the  mt)st  serious  effects  of  the  tlisease.  The  trach- 
eobronchial tree  tontains  numerous  mucotis 
glantls  in  its  sidmuicttsa.  Their  secretions  are 
most  visettus  anti  are  tlearetl  frttm  the  tracheo- 
bronchial tree  ttnly  with  tlifficulty.  Retention  of 
the  viscitl  material  jiredisposes  to  infection  anti 
airway  obstructit)n,  either  of  which  may  jjretlomi- 
nate.  During  infections  of  the  lower  respiratory 
tract,  the  thick  mucus  residts  in  jnolongation  of 
illne.ss  and  favors  tlevelojnnent  of  serious  compli- 
cations. 

Often  cystic  fibrosis  may  be  sus|jectetl  when  a 
child  fails  to  recover  jnomjjtly  from  a “chest 
coltl,”  “flu,”  t)r  jjerttissis.  Resjiiratory  complaints 
—primarily  cough,  sjtutum  jjrodttction,  and  sus- 
cejttibility  to  rectirrent  infections— may  be  mini- 
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may  lor  years  only  to  erupt  at  or  after  puberty 
into  a progressive,  relentlessly  fatal  respiratory 
disease. 

Before  pancreatic  insufficiency  is  detectable 
clinically,  90  per  cent  or  more  of  the  pancreatic 
exocrine  function  has  been  lost.  If  this  degree  of 
loss  is  present  at  birth,  meconium  ileus  may  de- 
velop, causing  an  intestinal  obstruction  and  ac- 
counting for  ajjproximately  10  per  cent  of  the 
deaths  tine  to  cystic  fibrosis.  Patients  spared  me- 
conium ileus  will  usually  die  primary  of  ]rul- 
monary  disease. 

The  most  commonly  tlescribetl  cystic  fibrosis 
patient  is  a child  who  betw'een  the  second  and 
twelfth  month  ol  life  develops  steatorrhea  and 
chronic  recurrent  respiratory  infections. 

SWEAT  GLANDS 

Parents  of  children  with  cystic  fibrosis  have 
observed  that  the  children  may  taste  salty  when 
kissed.  These  children  may  also  have  a white, 
gritty  material  on  their  foreheads  after  exertion, 
and  they  may  not  “do  well’’  in  a hot  spell. 

In  1954  di  Sant’Agnese  and  co-w'orktrs. demon- 
strated that  the  electrolyte  depletion  was  the  re- 
sult of  the  secretion  of  sw'eat  containing  excessively 
high  concentrations  of  sodium  and  chloride.  By 
metabolic  balance  studies,  they  demonstrated  that 
the  skin  w-as  the  only  route  of  the  abnormal  elec- 
trolyte loss.  They  devised  a diagnostic  procedure, 
known  commonly  as  the  “sweat  test,”  in  which  the 
subject  is  exposed  to  thermal  stimulus  and  his 
sweat  is  collected  for  analysis  of  the  electrolyte 
concentration.  In  cystic  fibrosis  patients  the  sweat 
concentration  ol  sodium  and  chloride  is  elevated 
from  two  to  three  times  that  ol  normal.  There 


is  no  (.lemonstrable  correlation  between  the  degree 
of  electrolyte  increase  and  the  sevrity  of  the  asso- 
ciated disease. 

The  marked  variation  in  the  severity  of  the 
disease  is  based  upon  inherited  factors.  It  may 
be  that  the  genetic  factor  can  occur  unexpressed 
clinically,  thus  some  relatives  of  patients  have  ab- 
normally high  sodium  and  chloride  sweat  con- 
centrations but  no  accompanying  indications  of 
disease. 

DIAGNOSIS  AND  TREATMENT 

File  laboratory  diagnosis  of  cystic  fibrosis  is 
based  primarily  upon  the  sw'eat  test,  w'hich  is  posi- 
tive in  99  per  cent  of  known  cystic  fibrosis  patients. 

As  in  many  other  diseases,  cystic  fibrosis  was 
first  reported  to  be  a rare  but  highly  fatal  disease. 
Although  usually  considered  a disease  of  children, 
active  disease  has  been  found  in  individuals  in 
the  third  and  fourth  decade. 

Since  the  pulmonary  disease  accompanying  cys- 
tic fibrosis  is  responsible  for  most  of  the  deaths, 
particular  attention  to  the  lungs  is  indicated.  The 
viscid  secretions  may  be  rendered  thinner  by  the 
use  of  expectorants  such  as  the  iodides.  Pancre- 
atic streptokinase  anti  streptodornase  may  be 
helpful  in  litjuefying  secretions. 

For  the  control  of  infection,  intensive  courses 
of  broad  spectrum  antibiotics  each  month  for  four 
or  five  days  continuously  are  often  helpful.  In 
some  instances,  virtually  year-round  antibiotic 
therapy  may  be  necessary  to  effect  significant  im- 
provement. Cultures  should  be  made  of  the  spu- 
tum at  regular  intervals.  Changes  in  the  bacterial 
flora  may  dictate  changes  in  antibacterial 
therapy. 
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